
This will be part of your confidential health record. Indicate
any health problems you have had. Provide details or
approximate date if relevant.

Confidential Health History

1. Have you had any of the following:

Motor vehicle accidents

year year year

Injuries, Falls or Traumas

type year

type year

type year

Surgeries

type year

type year

type year

2. Are you taking any medications?

Elisabetta Alfonsi MS DC DACNB

3. Please indicate what helps you relieve any pain:

heat or cold lying down
medication rest
sitting standing
walking other

5. Gastrointestinal

allergies asthma
belching/gas bloody stools
breathing problems chronic cough

4. General Health Issues

alcoholism anemia
bleeding cancer
chills depression
diabetes dizziness
drug abuse fainting
fatigue fevers
headaches nervousness
night sweats phobias
seizures thyroid disease
weight gain or loss other

Name Date

8. Musculoskeletal

arthritis numbness/tingling
pain spinal curve
stiffness swelling
tremors twitching
weakness other

8a. Any sports injuries?

7. Cardiovascular

heart pain high blood pressure
irregular heartbeat prior heart problem
stroke swelling
other

5. Gastrointestinal (continued)

constipation diarrhea
difficulty swallowing heartburn
hemorrhoids hernia
liver problems nausea
pain in abdomen pneumonia
other

6. Respiratory

shortness of breath spitting phlegm/blood
vomiting vomiting blood
other

10. Ears, Eyes, Nose & Throat

dental problems double vision
ears ringing eye pain
hearing problems nosebleeds
poor vision sinus problems
throat problems other

10a. Do you wear contacts or glasses?

contacts glasses

10b. Date of last eye exam:

9. Skin

hair changes itching
moles nail changes
rash redness
scars other
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Confidential Health History (continued) Elisabetta Alfonsi MS DC DACNB

12. Women

breast pain difficulty becoming pregnant
excessive flow hot flashes
irregular cycles labor complications
lump in breast painful periods
vaginal burning/itch other

12a. Date last period ended:

12b.Date of last PAP smear:

12c. Do you perform self breast exam? ( y / n )

13. Men

erectile difficulty low sperm count
prostate problems testicular pain
other

11. Genitourinary

blood in urine difficult urination
frequent urination kidney problems
painful urination urinary infection
urinate at night venereal infection
other

15. Habits

alcohol (# drinks/day)
caffeine (# cups/day)
smoke (# cigarettes/day)
other

14. Exercise

none 1-2 times a week
3-4 times a week 6-7 times a week

14a. What kind of exercise?
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16. Family

If your parents are living, indicate age and if in good
health:

Mother: age good health ( y / n )

Father: age good health ( y / n )

16a. Check any of the following if they apply to your
parents, grandparents, siblings or children:

arthritis brain disorder
cancer diabetes
heart disease high blood pressure
kidney disease lung disease
seizures stroke
ulcers other

16. Family (continued)

Indicate age and health of any siblings:

age good health ( y / n )

age good health ( y / n )

age good health ( y / n )

age good health ( y / n )

17. Comments

Name Date


