NATURAL HEALTH CONSULTING
Janet Comeskey N.D Dip Herb Med. MNZAMH

Client Health Questionnaire





	NAME:
	
	
	WORK PHONE:
	

	ADDRESS:
	
	
	HOME PHONE:
	

	
	
	
	MOBILE:
	

	E-MAIL:
	
	
	
	

	
	
	
	INDICANS TEST:
	

	
	
	
	 BLOOD GROUP:
	

	DOB/AGE:
	
	
	HEIGHT:
	

	SEX:
	
	
	WEIGHT:
	

	ETHNICITY:
	
	
	BP:
	                     PULSE:

	OCCUPATION:
	
	
	ZINC STATUS:
	


Who can we thank for referring you to our practice?   
What are your main health concerns?   
	Has anyone in your family suffered from heart disease, diabetes, hypertension or depression?

	YES
	NO

	Are you on prescription medication?
If so please list them.


	YES
	NO

	Have you taken antibiotics in the last 12 months?
	YES
	NO

	Do you take any supplements or herbal remedies?

If so please list them.


	YES
	NO

	Have you been hospitalised OR had anesthesia recently?
	YES
	NO

	If you are female, do you still menstruate?

	YES
	NO

	Are you pregnant?
	YES
	NO

	Do you use any form of hormonal contraception?
	YES
	NO

	Do you have an annual flu vaccination?
	YES
	NO

	Are you a regular blood donor?
	YES
	NO

	If YES to any of the above, please provide any relevant details over the page:


	

	

	

	

	


Do you have or have you had any of the following:

	Heart Condition
	(
	Thyroid Disorders
	(
	Irritable Bowel Syndrome
	(

	Stroke
	(
	Diabetes
	(
	Digestive pain/gas/bloating
	(

	Hypertension
	(
	Liver / Kidney Condition
	(
	Indigestion/Reflux
	(

	Hypotension
	(
	Hepatitis
	(
	Asthma/Eczema
	(

	High Cholesterol
	(
	Arthritis
	(
	Allergies
	(

	Rheumatic Fever
	(
	Osteoporosis
	(
	Glandular Fever
	(

	Dizziness or Fainting
	(
	Gout
	(
	Heavy Menstruation
	(

	Epilepsy
	(
	Headaches/Migraines
	(
	Painful Menstruation
	(

	Hernia
	(
	Insomnia
	(
	Irregular Periods
	(

	Cancer
	(
	Depression/Anxiety
	(
	Premenstrual tension
	(

	If YES to any of the above, please provide any relevant details below:

	Are your symptoms constant or do they come and go?

	

	

	

	

	

	Do you suffer pain or have you incurred any injuries in any of the following areas?

Do you have regular massage?

	Knees
	(
	Back
	(
	
	

	Ankles
	(
	Shoulders
	(
	
	

	Neck 
	(
	Wrists
	(
	
	

	Other
	(
	
	
	
	

	If YES to any of the above, please provide any relevant details below:



	

	

	

	

	Lifestyle questions:

	Do you smoke?
	(
	If yes, how many per day?
	

	Do you drink alcohol or stimulant drinks? (V’s etc)
	(
	If yes, how much per day/week?
	


	Does stress affect you?
	 (
	If yes, what stresses you and how does it impact your life?
	

	Are you sensitive to strong smells – perfumes/paints/

detergents, traffic or cigarette smoke?
	(
	If yes, what effect does this have on you?
	

	Do you take recreational drugs?
	(
	If yes, what type?
	

	Do you suffer recurrent colds/flu or infections?
	(
	If yes, how often does this occur and how long has this be happening for?
	

	Are there any other factors that you feel are appropriate to inform us about that may affect your wellness programme? i.e have dieted a lot in the past? Are you affected by specific foods?

	

	

	

	

	

	

	Are you happy with your current body weight?

	If you were to make any changes about your health, what would it be?



I recognise that by providing my practitioner with complete details of my health history, I am enabling them to regard all aspects of my previous and current health status in my treatment.  By not disclosing vital information this may have an impact on the success of my treatment outcomes.  I have answered all of the questions to best of my ability and I understand the statement above.  All of my case details are confidential and will be treated as such by my practitioner.

As a client I will endeavor to keep my appointment times.  

	Client:
	
	Date:
	

	
	
	
	

	Practitioner: 
	
	Date:
	


If unable to keep your appointment please inform me 24 hours prior so that others can use this appointment time.
Thank-you 

