New Client Health History
Name ________________________________   Age _____ Birth Date ___________ Height ________
Email __________________________________________   Phone # ____________________ 
Occupation _____________________________________ Children __________ Pets _____________
Please list your main health concerns (pain, T2DM, sleeplessness, depression, Thyroid, digestion etc…)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Other concerns and/or goals (physical, emotional, spiritual)
__________________________________________________________________________________________________________________________________________________________________________
Please list any surgeries, hospitalizations or injuries
_____________________________________________________________________________________
Do you still have your Gallbladder _______ Spleen _______
Have you had any of the Covid injections ________ If so, how many and date of last injection ___________
At what point in your life did you feel and function best ____________________________
What is your Ancestry ___________________________ Blood type ___________
Any known allergies or reactions to foods, chemicals or other substances    _________________________
How is your sleep _____________________ how many hrs/night ___________ Do you wake up during the night ______________ Why __________________________________________________________
Any pain, stiffness or swelling in your body __________________________________________________
Do you suffer from constipation _______ diarrhea ________ IBS ______ heartburn ______ gas _______
Bloating _________ stomach pain ___________
History of UTI’s or yeast infections _________________ Skin rashes/eczema/psoriasis _______________
Women:  Regular periods _____________ are they painful ________ post-menopausal ______________
What role does exercise play in your daily life ________________________________________________
Please list all prescription medications you currently take:
__________________________________________________________________________________________________________________________________________________________________________
Please list all supplements, vitamins or herbals you currently take:
__________________________________________________________________________________________________________________________________________________________________________
Please describe what your typical diet looks like (nutshell version)
First meal _____________________________________________________________________________
Second meal __________________________________________________________________________
Third meal ____________________________________________________________________________
Snacks & liquids ________________________________________________________________________


