LA BOTANICA NATURAL MEDICINE

HEALING IN YOUR HANDS

8512 SE 9TH avenue Portland, OR. 503-230-0458
Patient Health History Questionnaire

Patient Name: ________________________________________________________ Date: ______________
Parent or legal Guardian Name: _______________________________________________________________
Age: ______ Date of Birth: ____________ Gender: ___________ E-mail: __________________________
Address: _______________________________________________________________________________
City: ________________________________ State: _________________ Zip Code:  _____________
Phone (home): __________________ (work) __________________ (Mobile) _________________________ 
May we leave messages for you? At which phone number? __________________________________________
Emergency Contact: __________________________________________ Phone: __________________
Occupation: _____________________________________________ Hours per week: ___________ 
Marital Status: □ Single □ Partnership □ Married □ Separated □ Divorced □ Other _________________________
Live with: □ Spouse □ Partner □ Parents □ Children □ Friends □ Alone □ Other ___________________________

	ALLE        Last time you went to a doctor’s office, medical clinic or hospital? Why 

	Office use only

	                   In your opinion, what are your most important health concerns?

                   1. 

                   2.

                   3.

                   4.

	

	What is your present level of commitment to address any underling causes of your signs and symptoms that relate to your lifestyle? (Rate from 0-10, being 10 a 100% committed).Circle the number that best applies.
0%    0     1     2     3    4     5    6    7   8   9   10  100%

What behaviors or lifestyle habits do you currently engage in regularly that you believe support your health? Please list.


	

	What behaviors or lifestyle habits do you currently engage in regularly that you believe are self-destructive lifestyle habits? Please list.
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	ALLE        How did these conditions develop? Are there traumatic events (surgeries, drug reactions, life trauma)
                   that you can identify having caused or clearly aggravates your health problems.

	Office use only

	Please list  Please list all the prior treatments you have used, both conventional and alternative and the degree                                                      
                    of effectiveness of each treatment. 


	

	What hospitalization or surgeries have you had? Why?

	

	What X Rays or other imagine studies have you had? Why?

□ Electrocardiogram ______________________ □ Encephalogram _______________________
□ Xrays ________________________________ □ Mammogram ​​​​​​​​​​​​​​​​​​​_________________________

□ Ct Scan ​​​​​​​​​​​​​​​​​​​​​​______________________________  □ Bone Density Scan ____________________

□ MRI ​​​​​​​​​ _________________________________ □ Ultrasound ___________________________

□ Sigmoid/Colonoscopy ____________________ □ Other ​​​​​​​​​​​​​​​​​​​​​​​_______________________________


	

	ALLERGIES/REACTIONS TO MEDICATIONS/SUPPLEMENTS

List all medications and supplements to which you have adverse reactions and the type of reaction


	

	ALLERGIES/REACTIONS TO FOOD PRODUCTS:

List all foods and additives to which you have adverse reactions and the type of reaction

⁬Corn   ⁬Soy
   ⁬Wheat
⁬Gluten
⁬Dairy
  ⁬Egg

⁬Rice
 ⁬Sugar  ⁬Fish
             ⁬Citrus  
⁬Nuts     ⁬Other: __________

	

	                    ALLERGIES/REACTIONS AIR BORN ALLERGENS:
                     ⁬Mold    ⁬Dust    ⁬Pollen  ⁬Other:_________________________________________
Describe your reactions:

	

	Have you had prior allergy testing?
               □ Intradermal      □ Scratch Blood IgG food     □ Blood IgE inhalant/food     □ Cytotoxic

□ Electroacupuncture    □ Kinesiology             □ Food Intolerance Testing  □None
⁬Other: ____________
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Name:                                                                                                                                  Date of Birth:

What immunizations have you had? Place a (?) on the line if you do not know.

□ ____ Diphtheria  □ ____ Measles/Mumps/ Rubella   □ ____ Polio   □ ____ Pertussis  

□ ____Tetanus     □ ____ Chicken pox (varicela)    □ Other ________________________________________________

Have you had the following childhood illness? 

