FL

Please Highlight:

BACK-IN-ACTION NEW PATIENT MEDICAL HISTORY FORM 1
Please be thorough. This form’s a bit of a marathon so please pace yourself.
All questions can be relevant to your condition, diagnosis and treatment.

F = Frequently O = Occasional

R = Rarely

P = Past Problems

N = Never

HEAD & NECK

Anxiety

Dental Problems:

Panic attacks

FI{O|R]P|N
FIO|R]|P]|N
F|O/|[R ]| P | N [Biteproblems F|{O]|R ]| P | N | Overlyjoyous
F|{O]| R | P | N |Bleeding gums F | O|[R/| P | N Getbored easily
F|O/[R ]| P | N |Clicking jaw F | O]| R ] P | N |Attention problems
F{O]| R | P | N | Teethremoval F | O R | P | N | Distracted easily — lack of focus
F|O/|[R ]| P | N [ Toothabscess F [ O | R | P | N | Concentration difficulties
F|1O]R|P | N Braces F | O|[R/| P | N | Forgetwhatyou are doing
F{O|R | P | N | Dentures F | O|R ]| P | N | Hyperactive
F|1O|[R ]| P | N [Rootcanal F |{O| R | P | N | Hardgetting up in morning
Headache: F | Of[R/| P | N | Apathy problems
F{O| R ]| P | N | Backofhead F ] O|R| P | N|Can’tgetthings done
F{O|R | P | N |Entrehead F | O|R/| P | N | Motivational problems
F|1O|[R ]| P | N [Frontofhead F | O| R | P | N |Difficulty planning or organizing
FO| R | P | N |Sideofhead F | O | R | P | N | Difficulty making decisions
F|1O]|R|P [N Through head F | O| R| P | N | Lessempathy for self/other
F|1O]|R|P | N/ Topofhead F |1 O | R | P | N | Notaffected by tragic news items
F|1O]|R|[P | N | Migraine F | O | R | P | N | Difficulties picking things up
F|1O]|R/|[P | N/|Sinus F |1 O|R| P | N | Dropping things
F | O] R | P [ N |Dislike light or noise F | O | R | P | N | Taking time to initiate movement
F|1O]|R| P | N |Foodordrink allergy? F | O| R | P | N | Handwriting difficulties
F|1O|[R ]| P | N [Lastshours F O] R | P | N | Reaction times reduced
F|1O]|R|[ P | N | Lastsdays F ] O|R/| P | N | Emotions escaping
F{O]|R ] P | N[ Nausea F|{O|R| P ] N | Moodswings
F|1O|[R | P | N [Painradiates F|{O|R ]| P | N | Lessselfaware
F[O]| R | P | N |Paininside-out F | O R | P | N | Seethewhole picture
F{O| R | P | N |Pain outside-in F | O R | P | N | Learningdisorders
F{O]| R ]| P | N |Throbbing F | O R | P | N | Attention to detail good
F|1O|R | P ] N|Tighthand F|{O]|R ]| P | N | Extreme self awareness
General: F|{O]|R ] P | N | Obsessive
F{O|R ]| P | N|Faint F | O R /| P | N Circling thoughts
F|O|[R ]| P | N|Lightheaded F O] R ]| P | N[ Nailbiting
F{O]| R | P | N | Nosebleeds F | O|[R/| P | N Anyslowing of movement
F{O]| R | P | N |Swollenglands F | O R | P | N | Re-occurring injuries
F{O]| R ]| P | N[ Sorethroats F | O|R /| P | N | Creepy crawly sensations
F|1O|[R ]| P | N|[Colds F O] R ] P | N | Confuse left and right
FIO[R ]| P |N{Flu F|{O]|R] P | N |Clumsiness
GENERAL F | O|R| P | N | Walkinto things on one side

F |1 O | R | P | N [ Changein ability to smell F | O]|R] P | N Visuo-spatial problems
F[O]| R | P | N | Changein ability to taste F | O|R/| P | N|Can’tjudge speed of objects
F | O /[ R | P | N [ Noappetite first thing F | O]|R ] P | N | Coordination problems
F{O|R ]| P | N | Sweats F | O|[R/| P | N Canfollow story lines
F{O|R ]| P | N/Chils F | O[R/| P | N Canfollow conversations
F [ O| R | P | N | OtherlInfections F | O R | P | N | Social responses appropriate
F{O]| R ]| P | N |Fatigue F | O[R/| P | N | Goodawareness of other’s mood
F[O]| R | P | N | Temperature problems F | O R | P | N | Responses less emotional
F{O|R ]| P | N|Coldhands F | O[R/| P | N | Changeinvision - cloudiness
F{O|R | P | N/|Cold feet F | O R | P | N | Changeinvision - haziness
F{O]| R | P | N | Sleepproblems F | O[R | P | N | Changeinvision - blurring
F [ O]| R | P | N | Difficulty getting to sleep F | O|R | P | N | Doublevision
F{O]| R | P | N | Alwayswake between 3-5 am F | O|R/| P | N/ Visualfield defect

NERVOUS SYSTEM F | O|R| P | N | Movementsin visual environment
F [ O| R | P | N | Behavioral problems F | O R | P | N | Painaround the eyes
F{O|R ]| P | N | Depressed F | O R /| P | N Sensitive to light in 1 or both eyes
F{O|R | P | N lrritable F | O| R | P | N | Attention focused on self
F{O|R ]| P | N/|Angry F | O|R/| P | N | Attention focused on world
F{O|R|P|N]|Sad F|O|R/| P | N | Memoryproblems




PNE
/ BG
/SC

Mes

BACK-IN-ACTION NEW PATIENT MEDICAL HISTORY FORM 2
Please be thorough. This form’s a bit of a marathon so please pace yourself.
All questions can be relevant to your condition, diagnosis and treatment.

Please Highlight: F = Frequently O = Occasional R = Rarely P = Past Problems N = Never
F[O| R | P | N | Good comprehension of writing F|O|R| P | N|Painin face
F [ O| R | P | N | Hearing problems or change F | O R | P | N | Food tastes different
F | O | R | P | N [ Hardhearing with background noise F | O|R] P | N|Lossof sense of taste
F | O/[R| P | N [Ringing or whooshing noises F | O]| R ] P | N | Hearing problems
F |1 O] R|[P | N Cantlocalize sounds F | O|[R/| P | N Earproblems
F | O [ R | P | N [Painoritchiness around the ears F|{O]|R ] P | N | Swallowing problems
F |1 O] R | P [ N [ “Fullness” or “blocked” ears F |1 O| R|[ P | N | Hoarseness
F|1O|[R ]| P | N[ Tonguetied F{O]|R ]| P | N Chokeonfood
F{O]|R | P | N[ Stutter F | O|R/| P | N | Foodup the back of the nose
F|O|[R | P | N [Dontsay words right F|{O|R ]| P | N |Snoringissues
F{O]| R | P | N |[Problem choosing words F | O R | P | N | Pupilslarger than average
F | O|[R | P | N [Can’texpress thoughts SCl F | O | R | P | N |Slowtoheal on one side
F|O|[R | P | N [Goodcomprehension of speech F | O | R ] P | N | Morepain sensitive on one side
F|O|[R ]| P | N [Speechsounds monotone F [ O| R ]| P | N | Hurts more one side if banged
F|1O|[R | P | N [Smellbadodors not there F [ O | R | P | N | Hurts more one side if cut
F]1]O|R|P|[N|DeaVu F|1O]|R | P [N [ Stubtoes
F |1 O] R/ P | N | Epilepsy orseizures F |1 O| R/ P | N | Shoemore scuffed one side
F |1 O] R | P [N [ Don’tcare about anything Sensation:
F | O] R | P [ N | Lesscaring about others F |1 O | R | P | N | Reduced sensation one side
F |1 O] R | P [ N | Slowermovement one side F |1 O|R/| P | N | Temperature sense loss
F|O/|[R ]| P | N [Muscletwitches F|{O|R ]| P [N | Touchsenseloss
F |1 O] R|[ P | N | Musclecramps can’t move joint F |1 O|R| P | N | Bodyawareness change
F | O] R/ P | N | Musclespasms can move joint MUSCLE & JOINT
F |1 O|[R | P | N [ Tremororuncontrollable movement F|{O]|R ]| P | N |Arthritis
F{O]| R | P | N | Auditory hallucinations F | O[R/| P | N | Bursits
F{O]| R | P | N | Spinwith sudden head movement F | O|R| P | N | Doublejointed
F{[O]| R | P | N | Specific movements only cause spin F | O[R/| P | N | Frozenshoulder
F [ O]| R | P | N | Delay before sense of spin starts F | O|R| P | N Generally stiff
F|1O|[R | P | N [Worldspins about you F|{O|R ]| P | N |Grinding joints
F|1O|[R | P | N[ Youspinwithin the world F|{O|R ] P | N |Jointreplacement
F | O | R | P | N [Spinning lasts less than 15 seconds F|{O]|R]| P | N|Paralysis
F{O]| R | P | N | Vertigo causes nausea or vomiting F | O|R]| P | N |Problemwalking
F|O[R ]| P | N [Altered temperature sense F|{O]|R ] P | N |Pinched nerve
F|O|[R | P | N [Balance loss F|{O]|R ]| P | N | Sciatica
F|{O]| R | P | N | Tripoverthings F | O R /| P | N | Sprain or strain
F{[O| R | P | N | Can’twalkin a straight line F|{O]|R] P | N Swollenjoint
F|[O| R | P | N | Fallingor leaning to one side F | O|R/| P | N | Tendonitis
F |1 O | R | P | N [ Motion sickness Pain, Numb or Stiff:
F|[O| R | P | N | Nausea/ Gut problems F{O|[R| P | N/|Ankle
F|1O|[R | P | N|[Canreadinamoving car F{O|[R]|P]|N|AmM
F |1 O | R | P | N[ Sloppyhandwriting F{O]|R]|]P|N|Elbow
F{O]| R | P | N | Clumsy with tools or utensils F{O|[R| P ] N|Foot
F{O]| R | P | N | Slurred speech F{O|[R|P]N]|Hand
F{O| R ]| P | N | Getconfused F{O[R|P ]| N]|Hip
F{O]| R ]| P | N | Loosetrain of thought F{O|[R| P ] N]|Knee
F [ O| R | P | N | Think of many things F{O|R|P]|N|Leg
F{O|R ]| P | N | Stressed F|{O|[R| P ] N/|Lowback
F{O]| R | P | N | Senseofsmell changed F|{O|[R]| P | N/ Neck
F{O|R ] P | N/ Lossofsmel F | O|[R/| P | N Shoulder
F{O]| R ]| P | N[Eyeproblems F|O|[R| P | N/ Tailbone
F{O| R ]| P | N | Lossordiminished vision F | O|[R/| P | N | Upperback
F|1O]|R | P [N | Nearloss DIGESTIVE SYSTEM
F{[O]| R | P | N | Distance loss F | O|[R/| P | N | Abdominal cramps
F{O| R | P | N |Finditdifficult to read F | O|R| P | N |Blackstools
F{O]| R ]| P | N [Doublevision F | O|R| P | N |Bloody stools
F|[O| R | P | N | Blurredvision F|O|[R/| P | N |Bloating
F[O| R | P | N | Sensechangeinface F | O|[R| P | N|Colontrouble




BACK-IN-ACTION NEW PATIENT MEDICAL HISTORY FORM 3
Please be thorough. This form’s a bit of a marathon so please pace yourself.
All questions can be relevant to your condition, diagnosis and treatment.

Please Highlight: F = Frequently O = Occasional R = Rarely P = Past Problems N = Never
F{[O]| R | P | N | Constipation F | O|R/| P | N | Lossof bladder control
F|O|[R ]| P | N |Diarrhea F |[O| R ]| P | N | Painful urination
F | O|[R ]| P | N [Excessive belching F O] R ]| P | N | Genito-urinary infection
F|1O|[R | P | N [Excessivegas F|{O]|R ]| P | N | Reduced flow of urine
F|1O|[R | P | N [Excessive hunger F|{O|R ]| P | N | Urgency forurination
F[O]| R | P | N | Excessive thirst F | O R | P | N | Urinate with increased frequency
F|1O|[R | P | N [Gallproblems MALE REPRODUCTIVE
F{O|R ]| P | N | Wipebottom more than twice F|]1O P | N | Impotency
F |1 O|[R | P | N [Havetore-wipe bottom later F|1O P | N | Prostate problem
F|1O|[R | P | N [Hemorrhoids FEMALE REPRODUCTIVE
F{O| R | P | N | Heartburn F | O|R | P | N | Breastproblems
F|1O|[R ]| P | N [Hemia F |{O| R ]| P | N |Difficult births
F|1O|[R ]| P | N [Indigestion F O ]| R ]| P | N |Difficulty conceiving
F|1O|[R ]| P | N [Jaundice F | O|R ] P | N [Drynesswith sex
F{O]| R | P | N Liverproblems F | O R /| P | N | Gynecological operations
F]1O]|R | P [N | Nausea FI1O|R|P|[N/|[HRT
F |1 O] R | P | N | Painwith fatty foods F |1 O| R/ P | N Intra-uterine device/ coil
F|1O]|R|[ P | N | Palestools F |1 O|R/| P | N | Menstrual problems
F |1 O] R/ P | N | Poorappetite F]1O|R]| P | N | Menopausal
F |1 O] R | P [N | Stomach pain F |1 O|R/| P | N | Contraceptive pill
F|1O]R|[ P | N | Stoolsabnormal F|1O|R/| P | N | Periodpain
F|1O]|]R|[P | N | Stools float F|1O|R/| P | N | Vaginal itching
F|1O|[R ]| P | N [Swollen abdomen F O] R ]| P | N | Yeastinfections
F|1O|[R | P | N|[Ulcers SKIN
F{O|R ]| P | N/|Vomiting F | O|R | P | N |Bruiseseasily
F{O]| R ]| P | N[ Vomiting blood F{O|[R| P ] N/|Eczema

VASCULAR SYSTEM & LUNGS F|1O]|R | P | N|Hives
F{O]| R ] P | N |[Ankleswelling F | O|[R| P ] N|lItching
F | O | R | P | N [ Arrythmia (irregular pulse) F | O|R ] P | N |Psoriasis
F|O[R ]| P | N [Bloodpressure high F | O] R ] P | N | Skinabnormalities
F|1O|[R | P | N [Bloodpressure low ILLNESSES
F{O]| R | P | N | Breathing problem F | O|[R| P ] N Alcoholism
F |1 O|[R | P | N [Chestinfection F |1 O|[R| P | N | Alzheimer’s
F{O]| R ]| P | N[ Chestpain F{O|[R/| P ] N]|Anemia
F|1O|[R | P | N [Chroniccough F{O|R]|]P|N/|Angina
F{O]| R | P | N | Coughing upblood F | O R | P | N | Ankylosing spondylitis (AS)
F | O|[R ]| P | N [Dizzy or lightheaded getting up F{O]|R]P|N/|Asthma
F | O|[R]| P | N [Hardened arteries F|{O]|R ]| P | N |Blooddisorder
F{O]| R | P | N | Heartproblems F|1O|R]| P | N Cancer
F | O [ R | P | N [Highcholesterol F O] R ] P | N|Chronic Fatigue (ME)
F{O]| R | P | N | Highpulse rate F|O|[R/| P | N/|Coldsore
F{O| R | P | N | Lungproblems F | O|R| P | N | Diabetes
F{O]| R | P | N |Poorcirculation F | O|R| P | N|Fibromyalgia
F|1O]|R | P [ N[ Stroke FI1O]|R|P|N/|HIV
F [ O| R | P | N | Transient ischemic attack (TIA) F | O|[R/| P | N|lrritable bowel (IBS, IBD)
F{O]| R | P | N | Varicose vein F{O|R ]| P | N|Lyme’sdisease
GENITO-URINARY F | O|R/| P | N | Mentaldisorder
F {O]| R | P | N | Difficulty urinating F | O R /| P | N | Multiplesclerosis (MS)
F [ O]| R | P | N | Difficulty initiating stream F | O| R | P | N | Osteoporosis
F{O]| R | P | N | Discolored urine F | O|R ]| P | N | Parkinson’s (PD)
F{O]| R | P | N | Dribbling urine F|O|[R| P | N|Pleurisy
F[O]| R | P | N | Excessive urine F | O|R/| P | N | Polymyalgia rheumatica (PMR)
F{[O]| R | P | N | Getupatnightto urinate F | O|[R/| P ] N|Pneumonia
F{O]| R | P | N |Kidney disease F | O R | P | N | Rheumatoid arthritis (RA)
F{O| R | P | N |Kidney infection F | O R | P | N | Rheumatic fever
F|[O]| R | P | N | Kidney stones F | O|R/| P | N | Thyroid disease
F 10O ]| R [P [N [Painful urination




Have you tried other Complementary Therapies and Alternative Exercise Classes?

Which would you consider if your practitioner thought they might be helpful with your condition?

Complementary Therapy | Tried Would No Comments:
or Exercise Class Before Consider | Interest

Alexander Technique

Aromatherapy Massage

CranioSacral Technique

Chakra Work

Chanting

Cognitive Behavioral CBT

Counselling

Emotional Freedom EFT

Healing

Homeopathy

Hypnotherapy

Hot Stone Massage

Indian Head Massage

Meditation

Mindfulness

Physiotherapy

Pilates

Psychotherapy

Reflexology

Reiki

Remedial Massage

Tai Chi

Yoga

Others:




