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	Practitioner Name:
	Jo Knight
	
	



	Patient Information


	Name
	

	Date of birth
	

	Billing address
	

	Delivery address
	

	Email
	

	Phone
	

	Emergency notification contact
	

	Emergency notification phone
	

	Known Allergies or Intolerances
	

	Blood Type (if known)
	

	Are you pregnant (or planning) or breastfeeding?
	


	[bookmark: _Hlk64611933]Medication


	Please list all current medication including vitamins/minerals, herbs, or homeopathic remedies, along with the daily dose and how long you have taken it.

	Supplement / Medicine
	Dose 
	How long?

	
	
	

	
	
	

	
	
	

	
	
	

	Past Medications
	Any significant medications taken in the past to note? I.e. Antibiotics, Contraceptive Pill. 
	
	

	
	

	Name or Doctor or other health care provider
	Enter Doctor

	More about you


	Occupation
	

	Hours Per Week
	

	Current Height & Weight
	

	Do you or have you ever smoked?
	


	Medical History


	Cardiovascular:
Heart Disease
High Blood Pressure:     
Murmurs:                 
Chest Pain:        
Swelling in ankles:
Irregular Heart Beat:    

Ears:
Impaired Hearing:  
Ringing:
Earaches: 
Dizziness:
Infections:

Emotional:
Depression: 
Mood Swings:
Anxiety or nervousness

Endocrine:
High Thyroid function:
Low Thyroid function:
Heat or cold intolerance: 
Excessive Thirst: 

Menstrual (female only)
Irregular periods
Heavy bleeding
Absence of menses
Menstrual pain
PMS
Menopause

Eyes:
Impaired Vision: 
Eye pain: 
Tearing/dryness: 
Double vision:

Integumentary:
Eczema / Dermatitis
Hives:
Dry Skin:

Head:
Headaches 
Migraines
Head Injury: 

Respiratory:
Asthma
Wheezing
Excessive coughing
Chest Infection
	
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never


Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never


Yes          Past           Never
Yes          Past           Never
Yes          Past           Never


Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never


Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never

Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never


Yes          Past           Never
Yes          Past           Never
Yes          Past           Never


Yes          Past           Never
Yes          Past           Never
Yes          Past           Never


Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never

	Gastrointestinal:
Ulcers, Gastritis: 
Heartburn/reflux: 
Change in appetite: 
Nausea/Vomiting: 
Haemorrhoids:
Belching/gas:
Gall bladder Disease: 
Excessive Gut Pain:
Intestinal disorders:
Bloating:

Mouth/Throat:
Frequent sore throat:
Tongue lesions:
Gum problems: 
Hoarseness: 
Dental cavities
Cold Sores: 

Musculoskeletal:
Joint pain or stiffness: 
Arthritis: 
Muscle Spasms/cramps: 
Weakness: 
Numbness or tingling

Neck:
Swollen Glands:  
Pain or Stiffness: 

Neurologic:
Fainting
Seizures: 
Paralysis: 
Muscle weakness: 
Loss of memory: 

Nose/Sinuses:
Frequent colds: 
Nose Bleeds: 
Hay fever: 
Sinus problems:

Urinary:
Urinary tract infection
Interrupted urinary flow
Excessive urination

Cancer:

Other: (please specify)
	
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never


Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never


Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never


Yes          Past           Never
Yes          Past           Never


Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never


Yes          Past           Never
Yes          Past           Never
Yes          Past           Never
Yes          Past           Never


Yes          Past           Never
Yes          Past           Never
Yes          Past           Never



If yes, please specify type.



	Past Medical Tests Performed


	Test
	Notable Finding? If Yes, please specify

	Thyroid panel
	

	Liver panel
	

	Blood sugar
	

	Blood pressure
	

	Colonoscopy
	

	Cholesterol
	

	Iron
	

	EKG
	

	Blood Pressure
	

	Other?
	


	Past surgeries or hospitalizations


	Event
	Date & Details

	
	

	
	

	
	

	
	

	
	

	
	


	Past Injuries (broken bones, sprains/strains, accidents etc.)


	Event
	Date & Details

	
	

	
	

	
	

	
	

	
	


	Significant Dental Work (root canal, mercury fillings etc.) 


	Procedure
	Date & Details

	
	

	
	

	
	

	Last Dental Checkup
	Enter Date



	Your past 12 months – Have you experienced any of the following:


	A holiday
	Moving House
	Change in job

	Relationship change
	Influenza / Viral infection
	Loss of loved one




	Family History


	Condition
	Relation to you
	Condition
	Relation to you

	Alcoholism 
	
	Diabetes 
	

	Allergies 
	
	Drug abuse 
	

	Alzheimer’s disease 
	
	Heart disease 
	

	Arthritis 
	
	High blood pressure 
	

	Asthma 
	
	Kidney disease 
	

	Cancer (indicate type) 
	
	Osteoporosis 
	

	Depression 
	
	Stroke 
	

	Other mental illness 
	
	Thyroid condition 
	

	Other
	
	
	



	Bowel Motions 


	Approximate times per day
	

	Texture (liquid, firm, soft, hard etc.)
	

	History of constipation or Diarrhoea? 
	Yes/No



	How do you feel today? Out of 10. 10 is highest, 1 is lowest


	Stress levels
	
	Fluctuations?
	Yes/No

	Energy levels
	
	Fluctuations?
	Yes/No



	Diet and Lifestyle 

	Exercise


	Do you exercise?
	Yes/No - Please specify type and frequency



	If not, what are your restrictions?
	


	Sleep


	Approx. hours per night
	

	Do you wake up refreshed?
	Yes/No


	Travel


	Please specify locations of overseas travel
	

	Have you experienced ill health after an overseas trip?
	Yes/No


	Diet: What did you eat yesterday? – Disregard if filling in a full diet diary


	Breakfast
	

	Lunch
	

	Dinner
	

	Snack/s
	

	Water intake
	

	Other beverages
	


	General Dietary Information 


	Do you have any dietary restrictions? i.e. vegetarian, GF, DF, dislikes, religious considerations?
	

	How often do you eat fast food?
	Often, Sometimes, Occasionally, Never

	Do you drink caffeine? Black & Green tea, coffee, cola drinks
Please specify type and approx. quantity per day / week
	Yes/No


	Typical Water intake per day
	Litres / cups / bottles

	Do you consume other drinks? Soft drink, herbal tea, juice?
Please specify type and approx. quantity per day / week
	Yes/No


	Do you consume alcohol?
Please specify type and approx. quantity per day / week
	Yes/No




	[bookmark: _Hlk35607070]Health Priorities 


	Please list your top health concerns
	1.
2.

	Please indicate any symptoms you may be experiencing
	

	Enter extra information here:
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