□ Scarlet Fever   □ Diphtheria    □ Rheumatic Fever    □ Mumps    □ Measles German Measles (Rubella)            

□ Chicken pox    □ Roseola        □ Polio                       □ Asthma    □ Others _______________________________ Adverse reactions to childhood vaccinations? ______________________________________________________
CURRENT MEDICATIONS AND SUPPLEMENTS/HERBS

List all recent or current prescriptions and over the counter medications, supplements, herbs and homeopathics.

	Medicine/Supplement


	Dose
	When Taken
	Date Started
	Last taken
	Reason/ Response

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Self & Family History. Check the box. 
Key: M = Mother     MGM = Maternal Grandmother    MGF = Maternal Grandfather     MA/MU = Maternal Aunt/Uncle     S = Sister       D = Daughter
         F= Father        PGM = Paternal Grandmother
 MGF = Paternal Grandfather      PA/PU = Paternal Aunt/Uncle       B = Brother   S = Son
	Glaucoma
	
	Arthritis
	
	Stroke
	
	

	Goiter/Thyroid
	
	Asthma
	
	Tuberculosis
	
	

	Gout
	
	Alcoholism
	
	Sexually Transmitted Illness
	
	

	Hay Fever/Hives
	
	Cancer
	
	Parkinson’s disease
	
	

	Dementia/Alzheimer’s 
	
	Cataracts
	
	Ulcerative colitis/Crohn’s
	
	

	Heart Murmur/Disease
	
	Diabetes
	
	Irritable Bowel Syndrome
	
	

	High Blood pressure
	
	Eczema
	
	Mental Illness
	
	

	Kidney Disease
	
	Epilepsy/ Seizures
	
	Sickle Cell Anemia
	
	

	Liver Disease
	
	Gallbladder Disease
	
	
	
	


	List any problem you have been previously diagnosed with
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Name:                                                                                                                                  Date of Birth:
REVIEW OF SYSTEMS
GENERAL:

Weight __________Weight 1 year ago _________ Maximum weight __________ When __________ Height ___________

Key: N= No, Y= Yes, P= in the past and S= I suspect I may have it
	ALLE        
                  SKIN                                   HEAD                             EYES                        NOSE
                 ⁬Rashes                           ⁬Headache                       ⁬Impaired vision            ⁬Frequent colds
                     ⁬Eczema, hives               ⁬Head Injury                     ⁬Glasses/contacts         ⁬Nose bleeds
                     ⁬Psoriasis                        ⁬ Jaw/TMJ                        ⁬Eye pain                      ⁬Stuffiness
                     ⁬Acne, boils                     ⁬ Migraines                       ⁬Tearing                        ⁬Hay fever
Itching          ⁬Itching                                                                    ⁬Dryness                       ⁬Sinus congestion
                     ⁬Lumps                            EARS                           ⁬Double vision              ⁬Loss of Smell
                 ⁬Night Sweats                  ⁬ Impaired hearing           ⁬Glaucoma                    ⁬Polyps
                 ⁬Loss of hair                     ⁬ Ringing                          ⁬Spots in the eyes       
                 ⁬Color change                  ⁬ Earache                         ⁬Cataracts                    
                     ⁬Toe nail fungus          ⁬ Dizziness                        
                     ⁬ Ring worm/ Athlete’s foot
Lumps⁬       
                    MOUTH & TRHOAT        NECK                            RESPIRATORY           RESPIRATORY
                 ⁬ Frequent sore throat      ⁬ Lumps                           ⁬ Cough                        ⁬ Difficulty breathing
                     ⁬ Sore tongue/lips         ⁬ Swollen glands               ⁬ Sputum                      ⁬ Pain on breathing
                     ⁬ Gum problems              ⁬ Goiter                            ⁬ Spitting up blood          
                     ⁬ Hoarseness               ⁬ Pain or stiffness             ⁬ Wheezing                     PERIPHERAL
Itching          ⁬ Dental cavities                                                       ⁬ Asthma                        ⁬ Deep leg pain

                     ⁬ Copious saliva                BLOOD                          ⁬ Bronchitis                    ⁬ Cold hands/feet

                 ⁬ Difficulty swallowing       ⁬ Anemia                          ⁬ Pneumonia                 ⁬ Varicose veins

                 ⁬ Cold sores/blisters        ⁬ Iron deficiency            ⁬ Emphysema                ⁬ Thrombophlebitis

                 ⁬  Thrush                           ⁬ Easy bruising                ⁬ Shortness of breath lying down    

                                                                 ⁬ Easy bleeding                                   
SKIN            CARDIVASCULAR        GASTROINTESTINAL    MUSCULOSKELETAL      URINARY
                 ⁬ Chest pain walking        ⁬ Heartburn                       ⁬ Joint pain or stiffness   ⁬ Pain on urination
                     ⁬ Chest pain lying            ⁬ Change in appetite       ⁬ Broken bones             ⁬ Increase frequency
                     ⁬ Ankle swelling               ⁬ Nausea                      ⁬ Weakness                 ⁬Frequent at night
                     ⁬ Palpitations/flutter       ⁬ Vomiting blood                ⁬ Cramping/Spasms       ⁬Difficulty holding
Itching          ⁬ Angina                           ⁬ Vomiting                                                                   ⁬ Frequent infections
                     ⁬ Leg vein problems        ⁬ Blood in stool                  NEUROLOGIC              ⁬Blood in urine
                     ⁬ Leg pain walking         ⁬ Black stools                     ⁬ Fainting                        ⁬Kidney stones
                 ⁬ Numbness/tingling         ⁬ Diarrhea (D)                   ⁬ Seizures                      ⁬Kidney infection
                      in extremities              ⁬ Constipation (C)            ⁬ Paralysis                     
                     ⁬ Dizziness                       ⁬ Hemorrhoids/fissures      ⁬ Muscle weakness     
                                                             ⁬ Belching/gas               ⁬ Numbness or tingling
                                   ⁬ Alternating D/C            ⁬ Loss of memory
                                                     ⁬ Encopresis                  ⁬Tremor (shaking, trembling)
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Name:                                                                                                                                  Date of Birth:

	ALLE        
                  IMMUNE                                        MENTAL/EMOTIONAL                   MENTAL/EMOTIONAL
                     ⁬ Painful lymph nodes                 ⁬ Depression                                 ⁬ Bipolar disorder                         

                     ⁬ Chronic infections                     ⁬ Mood swings                              ⁬ Eating disorder         

                     ⁬ Slow wound healing                  ⁬ Considered/attempted suicide   ⁬ Psychotic disorder    

                     ⁬ Fluid retention                           ⁬ Anxiety/ nervousness                 ⁬ ADD/ADHD           

Itching          ⁬ Difficulty stopping bleeding        ⁬ Tension                                      ⁬ Autism
                     ⁬ Chronic Fatigue Syndrome        ⁬ Poor concentration/ focus          ⁬ Learning disability
                     ⁬ Chronically swollen glands        ⁬ Memory problems                      ⁬ Violence    

                     ⁬ Multiple sclerosis                       ⁬ Excessive worry                         ⁬ Acute Stress Disorder                  

                     ⁬ Collagen  Vascular disease       ⁬ Phobias                                      ⁬ Sexual abuse       
                     ⁬ Fibromyalgia                              ⁬ Irritability/ Anger                         ⁬ Abusive relationships
                     ⁬ Multiple chemical sensitivities    ⁬ Obsessions                                ⁬ PTSD                        
                     ⁬ Lupus/Rheumatoid arthritis        ⁬Mania                                          ⁬ Obsessive compulsive disorder
                                                                     ⁬ Compulsions                               
                                                                             ⁬ Delusions

                                                                             ⁬ Hallucinations

	

	MALE ONLY
⁬ Hernias                    ⁬ Prostate problems
                   ⁬ Premature ejaculation


⁬ Testicular pain
        ⁬Prostate Cancer                         ⁬ Urination difficult /dribbling

⁬ Painful erection       ⁬Infertility 

                   ⁬ Discharge from penis/sores
⁬ Testicular masses    ⁬ Benign Prostatic hypertrophy   ⁬ Impotence
 

	

	FEMALE ONLY
Age of first menses ______________ Menses occur every __________ days. Regular  Y   N  

