Name: Date:

Please list the 3 main health goals in order of importance

HEALTH HISTORY
Mild Moderate Severe N/A
Unable to relax
Nervous stomach
Appetite reduced
Muscle cramps
Indigestion after meals
Excessive appetite
Constipation or diarrhea
Subject to colds/asthma/bronchitis
Dry, itchy skin and/or feet or rashes
Headaches
Worrier, feels insecure
Sneezing attacks
Dreaming/nightmares
Burning or itching anus
Crave sweets
Loss of taste for meat
Inability to concentrate, confusion
Frequent stuffy nose, sinus infections
Allergy to some foods
Weight gain or loss

booboboooboooooooooood
oo oobooooooooooood
oo oobooooooooooood
Oo000o0oo00obooooooooOooood

C-section or vaginal birth and complications:

Vaccination history:




Name:

Allergies:

Date:

Sleep:

Bowel Movements:

Appetite/Cravings:

History of Illness/Diagnosis:

Exercise/Activity:

Hobbies:

Additional Notes:




