CASE HISTORY FORM (CONFIDENTIAL)
Patient’s Details: 








Date: 

Name: 

Date of Birth:

 Age: 

Address: 

Telephone number/s: 

E-mail address: 

Sex:

 Marital Status: 

Children: 

Occupation: 

Height: 

Weight: 

Waist circumference:
 

Referred by: 

General Practitioner’s Details: 
Name: 

Address: 

Tel. Number: 

Do we have permission to contact your GP if it becomes necessary to do so? Yes 
No 

Presenting symptoms and patient’s main aims for consultation 
Onset, duration, possible causes, location, sensations, previous treatments, relieving and aggravating factors, progression
What do you wish to achieve from treatment?

Occupation previous (please indicate approximate number of years spent in each profession)
Indicate if you have ever been exposed to the following (please underline and elaborate in the space following the list, giving duration and amount)
· Agricultural/environmental/industrial workplace chemicals/toxins?

· Smoking – how long/how many/are you still smoking/passive?

· Alcohol – how much and how long for, are you still drinking?

· Electromagnetic radiation – in the workplace/overhead cables at home?

· Recreational drugs – which ones, how much, how regularly and for how long?

Previous medical history 
Childhood illnesses, previous accidents, operations, medications or medical interventions, recurrent illnesses or previous diagnoses

Details of Birth: Was birth induced/forceps used/Caesarean/premature/ jaundice/toxaemia or other complications during pregnancy? 

Were you breast-fed/how long? 

Prescription medications- past and present 
Including reason for taking, duration and dosage; contraception pill, self prescribed medications and use of recreational drugs 

For present medications please give full name and dosage 

Herbal and natural supplements 
Was it recommended by a practitioner or self-prescribed, dosage, brand and duration you’ve taken it for
Family History 
Major diseases in biological family such as cardiovascular disease, autoimmune disease, diabetes, thyroid malfunction etc
Systems review 
Gastrointestinal tract (please underline and elaborate in the space following the list, giving date of onset, duration and medication prescribed)

Reflux, halitosis, bloating, IBS, burping, diarrhoea constipation, haemorrhoids, abdominal pain, urgency, anal pruritis, flatulence, form and frequency of bowel movements. Have you noticed blood or mucus in stool or any sudden changes in bowel movements. If symptoms are present, ask for relieving and aggravating factors and relationship of symptoms to food.

Nervous system health (please underline and elaborate in the space following the list, giving date of onset, duration and medication prescribed)
Headache/migraine, visual disturbance, dizziness, vertigo, weakness, fainting, fits, tics, parasthesia, mood changes, emotions, anxiety, memory and concentration, depression , sleep disturbances, night sweats,dreams, presence and effect of stress on health and wellbeing

How would you describe your motivation and inspiration? (please underline and elaborate in the space following the list)

High/medium/low 

Endocrine function (please underline and elaborate in the space following the list, giving date of onset, duration and medication prescribed)
Blood sugar fluctuations, energy levels, hypoglycaemia attacks, cravings, frequent urination or excessive thirst, weight gain or loss, presence of goitre, levels of stress or previous stressful situations. 

How would you describe your energy levels?  (please underline)

On waking: high/medium/low/tired/variable

Mid-afternoon: high/medium/low/tired/variable

Evening: high/medium/low/tired/variable
Reproductive systems (please underline and elaborate in the space following the list, giving date of onset, duration and medication prescribed)
Fertility history, presence of diagnosed diseases 

Females: Age of menarch, cycle length, duration, heavy/light menses, pain, clotting etc. previous pregnancies, STDs, detail of any pre-menstrual symptoms, infections or thrush, menopause symptoms, libido,  age at menopause
Males: any children, libido, fertility, STDs, prostate: frequency of urination, erectile dysfunction

Allergies and immunity (please underline and elaborate in the space following the list, giving date of onset, duration and medication prescribed)
Any known allergies or intolerances, wound healing time, atopic diseases such as asthma or eczema, lymphatic congestion, presence of autoimmune disease, urticaria, frequent infections, thrush, fungal toenail (other fungal infections), herpes or coldsores

When was the last time you had a fever or elevated temperature?

Respiratory tract (please underline and elaborate in the space following the list, giving date of onset, duration and medication prescribed)
Presence of asthma, wheezing, bronchitis, post nasal drip, mucus or sputum, sinusitis, shortness of breath, tonsillitis, ear infections

Urinary tract (please underline and elaborate in the space following the list, giving date of onset, duration and medication prescribed)
Frequency, urgency, pain, burning, dysuria, haematuria, loin pain, difficulty, colour, smell, presence of UTIs

Cardiovascular system (please underline and elaborate in the space following the list, giving date of onset, duration and medication prescribed)
Chest pain, shortness of breath, palpitations, oedema, fainting ,varicose veins, cold extremities, check BP, cholesterol levels, CRP, tinnitus

Musculo-skeletal (please underline and elaborate in the space following the list, giving date of onset, duration and medication prescribed)
Joint pain, stiffness, joint swelling, back pain, neck pain, headaches, injuries, spasms, cramps, recovery from exercise

Skin (please underline and elaborate in the space following the list, giving date of onset, duration and medication prescribed)
Acne, dry, oily, eczema, psoriasis, rashes, fungal infections, sensitivity, brand of cosmetics/skincare products used, scalp

Other 
Do you (have you in the past) suffer from any visual disturbances? (giving date of onset, duration and medication prescribed)

Do you (have you in the past) suffer from headaches/migraines? Are they one-sided (temple)/hormonal/stress-related/food related? (giving date of onset, duration and medication prescribed)

Do you (have you in the past) suffer from ear problems – tinnitus, vertigo, earache, discharge? (giving date of onset, duration and medication prescribed)

Do you (have you in the past) suffer from any mouth/throat/teeth/gum problems – ulcers, sore throats, condition of teeth and gums, root canals? (giving date of onset, duration and medication prescribed)

Do you have any lymph node swelling – neck, armpit, groin, other (giving date of onset, duration and medication prescribed)
Do you suffer any phlegm, catarrh, mucus discharge of the lungs/nose/sinuses/vaginal/seminal/ bowel? (Please underline and give details of medication).  

Is the mucus or discharge aggravated or worsened by food/stress/infection? 

Have you had any accidents or injuries (give description, dates and treatment given):

Give dates and any reaction to all vaccinations (if known):

Blood transfusions with dates:

State your blood group (if known):

Do you know your blood pressure:

Pulse per minute:

Food intake 
Relationship with food, cooking habits, budget for food, shopping habits, presence of eating disorders/ binge eating, what is consumed and when, any physical reactions observed, dietary type eg. vegetarian/vegan etc 

What are: Favourite foods, cravings, dislikes, foods avoided and why, cultural customs. Frequency of fruit, vegetable, dairy, refined foods, gluten products, legumes, animal and vegetarian protein, alcohol consumption, fish intake, greens, sweets, tinned or frozen foods, take away or pre-packaged meals 

Limits to compliance: preparation time, bringing food to work

Lifestyle 
Work/life balance, type of work, presence of stressors, relaxation, hobbies and interests, exercise type, frequency and duration, smoking, recreational drug use.
Emotional/psychological issues

Are there any issues on your life currently or in your past which are causing stress of any kind?
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