Michelle Simon PhD ND

6300 Ninth Ave NE, Suite 310,      Seattle, WA  98115    206.524.0863


Confidential Patient Information


  Today’s Date __________________
Name _______________________________________________ Nickname _________________________ Sex:  M    F
Date of Birth __________________  Current Age _________________  Social Security Number______________________

Home Address ______________________________________________________________________________________

Home Phone__________________Cell Phone _______________________Home Email____________________________

Occupation ____________________ Employer ____________________________Work Phone______________________

Work Address ___________________________________________________ Work Email _________________________

Person to be notified in case of emergency _____________________________ Phone _____________________________

Primary Physician _________________________________________________ Phone ____________________________
Dentist __________________________________________________________ Phone ____________________________
Whom can we thank for referring you?____________________________________________________________________
Current State of Health 
Reason for Today’s Visit _______________________________________________________________________________
Why did you choose to come to this office? _________________________________________________________________
What do you know about the Naturopathic approach to health care? _____________________________________________
What are three expectations you have of today’s visit?

1. ____________________________________________________________________________________________

2. ____________________________________________________________________________________________

3. ____________________________________________________________________________________________

What do you want to know for today? ______________________________________________________________________

What are your long-term expectations / goals? 

1. ____________________________________________________________________________________________

2. ____________________________________________________________________________________________

3. ____________________________________________________________________________________________

What are your expectations of me as your Naturopathic Doctor?

1. ____________________________________________________________________________________________

2. ____________________________________________________________________________________________

3. ____________________________________________________________________________________________

What is your current state of health on a scale of 1 to 10? (please circle)

1
2
3
4
5
6
7
8
9
10

        (bad)          (poor)           (fine)
       (good)
       (great)
      (optimal)

What is your dedication to improving your health on a scale of 1 to 10? (please circle)

To Find the Cause:   
1
2
3
4
5
6
7
8
9
10

       (minimal)


          (moderate)


          (total)

To Make a Change:   
1
2
3
4
5
6
7
8
9
10

What lifestyle habits/behaviors of yours are currently helpful for your health?

What lifestyle habits/behaviors of yours are currently destructive towards your health?

What do you perceive as obstacles to your participation in a comprehensive naturopathic health program?

Who do you know who will consistently support your process in this journey?

Please describe what relationship between your current health status and of your lifestyle?

Wheel of Balance: 

Please rate from 0 to 100, 0 = none (center), 100 = complete (outer edge), and color in wedge.

(please ignore…….work in progress…….)
Lifestyle Experience:
Do you follow a special diet? ________ If yes, please describe: 
How many meals do you eat per day? ____________ How many glasses of water do you drink per day? ___________

Describe a typical breakfast: ________________________________________________________________________

_
Describe a typical lunch: ___________________________________________________________________________

Describe a typical dinner: __________________________________________________________________________

Describe typical snacks: ___________________________________________________________________________

How many times a week do you eat out? _____________ What percentage of your food is organic? _______________

How frequently do you do the following?

Never

Occasionally

Weekly

Daily

· Eat red meat?

· Eat poultry / fish?

· Eat dairy? (cheese, milk)

· Eat fresh vegetables?

· Eat fresh fruits?

· Eat whole grains?

· Eat nuts / seeds?

· Eat sweets / chocolate / sugar?

· Dring coffee / black tea / caffeine?

· Drink alcohol (please describe)?
· Use nicotine (please describe)?
· Use recreational drugs (please describe)?

· Have a bowel movement?

· Do aerobic exercise (please describe)?

· Do strength training exercise?

· Do stretching or yoga?

What is your average # of hours of sleep per night? ___________ Do you have trouble falling asleep? ____________________

Do you awaken frequently at night? ______________ If yes, how long does it take to fall back to sleep? ___________________

Do you wake up feeling refreshed? ____________ Do you snore? ___________ Do you experience sleep apnea? ___________
Are you sensitive to chemicals, perfumes, gasoline fumes, dust, pesticides, or any other chemicals?  Please describe.
Please describe your main stressors in life:

How do you cope with your stresses in life?

Do you frequently feel short of time? ________ 

Do you feel frustrated by your present circumstances? Personal _________ Relationship __________ Work __________

Do you have a religious/spiritual orientation/practice that is important to you?  Please feel free to elaborate.

Psychosocial History:

Marital History:  single ____ married (how long?) __________ widowed (when?) __________ divorced (when?) _________

Female: Are you pregnant currently? _______ Have you been pregnant? ________ How many live births? _____________

Names, Sex, and Ages of Children, if any: 

Patient Medical History: 
Please list any allergies (medications, food sensitivities, environmental, etc.) and describe reaction:

Please list any current medications with strengths and dosages:

Please list any current supplements/herbs with dosages:

Please list prior hospitalizations, major illnesses or accidents, or surgeries with approximate dates:

Please list approximate dates and results of most recent medical diagnostic exams/labs/screenings:


PAP Smear: 




Mammogram:


Bone Density Scan:



EKG / Stress Test:


Chest X-Ray:




Colonoscopy:


Blood Work:




Last Menstrual Period:

Family Medical History:

Please indicate and identify if any family members have had any of the following conditions:

M = mother
F = father

B = brother
S = sister

G = grandparent
C = your children




  M     F     B     S     G     C                                         M     F     B     S     G     C

Allergies





Heart Disease

Alcoholism




Hearing Loss

Asthma





High Blood Pressure

Bleeding Tendency




High Cholesterol





Cancer





Hypoglycemia

Depression/Mental




Inheritable Condition

Diabetes





Kidney Disorder

Endocrine Problems



Nervous Disease

Epilepsy





Tuberculosis

Fertility Issues




Other (describe)
Symptoms Checklist:  Have you ever experienced (Past) or do you suffer (Current) from any below?

Alcoholism
        Allergies

Anemia

      
Anxiety


Arthritis

Asthma

        Back Pain

Bad Breath
     
Bloating/Gas

Blood Stool

Blood Pressure
        Brain Fog

Bruise Easily
      
Bursitis


Cancer


Chest Pain
        Chronic Fatigue
Cold Hands/Feet
      
Constipation

Cough

Cramps

        Craving for Salt
Craving for Sweets    
Decreased Sex Drive
Depression

Diabetes

        Diarrhea

Difficult Decisions
      
Difficult Waking

Dizziness

Disturbing Dreams
        Dry Hair

Dry/Brittle Nails
      
Dry Skin


Ear Ringing

Enlarged Thyroid
        Eye Pain/Changes
Fatigue (general)

Fluid Retention

Foot Pain

Forgetfulness
        Frequent Colds
Frequent Urination

Hay Fever

Headaches

Heartburn/GERD
        Heart Palpitations
Hemorrhoids
       
Hot Flashes

Insomnia

Interrupted Sleep
        Irregular Menses
Joint Pain
        
Kidney Pain/Infection
Leg Pain

Lump in Breast
        Mood Swings
   
Nausea

        
Neck Pain

Night Sweats

Nosebleeds
        Numb/Tingling
   
Phlegm/Mucus
       
Poor Circulation

PMS

Poor Digestion
        Prostate Issues
Shortness of Breath     
Shakiness if Hungry
Sciatica

STD History
        Sinus Problems
Skin Problems
        
Sleepy After Meal

Spine Issues

Stroke

        Tremor

Tuberculosis
        
Ulcers/Herpes

Vaginitis

Varicose Veins
        Weight Gain
   
Weight Loss
        
Worry/Feel Insecure
Yeast Infections
4

