Stephanie Reeves, M.Ed, LCPC 
Paper Cranes Therapy, LLC 
120 E. Lake Street, Suite 305 Sandpoint, ID  83864 
HEALTH HISTORY 
CLIENT NAME:       _____________________________ DOB:_________________________ 
Please list all prescription medications, supplements, and over-the-counter drugs you take including dose, milligrams, and number of times per day.  

 MEDICATION                      DOSE                      MILLIGRAMS                      TIMES PER DAY 
1_____________________________________________________________________________
2_____________________________________________________________________________
3_____________________________________________________________________________ 4_____________________________________________________________________________ 
Please list and date all surgeries, fractures, illnesses, and hospitalizations. 
EVENT                                     DATE 	 	RESULTS                                   
1_____________________________________________________________________________
2_____________________________________________________________________________
3_____________________________________________________________________________
4_____________________________________________________________________________
5_____________________________________________________________________________ 
Tobacco use per day Yes_______No__________ Alcohol use per day Yes________No_______ 
Date of last Tetanus Shot:______last Flu Shot:________last Pneumonia Shot:___________ Infectious Diseases:____________________________________________________________ 
Family History of diseases, deaths, cancer, etc. 
Mother:_______________________________________________________________________ 
Father:________________________________________________________________________  
Brother:_______________________________________________________________________ 
Sister:________________________________________________________________________ 
Other:________________________________________________________________________ ____________________________________________________________________________ 
Please note any Allergies and Reactions:
