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                HEALTH APPRAISAL QUESTIONNAIRE
Name_________________________________ Age_______ Today’s Date________

                                     Please Follow These Instructions Carefully

IMPORTANT: The information requested in this form is of vital importance to you and your health facilitation. It is designed to help you understand your current state of health. Seeing your complete health picture helps you identify the natural medicines best suited to the dynamic restoration of YOUR health. Please write neatly and be as accurate as possible.
Read each question carefully and score only those statements which pertain to you on a 1-5 scale of intensity, 5 being the strongest.

If a question does not apply to you, leave it blank. If you are not sure and have a doubt about a question or wish to clarify the answer, describe in the space available.

Your major health concern: _______________________________________________
SCORE THE DEGREE OF SEVERITY OF SYMPTOMS IN EACH SQUARE BELOW FROM 1 TO 5.

1 = Very Mild Or Occasional

2 = Mild

3 = Moderate

4 = Severe                    for example   4  Do you have headaches?   I get headaches on an empty stomach
5 = Very Severe

--------------------------------------------------------- GENERAL -------------------------------------------------------

___   Are you overweight? _______________________________________________________________

___   Are you underweight? ______________________________________________________________

___   Do you exercise often? ___________________________ How often? ________________________

___   Do you smoke or chew tobacco? ______________________________________________________

___   Do you drink alcoholic beverages daily? _______________________________________________

___   Do you use recreational drugs? ______________________________________________________

___   Do you drink less than 6 glasses of water daily? _________________________________________

___   Sexual problems?__________________________________________________________________

___   Do you have excessive thirst? ________________________________________________________

___   Do you frequently feel hot? __________________________________________________________

___   Do you have or have you had any form of cancer? ______________________________________

___   Do you have any tumors or abnormal growths? _________________________________________

___   Are you commonly tired or fatigued? _________________________________________________

___   Are you unusually jumpy or nervous? _________________________________________________

___   Do you have epilepsy? ______________________________________________________________

___   Do you suffer from motion sickness? __________________________________________________

___   Do you experience jet lag, shift change, or sleep pattern problems? ________________________
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---------------------------------------------------- CARDIOVASCULAR -----------------------------------------------   

___   Heart condition? __________________________________________________________________

___   Do you experience spells of rapid heart beat? __________________________________________

___   Are you aware of your heart skipping beats? ___________________________________________

___   Blood pressure problems? ___________________________________________________________

___   Circulatory problems? _____________________________________________________________

___   Are you often dizzy? _______________________________________________________________

___   Do you have cold hands or feet? ______________________________________________________

___   Do you have varicose, spider veins or phlebitis? ________________________________________

------------------------------------------------------------- EYES -----------------------------------------------------------

___   Do you wear corrective lenses? _______________________________________________________
___   Do you experience dry itchy, watery or red eyes? _______________________________________

___   Do you have styes? _________________________________________________________________

___   Do you have cataracts? _____________________________________________________________

___   Other eye conditions? ______________________________________________________________

------------------------------------------------------------- SKIN -----------------------------------------------------------

___   Teenage acne? ____________________________________________________________________

___   Middle age acne? __________________________________________________________________

___  General unhealthy skin? ____________________________________________________________

___   Athlete’s foot? ____________________________________________________________________

___   Insect bite reactions or allergies? _____________________________________________________

___   Are insects attracted to you? ________________________________________________________

___   Abnormal scarring? ________________________________________________________________

___   Excess body perspiration or odor? ____________________________________________________

___   Poison Ivy, oak or sumac reactions? __________________________________________________

___   Oily, dry or itchy skin? _____________________________________________________________

___   Eczema – psoriasis, or cracking skin? _________________________________________________

___   Cysts, warts, moles, liver spots, fungus growths? ________________________________________
___   Rashes, vesicals? __________________________________________________________________

___   Herpes or shingles? ________________________________________________________________

___   Are you troubled with boils? ________________________________________________________

___   Do you get sores that are slow to heal? ________________________________________________

___   Do you scar easily? _________________________________________________________________

___   Do you bruise easily? _______________________________________________________________

___   Hair or nail abnormalities? __________________________________________________________

___   Other? ___________________________________________________________________________

--------------------------------------------------- IMMUNE SYSTEM --------------------------------------------------

___   Food allergies? ____________________________________________________________________

___    Sensitivity to chemicals? ____________________________________________________________

___   Hayfever? ________________________________________________________________________

___   Asthma? _________________________________________________________________________

___   Emphysema? _____________________________________________________________________

___   Colds or flu? ________________ How often? ___________________________________________

___   Cold sores? _______________________________________________________________________
___   Frequent sore throats? _____________________________________________________________

___   Are your glands often swollen? ______________________________________________________

___   Are your tonsils often swollen? _______________________________________________________

___   Frequent laryngitis or hoarseness? ___________________________________________________

___   Frequent fevers? __________________________________________________________________

___   Frequent or loud snoring? __________________________________________________________

___   Frequent cough? __________________________________________________________________

___   Bronchitis or pneumonia? ___________________________________________________________
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___   Do you have a chronic chest condition? ________________________________________________

