Antalee Wellness Center
HISTORY FORM

Name:___________________________________________ Date___________________

Age______  Date of Birth________________                    Sex :  F     M  
Occupation__________________________________________
Phone___________________ e-mail address_____________________________________________
Home address: ______________________________________________________________________
How did you find out about us _______________________________________________________
Have you ever had or been diagnosed as having problem with:

Check if “yes”
	Heart
	
	Chronic Headaches
	
	Breast cysts

	

	Thyroid  (hypo-)
	
	Elevated blood sugar
	
	Ovarian cysts
	

	              (hyper-)
	
	High BL Pressure
	
	Depression
	

	Respiratory tract 

	
	Heart burn
	
	Back pain
	

	Stomach/Intestine
	
	Irregular heart beat
	
	Bleeding
	

	Liver/Gallblader 
	
	High cholesterol
	
	Surgery
	

	Pancreas
	
	Allergies
	
	Cancer
	

	Kidney
	
	Asthma
	
	Any case of  Infection
	

	Genitals
	
	Autoimmune Diseases
	
	
	

	Joints/Arthritis
	
	Sinuses inflammation
	
	
	

	Skin (dermatitis, eczema, psoriasis)
	
	Bladder infection

Frequent urination
	
	
	

	Postmenopausal symptoms
	
	Swelling of hands and feet
	
	
	

	Painful menstruation
	
	Numbness in hand/feet
	
	
	


Habits:
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 Chocolate        
[image: image2.png]


 Coffee   
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Cigarettes        
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 Alcohol  
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 Sugar              
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 Sugar substitutes          
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  Coke
Activity level:        
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  None       
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 Light                
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  Moderate               
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 Heavy

How many glasses of water do you drink each day?__________ 
List any foods you crave:______________________________________________________
Prescription or over-the-counter medications you are presently taking: 
______________________________
_______________________________________________________________________________________
Supplements you are taking: __________________________________________________________
__________________________________________________________________________

Family history: ____________________________________________________________
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