Menses usually last ________ days.  Do you do breast self exams   Y  N    How often: ____________
Date of last annual exam/PAP _______________ was this normal?  Y   N 

Number of pregnancies ________ Number of live births _________ Number of miscarriages _______ Number of abortions ________ Pregnant?  Y   N    Breast feeding?  Y   N
⁬ PMS                                   ⁬ Bad odor  
                       ⁬ Cervical dysplasia

⁬ Painful menses                   ⁬ Discharge                          ⁬ Ovarian cysts

⁬ Excessive flow                  ⁬ Infertility 

         ⁬ Breast lumps/ Fibrocystic breast 
⁬ Bleeding between cycles    ⁬ Yeast infections               ⁬  Breast pain/tenderness
⁬ Clotting                             ⁬ Sexual difficulties
         ⁬  Nipple discharge
⁬ Pelvic pain                        ⁬ Pain during intercourse     ⁬ Breast Cancer
⁬ Fibroids                            ⁬ Menopause                      ⁬ Polycystic Ovarian Disease  
⁬ Endometriosis                      ⁬ Post partum depression    ⁬ Hysterectomy
                                                                                          
	

	BOTH

Are you sexually active?           Yes   No                       With: Male  Female   Both

Birth control method/Sexual Transmitted Illness Protection:

	

	LIFE STYLE                                                                                                 
Sleep well   Y   N                 ⁬ Difficulty falling asleep      Tobacco: _________________                     
Awaken rested    Y   N         ⁬ Difficulty  staying asleep   Alcoholic beverages Y   N                             
Insomnia/night owl  Y   N     ⁬ Dream recall                     Ever been treated for alcoholism  Y   N      
Enjoy work  Y   N                 ⁬ Nightmares                     Recreational drugs Y   N     
Spend time outside Y   N     ⁬ Fatigue                            Ever been treated for drug dependence  Y   N                                       
Watch television  Y   N -- How many hours __________                                           
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Name:                                                                                                                                  Date of Birth:
DIET:

Number of meals/day ______________        Do you go on diets often?  Y   N           Do you eat breakfast?  Y   N
Breakfast: ____________________________________________________________________
Lunch: ______________________________________________________________________

Dinner: ______________________________________________________________________

Snacks and number of snack per day: ____________________________________________________

Beverages: ____________________________________________________________________

Water: ________________ glasses/day  Caffeine: ___________ cups/day
Appetite: _____________________________________________________________________
Cravings: _____________________________________________________________________
⁬ Hypoglycemia    ⁬ Aversion to breakfast

Rate the intake of the foods bellow (circle):
Sweets:     Low      Avg.     High        Simple Carbohydrates (pasta, bread, cereal, etc.):    Low      Avg.     High
Protein:      Low      Avg.     High      Fruit:                Low      Avg.     High
Dairy:         Low      Avg.     High      Vegetables:     Low      Avg.     High
HABITS

Interests and hobbies: _____________________________________________________________________
______________________________________________________________________________________________________________________________________________________

Type of exercise, times per week: ______________________________________________________________
___________________________________________________________________________

How did you hear about our clinic? ________________________________________________________________________________

Consent for Treatment

1. This is to acknowledge that I have been informed and understand that:

· Any treatment or advice provided to me as a patient of La Botanica Natural Medicine, LLC is not mutually exclusive from any treatment or advice that I may be receiving now or in the future, from another health care provider.

· I am at liberty to seek or continue medical care from a physician, surgeon, or other health care provider.

· No physician, instructor, employee, agent or anyone else under the direction or control of La Botanica Natural Medicine, LLC, is recommending that I refrain from seeking or following the advice of another licensed health care provider.

· The treatment and therapies provided or recommended by this clinic may be different from those usually offered by another licensed health care provider.

2. I agree to pay for any fees for services, costs of supplements and remedies, cost of laboratory tests, or other fees that are not covered by my insurance plan.

3. I understand that failure to cancel 24 hours before an appointment will result in a charge of 25 dollars. 

4.  I herby authorize and consent to treatment.
Patient Signature or Legal Guardian ____________________________________________________ Date _____________________
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