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Medical history:  
How would you describe your general state of health (Circle)? Excellent Good Fair Poor  
 
Please indicate any serious conditions, illnesses or injuries, and any hospitalizations (along with 
approximate dates). 
______________________________________________________________________________
______________________________________________________________________________ 
 
Do you have any allergies (to foods, medicines, environmental, etc.)? Please explain: 
______________________________________________________________________________
______________________________________________________________________________ 
 
Please list all current medications:  

Prescription 
Drugs 

Over-The-Counter 
Drugs 

Supplements 
(vitamins, etc) 

Herbal medicines Homeopathic 
medicines  

     

     

     

     

     
Please list past prescription medications: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
How many times have you taken antibiotics? ______________ In the past year? ______________ 
Do you frequently use any of the following? (Please Circle)  
Aspirin  Laxatives   Antacids   Diet pills   Birth control pill/injection 
Alcohol (how much/day or week ) __________________________________________________ 
Tobacco (form and amount/day) ___________________________________________________ 
Caffeine (form and amount/day) ___________________________________________________  
Recreational drugs (what and how often) ____________________________________________  

Please circle what immunizations you have had:        
DPT (diphtheria, pertussis, tetanus)  Tetanus booster (when?): _______________________  
MMR (measles, mumps, rubella)   “Flu”  Haemophilus influenza B   Polio  
Hepatitis A  Hepatitis B  Smallpox  other: _______________________________________ 
Any adverse reactions to immunizations: ____________________________________________ 

Do you get regular screening tests done by another doctor? (Pap, blood tests, etc.)     Y           N 
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Diet: 

Do you have any food allergies or intolerances? Please list. 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 
 
Do you have any dietary restrictions (religious, vegetarian/vegan, etc)?  
______________________________________________________________________________
______________________________________________________________________________ 
 
Describe a typical day's diet:  
 
Breakfast: _____________________________________________________________________ 
Lunch : _______________________________________________________________________ 
Dinner: _______________________________________________________________________ 
Snacks: _______________________________________________________________________ 
 
How frequently do you consume a serving of the following food groups? (Circle day or week) 
 
Meats (beef, pork, chicken): ______________________________________ times per day / week  
Milk, cheese, ice cream, cottage cheese, yoghurt: _____________________times per day / week 
Eggs: __________times per day / week                 Fruits: _______________ times per day / week  
Wheat (pasta, bread, pastries, etc.):________________________________times per day / week  
Other grains (rice, oats, barley, millet, rye): __________________________times per day / week 
Raw/Uncooked Vegetables (salads, carrots, etc.): ____________________ times per day / week 
Cooked vegetables (frozen vegetables, potatoes, etc.): ________________ times per day / week  
Juices: ________________ times per day / week    What type of juice? _____________________ 
Nuts (peanuts, almonds, cashews, walnuts, etc.): ____________________ times per day / week  

Family medical history:  
 
Indicate if a close relative (parent, child, sibling) has had any of the following:  
 

Condition Who? Condition Who? 

AIlergies  Depression  

Asthma  Other mental illness  

Heart disease  Drug/alcohol abuse  

High blood pressure  Kidney disease  

Cancer   Diabetes  

Autoimmune disease  Other  
 

�         I don't know my family medical history. 








