




AFC CONFIDENTIAL HEALTH HISTORY QUESTIONNAIRE
NAME: __________________________________________________________DATE: _______________
ADDRESS _____________________________________________________________________________
HOME PHONE: _______________________________ CELL PHONE: ______________________________
WHICH PHONE WOULD YOU LIKE TO BE CALLED FOR REMINDER CALLS: ___________________________
DO YOU HAVE NEW INSURANCE? (CIRCLE ONE) YES NO
What are the concerns for which you are seeking care? (Primary concern first)
1.__________________________________________________________ Date of onset: _____________
2.__________________________________________________________ Date of onset: _____________
3.__________________________________________________________ Date of onset: _____________
4.__________________________________________________________Date of onset: _____________

MEDICATIONS AND SUPPLEMENTS
What medications (prescribed or over the counter), herbs, vitamins, supplements, etc. are you currently
taking?
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Check each that you currently use:
[ ] Laxatives [ ] Pain relievers [ ] Antacids [ ] Cortisone
[ ] Antibiotics [ ] Heart/Blood medication [ ] Allergy Medication [ ] Thyroid Medication
[ ] Sleeping pills [ ] Anti-depressants [ ] Birth Control Pills [ ] Hormones
Indicate if there have been any of the following diseases in you, your parents, grandparents, brothers,
sisters or children. Indicate the number of relatives who have the disease.
Cancer _____________ Diabetes_____________________ Epilepsy_____________________
Heart Disease________ High Blood Pressure____________ Stroke______________________
Anemia_____________ Kidney Disease________________ Glaucoma___________________
Allergies____________ Asthma______________________ Mental Illness________________
Arthritis____________ Tuberculosis__________________ Alzheimer’s Disease___________
Have you had any immunizations? (Circle one) Yes No Negative Reactions? _______________

HOSPITALIZATIONS, SURGERY, X-RAY AND SPECIAL STUDIES
What hospitalizations, surgeries, x-rays, or special studies have you had?
____________________________ Year: _______ ___________________________ Year: _________
____________________________ Year: _______ ___________________________ Year: _________
____________________________ Year: _______ ___________________________ Year: _________
____________________________ Year: _______ ___________________________ Year: _________
____________________________ Year: _______ ___________________________ Year: _________



AFC CONFIDENTIAL HEALTH HISTORY QUESTIONNAIRE
Are you hypersensitive or allergic to latex or any medications? Please list:
_____________________________________________________________________________________
_____________________________________________________________________________________

General
Weight ________________lbs. Height ___________________
Blood Pressure _____________ Pulse_____________________
Right or Left handed? ___________________________________________________________________

Review of Symptoms
Please mark an X in areas where you are experiencing pain on figures (if applicable).

LIFESTYLE HABITS
Answer questions of the following you have or have had in the past 6 months.
How often do you exercise? ______________________________________________________________
What kind of exercise? __________________________________________________________________
Major traumas? _______________________________________________________________________
Drink coffee? __________________________________________________________________________
Drink Black or green tea? ________________________________________________________________
Drink Cola or other sodas? _______________________________________________________________
Use alcoholic beverages? ____________________________________ # per week __________________
Use tobacco currently? __________________________________________________________________
Used tobacco in the past? _________ How many years? ______ How many packs per day? ___________



AFC REVIEW OF SYMPTOMSName: _______________________________________ Date: ________________Check any of the following you have or have had in the past 6 months.
Headache___Vertigo___Dizziness___Nausea___Light Sensitivity___Vomiting___ Aura___ TMJ___ MigraineOther: ________________Severity:___Mild___Moderate___SevereFrequency:___Constant___ IntermittentNumber of days ___________No Change___ Re-occurring___ New
Neck Pain___Right Side___Left Side___Burning___Numbness___Tingling___ Dull___ Sharp___ ShootingOther: ________________Severity:___Mild___Moderate___SevereFrequency:___Constant___ IntermittentRadiating? _____________What were you doing?_________________________No Change___ Re-occurring___ New

Mid-Back___Upper mid-back___Lower mid-back___Burning___Numbness___Tingling___ Dull___ Sharp___ ShootingOther: ________________Severity:___Mild___Moderate___SevereFrequency:___Constant___ IntermittentRadiating? _____________What were you doing?_________________________No Change___ Re-occurring___ New
Low back___Burning___Numbness___Tingling___ Dull___ Sharp___ ShootingOther: __________________Severity:___Mild___Moderate___SevereFrequency:___Constant___ IntermittentRadiating? _____________What were you doing?_________________________No Change___ Re-occurring___ New

Extremities___Left arm___Right arm___ Left leg___ Right leg___ Left hand___ Right hand___ Left foot___ Right foot___Burning___Numbness___Tingling___ Dull___ Sharp___ ShootingOther: __________________Severity:___Mild___Moderate___SevereFrequency:___Constant___ IntermittentRadiating? ______________What were you doing?___________________________No Change___ Re-occurring___ New
Skin___ Rashes___Eczema, Hives___ Acne, Boils___ Itching___ Fungal Infections___ Color change___ Hair Loss___ Dry Skin/ scalp___ Lumps___ Night sweats___Slow healing ulcerations____ Flushing or hot flashes



AFC REVIEW OF SYMPTOMSName: _______________________________________ Date: ________________Check any of the following you have or have had in the past 6 months.
Nose and Sinuses___ Frequent colds___ Nose bleeds___ Stuffiness___ Hay fever___ Sinus problems___ Loss of smell
Eyes and Ears___Itchy eyes___ Watery eyes___ Dry eyes___ Swollen/painful eyes___ Red eyes___ Impaired vision/blurriness___Floaters in vision___ Cataracts___ Color blindness___ Double vision___ Glaucoma___ Hearing difficulty___ Ringing___ Earaches/infection
Mouth and Throat___ Sore Throat___ Teeth grinding___ Sore tongue/ lips___ Gum problems___ Hoarseness___ Difficulty swallowing
Respiratory___ Chest congestion___ Wheezing___ Asthma___ Bronchitis/Pneumonia___ Emphysema___ Difficulty/Pain breathing___ Shortness of breath___ Tuberculosis___Cough ___wet or ___dry___ Coughing blood

Cardiovascular___Heart disease___ Angina/Chest pain___ High/Low blood pressure___Murmurs___ Irregular heart beat___ Palpitations/fluttering___ Swelling in ankles
Circulation___ Easy bleeding or bruising___ Anemia___ Deep leg pain___ Varicose veins___ Cold hands/ feet
Endocrine___ Hypothyroid___ Heat or cold intolerance___ Hypoglycemia___ Diabetes___ Excessive thirst___ Excessive hunger___ Fatigue___ Seasonal depression
Immune___ Chronic fatiguesyndrome___ Chronic infections___ Chronically swollenglands___ Slow wound healing
Muscles/ Joints/ Bones___ Joint pain___ Muscle pain___ Muscle spasms/ cramps___ Restless leg syndrome___ Sciatica___ Osteoporosis

Neurologic___Seizures___ Paralysis___ Muscle weakness___ Numbness or tingling___ Easily stressed___ Vertigo or dizziness___ Loss of balance___ Tics
Digestion___ Trouble swallowing___ Heartburn / Acid Reflux___ Change in thirst/appetite___ Ulcer___ Nausea/vomiting___ Gas/ bloating___ Belching or passing gas___ Diarrhea___ Constipation___ Pain or cramps___ Mucous in stools___ Black/ bloody stool___ Hemorrhoids___ Itchy/ burning anus___ Rectal pain___ Liver/ gall bladdertrouble___ Jaundice ( Yellow skin)Bowel Movements: Howoften? __________________
Urinary___ Pain on urination___ Increased frequency___ Frequency at night___ Frequent infections___ Inability to hold urine___ Kidney stones___ Blood in urine



AFC REVIEW OF SYMPTOMSName: _______________________________________ Date: ________________Check any of the following you have or have had in the past 6 months.
Mental/ Emotional___ Mood swings___ Anxiety or nervousness___ Considered/ Attemptedsuicide___ Depression___ Poor concentration___ Poor memory___ Other: ______________
General___ Poor sleep/ insomnia___ Dream disturbed sleep___ Fatigue/ low energy___ General feel hot___ General feel cold___ Chills___ Fevers___ Poor appetite___ Constant hunger___ Cravings ________________ Peculiar taste in mouth___ Low libido___ Experience high stress
Male only___ Hernias___ Testicular masses___ Testicular pain___ Prostate disease___ Sexually transmitteddisease

Female Only___ Irregular cycles___ Bleeding between cycles___ Pain during intercourse___ Clotting___ Heavy or excessive flow___ PMS___ Endometriosis___ Difficulty conceiving___ Painful menses___ Ovarian cysts___ Menopausal symptoms___ Abnormal PAP___ Sexually transmitteddisease___ Breast pain/ tenderness___ Nipple discharge___ Breast lumpsBirth Control? ___________Type: _______________Number of pregnancies________________________# of Boys: _______________# of Girls: _______________Could you be pregnant now?________________________