___   Do you have post nasal drip? ________________________________________________________

___   Frequent sinusitis? _________________________________________________________________

___   Nosebleeds? ______________________________________________________________________

___   Is your nose frequently stuffy? _______________________________________________________

___   Ringing ears or loss of hearing? ______________________________________________________

___   Do you spit up phlegm? _____________________________________________________________

___   Frequent earaches or discharges? ____________________________________________________

___   Weakness or exhaustion? ___________________________________________________________

___   Eating relieves fatigue? _____________________________________________________________

___   Feel shaky when hungry? ___________________________________________________________

___   Poor concentration? ________________________________________________________________

___   Crave sweets or stimulants? _________________________________________________________

___   Loss of memory? __________________________________________________________________

___   Confusion? _______________________________________________________________________

___   Recurring infections, virus, bacteria or fungus or other? _________________________________

___   Teeth or gum problems? ___________________________Do you have many fillings? _________
___   Lyme disease? _____________________________________________________________________

___   Other? ___________________________________________________________________________

------------------------------------------------------- DIGESTION --------------------------------------------------------

___   Do you have stomach ulcers? ________________________________________________________

___   Do you have a liver or gall bladder condition? __________________________________________
___   Are you a diabetic? ________________________________________________________________

___   Low blood sugar problems? _________________________________________________________

___   Do you get light headed when standing quickly? ________________________________________

___   Do you have black or bloody stool? ___________________________________________________
___   Constipation? _____________________________________________________________________

___   Do you use laxatives? _______________________________________________________________

___   Diarrhea or colitis? ________________________________________________________________

___   Indigestion, gas or bloating? _____________________ When? _____________________________

___   Heartburn? _______________________________________________________________________

___   Hemorrhoids, fissures, polyps?_______________________________________________________

___   Have you ever had intestinal worms, itchy nose or rectum? _______________________________

___   Gout? ____________________________________________________________________________

___   Are you frequently nauseated or vomit easily? __________________________________________

___   Do you eat when nervous? __________________________________________________________

___   Do you have excessive appetite? ______________________________________________________

___   Do you have poor appetite? _________________________________________________________

___   Do you experience any pain or tenderness in your abdomen? _____________________________

___   Other? ___________________________________________________________________________

--------------------------------------------  NEUROMUSCULOSKELETAL  ----------------------------------------

___   Do you have rheumatoid arthritis? ___________________________________________________
___   Does any part of your body experience numbness/tingling? _______________________________

___   Back problems? ___________________________________________________________________
___   Do you suffer from muscle spasms or cramps? _________________________________________

___   Are your muscles frequently sore? ____________________________________________________

___   Do you have muscle weakness? ______________________________________________________

___   Are your joints stiff in the morning? __________________________________________________

___   Do you suffer from painful feet? _____________________________________________________

___   Do you have plantar warts? _________________________________________________________

___   Do you have heel spurs? ____________________________________________________________

___   Are you troubled with corns? ________________________________________________________

___   Sciatica? _________________________________________________________________________
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___   Headaches, sinus, migraine, other? ___________________________________________________

___   Sports injuries? ___________________________________________________________________

___   Jaw problems? ____________________________________________________________________

___   Tremors, tics or neurological disease? _________________________________________________

___   Do you or anyone in your family have osteoporosis? _____________________________________

___   Are you interested in increasing muscular strength or body building? ______________________
___   Other? ___________________________________________________________________________

------------------------------------------------------------ MEN -------------------------------------------------------------

___   Prostate, dribbling after urination, urgency? ___________________________________________

___   Impotency, decreased sexual desire? __________________________________________________

___   Difficulty controlling sexual desire? ___________________________________________________

___   Other? ___________________________________________________________________________

---------------------------------------------------------- WOMEN ---------------------------------------------------------

___   Are you pregnant? _________________________________________________________________

___   Do you take birth control pills? ______________________________________________________

___   Is intercourse painful for you? _______________________________________________________

___   Do you have diminished sexual desire? ________________________________________________

___   Have you had a hysterectomy ________________________________________________________

___   Do you have frequent yeast infections? ________________________________________________

___   Problems with fertility? _____________________________________________________________

___   Problems with miscarriage? _________________________________________________________

___   Morning sickness? _________________________________________________________________

___   Menopause? ______________________________________________________________________

___   Do you have pre-menstrual syndrome? ________________________________________________

___   Do you retain fluid during your period? _______________________________________________

___   Menstrual pain, cramps or irregularities? _____________________________________________

___   Feminine discharge? _______________________________________________________________

___   Endometriosis? ____________________________________________________________________

___   Breast cysts, lumps or mastitis? ______________________________________________________

___   Desire to vomit after eating? _________________________________________________________

___   Obsessive dietary habits? ___________________________________________________________

___   Other? ___________________________________________________________________________  

--------------------------------------------------------- URINARY ---------------------------------------------------------

___   Do you have frequent urination? _____________________________________________________

___   Are you a bed wetter? ______________________________________________________________

___   Have you ever lost control of your bladder, or dribble when sneezing or laughing? ___________

___   Do you have painful urination? ______________________________________________________
List all forms of physical traumas, chemical exposures, mental stresses as pertaining to your employment, home, lifestyle, etc.:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________
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List all nutritional supplements, home remedies, etc. you have tried and their results.

Mark what you are taking now:                                                                                                                                                                                        

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List all medications you are taking and their purpose:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Confidential information: Please feel free to write any information at all that you feel to be individually important to your health and well being. This information is necessary for us to provide you with the highest quality health care possible:

Religious denomination or spiritual beliefs:

The major health problems of your immediate family will assist us in understanding your health pattern. Report all diseases, sicknesses, reasons for hospitalization, cause and age of death, etc.

Name                                                  Relation                             Health Problem

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please explain your areas of pain as much as possible. Describe the pain:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

The information I have provided is to the best of my knowledge, accurate and true.

Signature of client or guardian:                                                                    Date:

