
WHOLE HEALTH SOLUTIONS INITIAL AND YEARLY PATIENT HISTORY 

Conditions: Currently Active or In The Past 
Check any applicable box below, or add your own description at “Other Conditions” 

 Allergies  Asthma  Blood problems  Cancer, List type       

 Diabetes  Ear problems  Eating Disorder  Eye problems 

 Fibromyalgia  Heart Disease  High Cholesterol  Hypertension (high blood 
pressure) 

 Irritable Bowel Syndrome  Migraines  Osteoarthritis  Other Gastrointestinal 
problems 

 Other Lung conditions  Other Neurologic 
conditions 

 Pain in ankle(s)  Pain in elbow(s) 

 Pain in feet  Pain in hands/wrists  Pain in hip(s)  Pain in knee(s) 

 Pain in lower back  Pain in neck  Pain in shoulder(s)  Peripheral Neuropathy 

 Psychiatric conditions, 
List type       

 Rheumatoid Arthritis  Seizures/ epilepsy  Skin problems 

 Stroke  Substance abuse 
disorder, including alcholism 

 Fatigue  

 
Other Conditions, List all (box expands for typing)  
 

Surgeries  
Check any applicable box below, or add your own description at “Other Surgery” 

 Appendectomy   Breast Biopsy—benign  Breast Lumpectomy  Breast Mastectomy 

 Broken Bones, List 
      

 Carpal Tunnel Surgery  Coronary Artery Bypass 
Grafts 

 Coronary Artery Stents 

 Gallbladder Removal  Hernia-inguinal  Hysterectomy with 
ovaries 

 Hysterectomy without 
ovaries 

 Low Back Surgery  Neck Surgery  Prostate Surgery  Shoulder Surgery 

 Thyroid Surgery  Thyroid Treatment with 
Radioactive Iodine 

 Tonsillectomy  Total Hip Replacement 

 Total Knee Replacement    

 
Other Surgeries (box expands for typing)  
  
Other Hospitalizations, List all (box expands for typing)  
  

Medications 
Please look at all your medications and fill in the information below: 

NAME DOSAGE INSTRUCTIONS REFILLS 1 OR 3 
MONTHS 

ie. ULTRAM 50 MG 1 by mouth every 4 HR 1 
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Allergies 
 No Known Medication Allergies 
 Known Medication Allergies, List       
 Known Food Allergies, List       
 Known Other Allergies, List       
 Frequent or unusual reactions to medications 

 

Social History 
Tobacco 
Have you ever smoked or chewed tobacco or snuff?  No    Yes  If yes, please answer below: 
 Currently smoking   Number of years        Number of packs per day       
 Quit smoking about age       (box expands for typing)  

 
 Chewed Number of years       Amount per day  

Alcohol 
Do you drink alcohol?  No     Yes   If yes, please answer below: 
Preferred type: (check all that apply) Beer  Wine  Liquor  
Number of drinks per week: (Note: 1 bottle of beer = 1 glass of wine = 1 mixed drink)        

 
Family History 
 If one of your blood relatives has ever had any of the following, please mark the appropriate answer 
(check here __ if you were adopted and your family history is unknown) 
 

 Mother Father Grandparent Sibling Child 

Disability      

Migraines      

Heart Attack      

Arthritis      

Asthma      

Fibromyalgia or CFIDS      

Cancer      

Hypertension      

Stroke      

Diabetes      

Glaucoma      

Gout      

Tuberculosis      

Elevated Cholesterol      

Epilepsy      

Alcoholism/Addiction      

Depression      

Osteoporosis      

Alzheimer’s/Dementia      

 

Focus Questions (point to root causes of illness) 

 Frequent use of 
antibiotics 

 Ever used 
prednisone/steroids 

 Frequent infections  Ever used birth control 
pills 

 I feel worse with exercise  I feel better with exercise   Head hair loss  Body hair loss 

 Shaky/irritable when 
hungry 

 Dizzy when going from 
lying to standing 

 Itchy/flaky scalp  Itchy/ flaky ears 

 Itchy anus  Thickened toenails  Frequent vaginal or 
prostate infections 

 Frequent jock itch or 
athlete’s foot 

 Poor stress tolerance  Often feel overwhelmed Salt cravings  Sleepy during day 

 Sensitivity to odors or 
chemicals 

 Reactions to many 
medications 

 Feel worse with alcohol  Sugar or bread craving 

Symptoms worse in 
moldy places 

Reactions to tobacco 
smoke 
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Review of Body Systems: 
Please check if you have had this problem in the last year: 
 
General

Fevers, recent or frequent  

Sweats  

Trouble getting to sleep  

Trouble staying asleep  

Hours of sleep per night       

History of tick bites  

Extensive overseas travel  

  

Eyes No complaints  

Glaucoma  

Cataracts  

Double vision  

Eye pain  

Vision change  

Eye surgery  

Wearing glasses/contacts  

Dry eyes  

  

Ears, Nose & Throat No complaints  

Hearing loss  

Ear infections  

Dental problems  

Hearing ringing sounds  

Sinus trouble  

Post-nasal drip  

Frequent nose bleeds  

Deviated septum  

Hoarseness  

Frequent sore throats  

Pain on swallowing  

Hearing aids  

Injuries to face/eyes/nose  

Dry mouth  

  

Respiratory No complaints  

Bronchitis  

Asthma  

Tuberculosis  

Pneumonia  

Chronic cough  

Coughing up blood  

Coughing up phlegm  

Wheezing  

Frequent colds  

Allergy or hay fever  

Chest pain  

Shortness of breath  

Shortness of breath while laying 
down 

 

Emphysema  

Snoring  

If yes, associated with:  

irregular breathing  

daytime sleeping  

  

  

  

  

Cardiovascular No complaints  

Rheumatic fever  

Heart murmur  

high blood pressure  

Treatment for high blood pressure  

Chest pain after eating  

Chest pain with tension  

Chest pain in cold weather  

Chest pain after exertion  

Any chest, jaw, left arm pain or 
feelings of tightness or squeezing 

 

Heart attack  

Abnormal electrocardiogram  

Rapid pulse or heart beat  

Irregular pulse or palpitations  

Fainting or dizziness  

Leg cramps after walking  

Leg cramps at night  

Varicose veins  

Swollen ankles  

Chest pain with nausea  

Chest pain with sweating  

  

  

Gastrointestinal No complaints  

Heartburn  

Indigestion  

Use of antacids  

Abdominal pain  

Frequent constipation  

Frequent diarrhea  

Blood in bowel movement  

Black bowel movement  

Change in bowel habits  

Increased appetite  

Decreased appetite  

Frequent nausea or vomiting  

gall bladder disease  

hemorrhoids  

ulcers  

internal polyps  

hepatitis  

yellow skin or eyes (jaundice)  
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Endocrine  

Swollen eyes  

Difficulty losing weight  

Trouble getting going in morning  

Hoarseness  

Dry Skin  

Difficulty tolerating cold (more than 
other people) 

 

Difficulty tolerating heat (more than 
other people) 

 

Irritability  

Hot flashes  

Loss of attention to detail  

Poor recovery from activity  

  

  

  

  

Genitourinary No complaints  

Pain when urinating  

Frequent urination  

Urgency of urination  

Slowing of the urinary system  

Sense of incomplete evacuation  

Unable to hold urine when 
coughing, laughing, lifting or 
exercising 

 

Blood in the urine  

Sugar in the urine  

Protein in the urine  

Kidney infection  

Bladder infection  

Kidney stones  

  

Musculo-skeletal No complaints  

Arthritis  

Bursitis  

Tendonitis  

Tennis elbow  

Disc disease  

Sciatica  

Red or swollen joints  

Gout  

Back or neck pain  

Arm or leg pain  

Injury or fractures  

  

  

Neurological No complaints  

Frequent headaches  

Migraine headaches  

Blurred vision  

Loss of vision  

Loss of speech  

Weakness in arms or legs  

Numbness in extremities  

"Pins and needles" or other unusual 
symptoms 

 

frequent dizzy spells  

Faintness/lightheadedness  

Feeling like the room is spinning  

Convulsions  

Stroke  

Memory loss  

Nervous breakdown  

Blackouts  

  

  

  

 
 

Questions for women No complaints  

Pregnancy  

Vaginal discharge  

Irregular menstruation  

Pre-menstrual syndrome  

Post menopausal  

Female disorder treatment  

Vaginal itching  

Unusual or irregular vaginal 
bleeding 

 

Painful intercourse  

Difficulty with sexual function  

Breast complaints  

Vaginal dryness  

Are you concerned about exposure 
to sexually transmitted diseases? 

Yes   No  

When was your last period?       

Painful menstruation? Yes  No  

Do you use any birth control? Yes  No   

Continue in next column  

  

Do you use any type of hormone 
replacement therapy? 

Yes  No  

Decreased libido?  

  

Questions for men No complaints  

Pain in the testicles  

Prostrate infection  

Sores in the genital area  

Injury to the groin area  

Penile discharge  

Impotence problems  

Are you concerned about exposure 
to sexually transmitted diseases? 

Yes  No  

Decreased libido  

Too emotional  

Decreased muscle strength  

Cellulite or excess breast tissue  

Varicose veins  

Easy bruising  
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Write any additional history you would like us to know here: 
 

 


