
H O L I S T I C W E L L N E S S C E N T E R



Emergency Contact 

Name: ________________________ Relationship: _________ _ 

Address: : ___________ Apt. ___ City ______ State ___ Zip _____ _ 

Home phone: ( ) ______ Work Phone: ( ) ________ _ 

ASSIGNMENT OF BENEFITS - FINANCIAL AGREEMENT 

Assignment and release: I authorize payment of benefits be made directly to the healthcare provider. I 
understand that I am responsible for any and all charges not paid by my insurance. I authorize the 
release of any information required by my insurance companies to process this claim, including 
medical records and dates of service. 

Signed: Date: 

History of current complaint 

Reason for today's visit ________________________________ _ 

How long have you had these symptoms? _________________________ _

What other treatment have you had for this condition? ____________________ _ 

What seems to make it better? 
------------------------------

What seems to make it worse? 
------------------------------

Please list other conditions for which you are under the care ofa physician: ____________ _ 

What medications are you taking? (Please include over the counter medications, herbs, and vitamins as well as 

prescription medications) 
--------------------------------

Do you know what your blood pressure usually is? __ _,yes ___ no if yes: ___ / __ _ 

Appetite __ low __ high 

Lifestyle Information 

moderate 

Are you vegetarian? __ yes __ no 

Do you have cravings for specific foods? __ yes __ no 

If yes, what do you crave? __________________ _

How many glasses of water do you drink in a typical day? ____ _ 

Regular Exercise Type How often 
----------- ------------



Medical History 

Please check any of the following conditions you currently have or have previously had: 

Now Previous 

Alcoholism 

_Allergies 

to what 
--------

Anemia 

_Appendicitis 

Arteriosclerosis 

Asthma 

Cancer 

type _________ _ 

Chicken Pox 

_Chronic Fatigue 

Now Previous 

Diabetes 

_Epilepsy 

_Fibromyalgia 

Gout 

Heart Disease 

_Hepatitis 

_Herpes 

_High Blood Pressure 

HIV/AIDS 

_History of Abuse 

Measles 

Mental Illness 

_ Multiple Sclerosis 

Now Previous 

Pacemaker 

Pneumonia 

Polio 

Rheumatic Fever 

Scarlet Fever 

Seizures 

Stroke 

_Thyroid Disorders 

Tuberculosis 

Ulcers 

Venereal Disease 

_Other (Please 

explain) _______ _ 

_Depression _Mumps 

Please list dates and types of all surgeries you have had: ___________________ _ 

Please list any major traumas and accidents you have had: __________________ _ 

Family Medical History 

Please check any of the following that someone in your immediate family (sisters, brothers, parents, 

grandparents, aunts, uncles) has had 

Condition 

Allergies 

Asthma 

Alcoholism 

Cancer 

Who has it? Condition 

Diabetes 

Heart Disease 

High Blood Pressure 

Seizures 

Who has it? 





□ Black stools
□ White,

chalky stools
□ Bloody

stools

□ Neck/should
er pam

□ Muscle pain
□ Upper back

pam

□ Rashes
□ Hives
□ Ulcerations
□ Eczema
□ Psoriasis

□ Seizures
□ Numbness
□ Tics
□ Poor

memory

□ Pain on
urination

□ Frequent
urination

□ Urgent
urination

□ Blood in
urme

□ Age menses
began __

□ Mucous in □ Itchy anus
stools □ Burning

□ Intestinal anus
pam or □ Rectal pain
crampmg □ Hemorrhoid

Musculoskeletal 
□ Low back

pam
□ Joint pain
□ Rib pain

□ Limited
range of
motion

□ Muscle
weakness

Skin and Hair 
□ Acne □ Change in
□ Dandruff hair/skin
□ Itching texture
□ Hair loss □ Fungal

infections

Neu ro/psycholog ical 
□ Depression □ Abuse
□ Anxiety survivor
□ Irritability □ Considered/
□ Easily attempted

stressed suicide

Genito-urinary 
□ Unable to □ Wake to

hold urine
□ Incomplete

urination
□ Venereal

disease
□ Bedwetting

Gynecology 

urinate
□ Increased

libido
□ Decreased

libido
□ Kidney

stones

□ Anal fissures
□ Other

□ Other
--

□ Other

□ Seeing a
therapist

□ Other

□ Impotence
□ Premature

ejaculation
□ Nocturnal

em1ss10n
□ Other



□ Number of
days in
cycle __ _

□ Duration of
flow

---

□ Irregular
periods

□ Painful

□ Light flow
□ Clotted flow
□ PMS
□ Vaginal

discharge
(color __

) 
□ Vaginal

periods sores
□ Heavy flow □ Vaginal odor

□ Breast
tenderness

□ Breast lumps
□ Pregnancies

#
□ Live births

#
---

□ Premature
births
#

---

□ Age at
menopause

□ Date of last
PAP

□ Date last
period began

Is there anything else you feel we should know about you? __________________ _ 

Thank you for taking the time to help us to help you! 
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