
Heights Holistic Wellness 
 

 

 

 

Name:________________________________________ Male/Female Date:____________________ 

Home Address: _______________________________________________________________________ 

Email: _______________________________________________________________________________ 

Phone: ______________________________________   DOB: ____________________ 

Height____________, Weight___________, Age________, Married, Single, Divorced. 

Emergency Contact:___________________________________________________________________ 

Chief Complaint: _____________________________________________________________________ 

Do you have a Primary Care Provider: (name)______________________________________________ 

Occupation: __________________________________________________________________________ 

Medications: ___________________, _____________________________. _______________________.  

______________________________. _____________________________. _______________________ 

Supplements: _________________________________________________________________________ 

Allergies: _____________________________________________________________________________ 

Medical History: ______________________________________________________________________ 

____________________________________________________________________________________ 

Surgical History: _______________________________________________________________________ 

Hospitalizations: _______________________________________________________________________ 

Illness &/or Operations: _________________________________________________________________ 

Drink Alcohol? Y   N, if so; how many drinks per week? _____ Smoke Y  N    Drugs?  Y  N  If so what kind? 
____________________________________________ How often? ______________________________ 

Highest Level of Education: ______________________________________________________________ 


