
273 West 8th Avenue                                          Well Balanced 
Eugene, OR                                          Patient Health History                                  Ph: 541 505 4000
Name: ____________________________________________________

Date: ______/______/______



(first)

       (middle)


(last)





Date of Birth: _______/_______/_______  
  Age: _______              
 
Address:                                                                        City:                          Zip code:              Phone:                                  .
Email:                                                                                                        .            

May we use this email address to send appointment updated to? 

Successful health care and preventative medicine are only possible when the practitioner has a complete understanding of the patient physically, mentally and emotionally.  Please complete this questionnaire as thoroughly as possible.  Print all information and indicate areas of confusion with a question mark.  Thank you.

1. Please identify the health concerns that have brought you to the Well Balanced Clinic in order of importance below:


Condition




Past Treatment

a. ____________________________

________________________________________________________



How does this condition affect you? ____________________________________________________________


b. ____________________________

________________________________________________________



How does this condition affect you? ____________________________________________________________

4. If applicable, please list any foods, drugs, or medications you are hypersensitive or allergic to (please include reaction):

___________________________________________________________________________________________________

___________________________________________________________________________________________________

5. Please list any medications (prescribed and over-the-counter), vitamins, and supplements you are currently taking:

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

6. Do you have any reason to believe you may be pregnant?

Y
N

If so, how far along are you? ___________________________________________________________________________________

7. Do you have any infectious diseases?
Y
N
If yes, please identify: ______________________________________

8. Hospitalizations and Surgeries associated with your main complaint:



_______________________________________

________________________________________


_______________________________________

________________________________________

9. X-Rays/CAT Scans/MRI’s/NMR’s/Special Studies associated with your main complaint:
Reason



When


Reason



When

_______________________________________

________________________________________

10. Cardiovascular (please circle any that you experience now and underline any that you have experienced in the past):


Heart Disease

Chest Pain
Swelling of Ankles
High Blood Pressure     High Cholesteral

Palpitations/Fluttering
Stroke

Heart Murmurs

Varicose Veins

11. Gastrointestinal (please circle any that you experience now and underline any that you have experienced in the past):


Ulcers
    
Changes in Appetite
Nausea/Vomiting
         StomachPain
Passing Gas
Heartburn


Belching
Gall Bladder Disease
Liver Disease
         Hepatitis B or C
Hemorrhoids
Abdominal Pain

12. Genito-Urinary Tract (please circle any that you experience now and underline any that you have experienced in the past):


Kidney Disease

Painful Urination

Frequent UTI

Frequent Urination
Heavy Flow


Kidney Stones

Impaired Urination
Blood in Urine

Frequent Urination at Night

13. Female Reproductive/Breasts (please circle any that you experience now and underline any that you have experienced in the past):


Irregular Cycles

Breast Tenderness
Heavy Flow
Painful Periods
Clotting

14. Musculoskeletal (please circle any that you experience now and underline any that you have experienced in the past):


Neck/Shoulder Pain
Muscle Spasms/Cramps

Arm Pain
Upper Back Pain

Mid Back Pain


Low Back Pain

Leg Pain

Joint Pain (if so, where?): __________________________________________

15. Lifestyle:
a. How many meals do you eat per day: ____       Snacks:                     .
b. Exercise routine/stress reduction: _____________________________________________________________   
c. How many hours per night do you sleep? ________
Do you wake rested?
Y
N

d. Occupation: ________________________________
Employer: ______________________     Hours/Week: _______

e. How many glasses of non-caffeinated, non-carbonated beverages do you drink per day? _____


f. Interests and hobbies: _________________________________________________________________________________
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How did you hear about us?    Friend                           �  Insurance  � Yellow Pages   � Internet  


If a current patient referred you, they will receive a complimentary 30 minute massage, so please give their name! 
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