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Health History Questionnaire

Please answer the following questions as completely as possible in order to help us provide you with a quality treatment specific to your individual needs. All of your answers are confidential.

Name:	____________________________________________________ Date: _____________________
Address: _____________________________________________________________________________
City: _______________________________	State: _____________        Zip: ____________________
Email: _______________________________________________________________________________
Phone number (home): __________________ (cell): _________________(work):___________________
May we leave confidential voice messages? Y / N        On which phone?    home / cell / work
How do you prefer we communicate with you?   phone / email / either
Age: _______________________ Date of Birth: ______________________ Gender: ________________
Relationship Status: ____________________________________________________________________
Do you have any children? How many and what ages? ________________________________________
Emergency contact: ____________________________________________________________________
Address: _____________________________________________________________________________
City: _______________________________	State: _____________ 	     Zip: ____________________
Email: _______________________________________________________________________________
Phone number (home): _________________ (cell): ___________________ (work):__________________

How did you hear about us? 
___Yelp            
___Internet search (what did you search for?) ______________________________________________
___Referral, if yes, from whom:______________________________    	  
 ___Other: _________________________

Would you like to receive Dr. Liz’s weekly newsletter with free health tips and resources? (*Please note that your information is never shared) ___Yes, please!   ___No thank you

Allergies (medications, environmental, food, chemicals): __________________________________________________________________________________________________________________________________________________________________________

Medications (names and dosages): __________________________________________________________________________________________________________________________________________________________________________

Supplements (names and dosages): __________________________________________________________________________________________________________________________________________________________________________

Occupation: ___________________________________________________________________________

What is/are your main complaints that you would like us to help you with?
	Symptom						Date originally noted
1. ___________________________________________________________________________________ 
2. ___________________________________________________________________________________
3. ___________________________________________________________________________________

Does anything make it better or worse?
1. ___________________________________________________________________________________
2. ___________________________________________________________________________________
3. ___________________________________________________________________________________

To what extent does this complaint interfere with your daily activities? (work, sleep, etc.)?
1. ___________________________________________________________________________________
2. ___________________________________________________________________________________
3. ___________________________________________________________________________________
Have you been given a diagnosis for this complaint? If so, what?
1. ___________________________________________________________________________________
2. ___________________________________________________________________________________
3. ___________________________________________________________________________________

What other treatments have you tried (chiropractic, massage, topical creams, etc)?
1.___________________________________________________________________________________
2.___________________________________________________________________________________
3.___________________________________________________________________________________

Describe any trauma/injuries or surgeries you have had: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are there any foods you currently avoid or are you following a particular way of eating/diet?
__________________________________________________________________________________________________________________________________________________________________________

Occupational stressors (chemical, physical, psychological, etc.): _____________________________________________________________________________________

How many cigarettes do you smoke per day and week? ______________/day _____________/week
How many drinks do you have per day and week? ________________/day ________________/week
How much coffee do you drink per day and week? _______________/day ________________/week
How much soda do you drink per day and week? _______________/day _________________/week
How much water do you drink per day and week? ______________/day _________________/week


Please describe any that apply (please include dates):
	
	Personal History
	Family History

	Heart disease
	
	

	Cancer 
	
	

	Diabetes 
	
	

	Hypertension
	
	

	Thyroid disorder
	
	

	Hepatitis
	
	

	Asthma
	
	

	Allergies
	
	

	HIV/AIDS
	
	

	STDs
	
	

	Seizures
	
	

	Stroke
	
	

	Neurological Disorders
	
	

	Substance Abuse/Addictions
	
	

	Others
	
	



If some of these conditions are/were relevant to you or your family, please use this space to explain any details (e.g., specific illness, age of you or your family member at diagnosis, date of diagnosis, type of treatment, if the treatment was successful).
__________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
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