TOTAL LIFE CARE CHARLESTON
New Patient Information ~ FEMALE Nutrition

Todayos

Dat e:

PERSONAL INFORMATION:

Patient Name:

SSN#:

My Email
Address:

DOB:

Address:

CITY:

STATE: ZIP:

Home
Phone:

Work
Phone:

Cell

Phone: sex. MorF

Spouse:
NAME:

/A Not
Married

Spouse
Occupation::

Spouse
Contact #:

My Employer:

Address:

My job
description:

Emergency
Contact:

Phone #:

| was referred
to you through:

Last date of

? .
Pregnant? Y or N menstruation:

Personal Health History:

Please check any condition that you have had in the past or present:

& Cancer £ Muscular Dystrophy | # Rheumatic Fever £ Digestive Disorders
£ Polio £ Multiple Sclerosis £ Scarlet Fever £ Sinus Trouble
& Tuberculosis £ Convulsions £ Nervousness £ Back Pain
£ High Blood £ Epilepsy £ Asthma £ Numbness
Pressure £ Concussion £ Dizziness & Stroke
£ Heart Disease £ Hepatitis £ Headaches & Surgery
£ Diabetes
Describe any injuries: I am
allergic to:

Describe any surgery
you have had:

Describe anytime you
Were hospitalized:

| certify that the information contained within thisdrm is correct to the best of my
knowledgel understand that all payments are due at the time of service unless other
arrangements have been made.

Patient Name:

Date Authorizing Officer

Initials




FEMALE HEALTH HISTORY QUESTIONNAIRE

Name Age: Today's date: ___
BirthDate: _________ Weight: ______ Height

. Occupation:

1. What is the reason for this visit?

2. List medications you are currently taking:

3. Any known drug allergies?

4. List natural supplements, herbs, remedies, Including athletic performance supplements you are currently taking:

5. List your history of GYN procedures or surgeries {ovaries, hysterectomy, tubal ligation, breast, etc.)

6. Date of last pelvic/gynecological exam: ___ Last PapTest: . Last mammogram: ___
7. Last thermography? _

Unusual results?

8. List significant non-GYN health issues (diabetes, surgeries, etc. )

LIFESTYLE INDICATORS <= lags than > = greater than
1. Do you use any of the following? (circle responses)
Alcohot None <2 drinks/day >2 drinks/day
Coffee MNone <2 cups/day >2 cups/day
Soda None <2 cans/day >2 cans/day
Sweets/refined carbs <twice/day >twicelday
2. Do you smoke cigarettes/cigars or use nicotine gum?  Yes No How much/often?
3. How would you rate your stress tevel? {1=Low, 10=Extreme) 1 2 3 4 5 6 7 8 9 10
4. How would you rate your stress handling? {1=Paor, 10=Exceflent) 1 2 3 4 5 6 7 8 9 10
5. How often do vou exercise? never rarely sometimes regutarly competitively
Revised 071032007 Female History Questionnaire ©Copyright 2006-2007 by
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