
LAKE HOMEOPATHIC CARE 

Name 

HEALTH INVENTORY 
iTHlS INFORMATION IS CONFIDENTIAL AND WILL ONLY BE RELEASED WITH YOUR SIGNED CONSENT] 

Today's date 

Address 
C O U N T Y 

CITY STATE ZIP 

Birthdate 

Age; Sex. 

Phone: WORK: HOME:. 

Emergency contact: Name:. 

Phone #: 

Legal status: 

Living situation 

— Height Weight 

S M D Sep W 

Relationship, 

If under 18, parents' name/address. 

Referred by 

Education (yrs. completed): 

E l e m _ HS Coll Voc. 

Occupation 

Retired: 

.Prof . 

Address 

Family Physician 

Address 

• Yes 

Social Security # 

• No 

• Check if family history is unknown. 
FAMILY HISTORY 

Age If d e c e a s e d , cause of dea th 

Father 

Mo ther 

S i b l i n g s 

• 

Chi ld ren A g e P r o b l e m s 

Check Items that apply to blood relatives (children, sisters, brothers, parents, grandparents, aunts, uncles). 

Y E S 

• Aicohol /drug problem 

I—! Al lergy/asthma 

Anemia 

Arter iosclerosis 

Arthrit is 

L j Binge eat ing/bul imia 

1—i Bleeding problem 

n Cancer 

• Diabetes 

• Epi lepsy/seizure 

• Heart d isease 

Skin d isease 

• E-docr ine/hormonal 
imbalance 

R E L A T I O N S H I P Y E S 

O 

• 
• 
• 
• 
• 
• 
• 
• 
• 
• 

R E L A T I O N S H I P 

High b lood pressure 

High cholesterol/ fat 

Kidney disease 

Liver d isease 

Mental i l lness 

Obesi ty 

Stroke 

Suicide 

Thyro id disease 

Tuberculosis 

Gast ro intestinal d isease 

Syphil is 

Gonor rhea 
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PAST HISTORY OF ILLNESS AND MEDICAL PROBLEMS 

Surgery: List all surgery and approximate dates Other hospitalizations and dates 

Broken bones and/or traumatic injuries Current health problems 

(include ail car accidents or concussions) Example: High blood pressure • 10 yrs. 

Y E S 

• A c n e 

• A I D S 

• Alcoho l /d rug p r o b l e m 

• Al le rg ies 

• Amalgams/si lver fillings 

• A n e m i a 

• Ant ib io t ics more than 

o n c e a year 

• A n o r e x i a 

• Anx ie ty 

Ar te r iosc leros is 

1—! Ar thr i t is 

• A s t h m a 

j Back pa in /s t ra in 

• Binge eat ing 

• Bladder in fect ion 

• Blood clots 

• Breas t lump 

• Bronchi t is 

• Bul im ia (se l f - induced 

vomi t ing) 

• Cancer 

• Catarac t 

• Chemica l sensi t iv i ty 

• Ch icken pox 

• Chron ic fa t igue 

• Colds , f requent 

n Col i t is 

• Congen i ta l defect 

• C o u n s e l i n g 

• Depress ion 

• Diabetes 

• Ear in fect ion 

• E c z e m a 

• Endomet r ios is 

• Epi lepsy 

Rev. 12/01 

W H E N Y E S 

• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 

• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 

• 
• 
• 
• 

PAST HISTORY 
W H E N 

Epste in Barr/ 

in fect ious m o n o 

F ibrocyst ic b reas ts 

F ibro ids 

Ga l lb ladder p r o b l e m 

G l a u c o m a 

G o n o r r h e a 

Gout 

Hay fever 

Hear ing p rob lem 

Heart at tack 

Hear t fa i lure 

Heart p rob lem 

Hemor rho ids 

Hepat i t is 

Herpes 

Hiatal Hern ia 

High b lood p ressure 

High cho les te ro l / 

t r ig lycer ides 

Hives 

H y p o g l y c e m i a 

Insomn ia 

Kidney in fect ion 

Kidney s tones 

Kidney p rob lem 

Liver d isease 

Menst rua l p r o b l e m 

Menta l i l lness 

Migra ine 

Nervous cond i t ion 

Neuro log ic p rob lem 

Overwe igh t (20 lbs) 

Panic A t tacks 

Pelv ic in fect ion 

Pept ic ulcer 

2 

Y E S 

• Per iodonta l d i sease _ 

• Ph leb i t is 

• P n e u m o n i a 

• P remens t rua l t ens ion _ 

• Pros ta te p r o b l e m 

• Psycho the rapy 

• Reac t ions to 

vacc ina t ions 

• R h e u m a t i c fever 

• Root cana l 

• Scar let fever 

• Sexua l l y t ransmi t ted _ 

d isease 

• S inus i t is 

Skin p rob lem 

Sleep d isorder 

St roke 

Suic ide a t tempt 

Syphi l is 

Taken s te ro id 

(cor t i sone/predn isone) 

Thy ro id p rob lem 

Tonsil l i t is 

Tooth p rob lems 

Tubercu los is 

Ur ine p rob lem 

Vagini t is 

V is ion p rob lem 

War ts 

Other p rob lems 

W H E N 

• 
• 
• 
• 
• 
• 

• 
• 
• 
• 
• 
• 
• 
• 
• 



Answer 

REVIEW OF SYSTEMS 
"yes" if you fiave had these symptoms in the last 6 months. 

Y E S Y E S Y E S 

! Chron ic fa t igue • Chron ic c o u g h • A b d o m i n a l pain 

r j M o o d sw ings • Bloody /ye l low s p u t u m • C h a n g e in diet 

• Chron ic d e p r e s s i o n • Shor tness of b rea th • Pa in /bu rn ing ur inat ion 

• Tremb l ing ep isodes • with exer t ion • Frequent ur inat ion 

• L i g h t - h e a d e d n e s s • at night • Ur inat ion at night 

• Food c rav ing • Bronch i t is • Blood in ur ine 

• Frequent in fec t ion • Ches t pa in wi th b rea th ing • Foul odor to ur ine 

• Night swea ts • High b lood p ressure • Low back pain 

• Swol len g lands • Chest pain or p ressure • Loss of cont ro l of ur ine 

Sk in rash • at rest 
M E N 

• Chi l ls / fever • with exer t ion • En la rged pros ta te 

• C h a n g e in sk in /na i ls • with s t ress • D e c r e a s e d ur ine s t ream 

• C h a n g e in war t or mole • with ea t ing • Unab le to in terrupt s t ream 

• A b n o r m a l b leed ing /b ru is ing • d o w n left a r m , neck or back • Dr ibb l ing after ur inat ion 

• C h a n g e in hair l oss /g rowth 

Irr i tabi l i ty 
• a c c o m p a n i e d by n a u s e a , 

s w e a t i n g , anx ie ty • Pus or d ra inage f rom penis 

• 

C h a n g e in hair l oss /g rowth 

Irr i tabi l i ty 
• I r regular hear tbea t • Geni ta l swe l l ing / rash 

• 
• 

Res t lessness 

H e a d a c h e s 
• Skip beats • Prob lem wi th sexua l 

func t ion 

D izz iness 

Ba lance p rob lem 

• Palp i ta t ions 

,—1 

Dizz iness 

Ba lance p rob lem 
• Fast heart beat W O M E N 

1 •̂ 

Dizz iness 

Ba lance p rob lem 
• Hear t m u r m u r t.ast mens t rua t ion per iod 

1 H e a d injury 

Se izu re /convu ls ion 
• Swel l ing feet / legs Age b e g a n mens t rua t ion 

H e a d injury 

Se izu re /convu ls ion 

• Cold hands/ fee t Age began mens t rua t ion 
Poor memory • 
Diff iculty concen t ra t i ng • Leg c r a m p s at night Age at m e n o p a u s e 

n Fa in t ing 

W e a k n e s s 

• 
• 

Joint pain 

Pain or fa t igue in legs wi th 

N u m b e r of p regnanc ies 

N u m b e r of l ive bir ths 
Fa in t ing 

W e a k n e s s 
exerc ise N u m b e r nf ahnr t inns /miscar r iaces 

• Numbness / t i ng l i ng • Burn ing feet • Comp l i ca t i on of p regnancy 
B lur red v is ion • Sore legs/ feet • Used bir th contro l pil ls 
Doub le v is ion • Color c h a n g e legs /a rms • U s e d l U D 

• Loss of any v is ion • Diff icul ty swa l low ing type : 

n Halos a round l ights • Pain /d iscomfor t w h e n eat ing Usual length of cvc le 

C Excess ive tear ing / i t ch ing • Bad teeth Usual length of per iod 

Eye pain • Belch ing • C h a n g e in cyc le 

Dark c i rc les under eyes • Coat ing on tongue • Spot t i ng be tween per iods 

Dat f i last eye e x a m • Canker sores • Discomfor t wi th per iods 

Loss of hear ing • Pain re l ieved by eat ing • Premens t rua l tens ion 

R ing ing /buzz ing in ears • N a u s e a / v o m i t i n g • Vagina l d ischarge 

• Sinus t rouble • Troub le wi th f r ied foods • Painfu l in tercourse 

Noseb leed • Bloat ing of a b d o m e n • I tch ing 

Sore throat • Bowel gas • Self breast examina t ion 

[J. Hoarseness • Diar rhea • Prob lem w/sexua l funct ion 

— C h a n g e in vo ice • Cons t ipa t ion • L u m p in breast 

Denta l p rob lem • Black stool • A b n o r m a l pap smear 

' :̂ Dry mouth • Clay-co lo red stool • Infert i l i ty 

- J Excess ive sa l ivat ion • Mucus in stool Date of last pap smear 

B leed ing g u m s • Hemor rho ids 
1 1 Mouth breather • Recta l b leed ing Please turn page. 
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PERSONAL HISTORY 

Vitamin and minera l supp lemen ts 
Type and dosage 

Current med ica t ions 
List all prescriptions and non-prescriptions 

Al lerg ies 
I am allergic to the following medications: Food allergies and method of testing 

L i festy le l " r id my work • too demanding • boring • satisfactory 

List your favorite foods or cravings • very satisfying. 

My sex life is satisfactory. • yes • no 

I do the fol lowing for relaxation/recreation: 

I am now or have been a smoker. • yes • no 

How many years have you smoked? 

How much? 

When did you quit? 

I estimate my use of: 

coffee: cups/day decaf: cups/day 

I use • beer • wine • "hard" liquor. 

I consider myself a • non-drinker • social drinker 

• heavy drinker • alcoholic • recovering alcoholic 

I use • mari juana • other drugs 

I have participated in an exercise program. • yes • no 

I exercise on a regular basis. • yes • no 

Times Week/Month 

I think this is enough exercise. • yes • no 

1 would like to do more exercise. • yes • no 

I sleep wel l . D y e s • no 

I worry about • money • job • family life 

• relationships • other 

1 currently see a psychotherapist or other mental health 

professional. • yes • no 

I have had a therapeutic massage. • yes • no 

I currently see a chiropractor, osteopath, or other physical 

therapy person. • yes • no 

I have been arrested. • yes • no 

I have been in the military service. • yes • no 

I have been a victim of • physical • sexual 

• emotional abuse. 

My spiritual life is satisfactory. • yes • no 

I am currently involved in a regular spiritual program 

• yes • no 

My last physical exam was 
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