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Adult Health History Questionnaire 
Thank you for taking the time to fill out this health history form.  Understanding your total health picture is essential for us to 

help you achieve optimum wellness. 
 
Name                                                           M/F                      Date of Birth                          Today�s Date 
 
Current health concerns (in order of importance)   Date of onset 
 
1. 
 
2. 
 
3. 
 
4. 
 
Health goals: 
 
 
 
 
What factors do you feel are contributing to your current state of health?__________________________________________ 
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________ 
 
Current medications (include brand and dose):                          Current supplements (include brand and dose): 

  
  
  
  
  
  

 
Primary Care Physician:Phone number: 
 
Are you establishing primary care at Cascade Natural Medicine? 
 
Other health care practitioners (i.e. medical specialists, acupuncturist, chiropractor, counselor, other specialists) 
NameType of practicePhone number 
 
 
 
 
 
 
 
 

Date of last 
physical exam 

Date of last pap/gyne 
exam 

Date of last fasting 
blood labs 

 
Previous medical diagnosis:                       Diagnosed by Date of diagnosis 
 
 
 
 
____________________________________________________________________________________________________ 
 
 



 

Hospitalizations, Surgeries, Injuries, or Serious Illnesses (appendix, fractures, accidents): 
Year:Event:Location: 
 
 
 
 
 
 
 
Have you ever had a blood transfusion?  Yes/No 
 
Severe or life threatening allergies, and their result (i.e. anaphylaxis, skin reaction)__________________________________ 
____________________________________________________________________________________________________ 
 
Non-life threatening allergies and reaction to them (mold, animals, grass, foods)____________________________________ 
____________________________________________________________________________________________________
____________________________________________________________________________________________________ 
 
Are you fully vaccinated?____________If not, please describe which vaccinations you have had and include approximate 
dates (flu shot?):_______________________________________________________________________________________ 
When was your last tetanus booster, and did it contain pertussis (TdaP)?___________________________________________ 
 
Have you had any of the following in the past year: 

�������� ����	
�������
� � Indigestion � Difficulty 
swallowing 

� Itching 

� Chills � Blood in urine � Nausea � Ear ache  � Mole change 

� Dizziness � Frequent 
urination 

� Pain � Hearing loss � Rash 

� Fever � Incontinence � Poor appetite � Hoarseness � Sore(s) 

� Loss of sleep � Painful 
urination 

� Vomiting  � Nosebleed �
����

� Numbness ���	�
��	��	����� � Vomiting 
blood 

� Persistent cough � Abnormal Pap 

� Sweats � Bloating/Gas �����
��������� �Ringing in ears �Bleeding between 
periods 

� Weight loss or  
gain 

� Blood in stool � Chest pain � Sinus problems � Hot flashes 

������
�����	��� � Constipation � Irregular heart 
beat 

� Vision problems � Nipple 
discharge 

� Pain  � Diarrhea � Rapid heart 
beat 

What? �    Vaginal 
discharge 

� Weakness � Excessive 
hunger 

� Ankle swelling �����   

� Numbness � Excessive 
thirst 

EENT �Bruising   

Where? �Hemorrhoids �Bleeding gums �Hives   

 
Is there anything important that is not specifically listed above that you have experienced in the past 
year?________________________________________________________________________________________________ 
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________ 
 
PHYSICIAN USE ONLY, DESCRIBE HISTORY ABOVE:___________________________________________________ 
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________ 
 
 



 

Have you, or a close family member (parents, grandparents, siblings, aunts, uncles, children) ever had any of the following?  
Please use whatever space you need to describe any details you know.  If there is not enough room in the chart, there is space 
below for more details.   
 
If you do not know your family history, please explain why (adopted, out of communication, etc.)______________________ 
____________________________________________________________________________________________________ 
 

                                     Self(when?) Family (who?) 
� Allergies/hay fever  
� Anemia  
� Alcoholism/Substance abuse  

� Alzheimer�s   
� Anxiety  
� Arthritis  
� Asthma  
� Bipolar disorder  
� Bleeding disorder  
� Blood pressure problems  
� Breast lump  
� Bronchitis  
� Cancer (type, age of death or 

recovered)_________________ 
 
 
 
  

 
 
 
 

_______________  

� Chronic Fatigue Syndrome  
� Cholesterol, high  
� Circulatory problems  
� Colitis  
� Decreased sex drive  
� Depression  
� Diabetes  
� Diverticulosis/itis  
� Eating disorder  
� Epilepsy  
� Emphysema  
� Environmental sensitivity  
� Fibromyalgia  
� Food intolerance  
� Genetic disorder  
� Glaucoma  
� Heartburn  
� Heart disease  
� Hepatitis  
� Hernia   

                                         Self(when?) Family (who?) 
�HIV  
�Infertility  
�Inflammatory Bowel Disease 
�(Crohn�s, Ulcerative colitis) 

 

�Irritable Bowel Syndrome  
�Kidney/bladder disease  
�Learning disability  
�Liver/gallbladder disease  
�Lupus  
�Mental illness  
�Migraine headache  
�Mononucleosis  
�Multiple sclerosis  
�Neurological disorder 
�(Parkinson�s, paralysis) 

 

�Obesity  
�Osteoporosis  
�Pneumonia  
�STD (type)  
�Stroke  
�Suicide (attempt)  
�Thyroid problem (hypo or hyper)  
�Tuberculosis  
�Ulcer  
�Urinary tract infection  
�Varicose veins  

�

 
Women: Self (when?) 

 
 
Family (who?) 

�Abnormal PAP  
�Breast cancer  
�Endometriosis  
�Fibrocystic breasts  
�Fibroids  
�Menstrual irregularity  
�Miscarriage  
�Pelvic inflammatory disease  
�Vaginal infections (yeast, BV)  
�Other:   

 
Is there anything important in you or your family�s past medical history that is not listed above?________________________ 
____________________________________________________________________________________________________
____________________________________________________________________________________________________ 
 
Has anyone in your immediate family passed away?  If yes, who, at what age, and from what cause?____________________ 
____________________________________________________________________________________________________
____________________________________________________________________________________________________ 
 



 

 
 
Menstrual and pregnancy history: 

 
Age of first period: 
Date of last period: 
Cycle length (i.e. 28 days): 
Length of periods/bleeding: 
Date of last pap: 
Normal? 
Date of last mammogram: 
Normal? 
Menopause?                           When? 
Do you do self breast exams? 
How often? 
Form of birth control: 

PHYSICIAN USE: 
G:      A:      P:      T:      L: 
 

Number of total pregnancies: 
Number of births, name, dates, gender, delivery: 
(example: Alex, 1-1-01, male, induced vaginal birth at 
42 weeks) 
 
 
 
 
 
Vaginal/C-section/Forceps/Vacuum/twins? 
Pregnancy complications or miscarriage?  What?  
Which pregnancy? 
 
 
 
  

 
Health Habits 
Exercise (type, how often, for how long):_________________________________________________ 
__________________________________________________________________________________ 
 
Diet: 
Type (i.e. Vegetarian, Omnivore, organics):_______________________________________________ 
Food Restrictions/reactions:____________________________________________________________ 
 
Typical Breakfast                                 Lunch                                           Dinner 
   
   
   
 
Fluids (type and amount per day, filtered water?)Caffeine?  How much? 
 
Snacks:_____________________________________________________________________________________ 
 
Social: 
What is your heritage?_____________________________Spirituality:_________________________ 
Are you single/married/in a relationship?__________    How would you describe your relationship?__ 
__________________________________________________________________________________ 
Who else lives with you?______________________________________________________________ 
How old is your house/apartment?__________________ Lead pipes/paint/radon?_________________ 
Do you work inside or outside the home, describe:__________________________________________ 
What is your highest degree of education?________________________________________________ 
How does stress affect your life?________________________________________________________ 
__________________________________________________________________________________ 
Do you smoke, drink alcohol, or use recreational drugs (how often and how much)? Please include past history 
too:_____________________________________________________________________ 
Toxic exposures � recent and past (i.e. lead, mercu ry, solvents, pesticides, radiation, asbestos, second hand 
smoke)_____________________________________________________________________________________ 
___________________________________________________________________________________________
___________________________________________________________________________________________ 
 
THANK YOU FOR TAKING THE TIME TO FILL OUT THIS QUESTIONNAIRE! 
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