Braun Counseling Services LLC
Diane Braun LIMHP, LMHP, LADC, CPC
[bookmark: _GoBack]Medical History
Name: __________________________________	DOB: _____________	     Client #: ___________________          
Are there any major ongoing medical problems that interfere with your life at this time (ex: Asthma, Diabetes, High Blood Pressure, etc.)      ☐ Yes        ☐ No
If yes, what and when (age or year) were you diagnosed with it? _____________________________________________
__________________________________________________________________________________________________
Please list any family history of major medical problems and on which side of the family: __________________________
__________________________________________________________________________________________________
How many times have you been hospitalized overnight for any medical problems? _______________________________
If yes, when (age or year)? ____________________________________________________________________________
Have you had any major surgeries (Outpatient or Inpatient)?         ☐ Yes           ☐ No
If yes, what and when (age or year)? ____________________________________________________________________

Please list any current prescriptions and other prescriptions you have taken over the past six months.
         Name                  Dose/Frequency           Reason Used          Date Prescribed           Date Stopped         Reason Stopped
	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



Name of current physician: ________________________________________                 Phone: ______________________
Date of last physical exam: _______________________________
Allergies: _______________________________________        Drug Allergies: ___________________________________
Height: ___________	    Weight: __________
Usual daily eating pattern: ____________________________________________________________________________
	Do your eating habits change when you are under stress?        ☐ Yes            ☐ No
	If yes, how? _________________________________________________________________________________
Do you exercise?           ☐ Yes           ☐ No
	If yes, types/frequency? _______________________________________________________________________
Are you satisfied with your present weight and appearance?             ☐ Yes           ☐ No
	If no, what would you change? __________________________________________________________________
Rate your overall level of health:          ☐ Poor               ☐ Fair               ☐ Good                  ☐ Excellent
Do you use tobacco?        ☐ Yes          ☐ No
If yes, how much and how often? _______________________________________________________________________
Do you drink caffeinated drinks?             ☐ Yes          ☐ No
If yes, what types, how much, and how often? ____________________________________________________________
(Women only) Are you currently pregnant or think you may be pregnant?           ☐ Yes          ☐ No

