Vitalia Natural Medicine
2750 Roosevelt Street ( Carlsbad, CA 92008 ( (760) 720-6288

CONFIDENTIAL PATIENT INFORMATION                                                             Date 


Name
  Sex  □ M  □ F   

Address
  City
  State
  Zip

Occupation
  Age
  Birthdate
 
Email 

Home Phone
 Cell Phone
 Work Phone

Person to be notified in case of emergency – Name


Address
 Telephone
 Relationship


How did you hear about us?


MAJOR COMPLAINT

List the main problems that you are having or the reasons for this appointment.


List Names of current Healthcare Providers

Date of last complete check-up
  What do you believe is wrong with you?


Are you willing to change your living habits to improve your health?  □ Yes  □ No

PAST MEDICAL HISTORY

Serious Illness:

Surgery:

Major Accidents:

Hospitalizations:

Psychiatric Illness:

Medications and Supplements:

Allergies:  To Medications
  Foods
  Inhalants

List any chemicals, fumes, dusts etc. that you are repeatedly exposed to:

How many hours do you sleep at night?
  How many glasses of water do you drink each day?

HABITS
Never
 Occasionally
Weekly
Daily
DIET 
Never
 Occasionally
Weekly 
Daily

Alcohol
□
□
□
□
Red Meat
□
□
□
□
Coffee
□
□
□
□
Fish/Chicken
□
□
□
□
Tobacco
□
□
□
□
Fresh Vegetables
□
□
□
□
Exercise
□
□
□
□
Dairy Products
□
□
□
□
Bowel Movements
□
□
□
□
Whole Grains
□
□
□
□
Artificial Sweetener
□
□
□
□
Sweets
□
□
□
□
Do you use a special diet?


FAMILY HISTORY

If any family members have had any of the following, identify which:


Mother (M) 
Father (F) 
Brother (B) 
Sister (S) 
Grandparent (G) 
Your Children (C)


M
F
B
S
G
C
M
F
B
S
G
C


Allergies
□
□
□
□
□
□
Hearing Loss
□
□
□
□
□
□


Alcoholism
□
□
□
□
□
□
High Blood Pressure
□
□
□
□
□
□

Asthma
□
□
□
□
□
□
Hypoglycemia
□
□
□
□
□
□

Bleeding tendency
□
□
□
□
□
□
Kidney Disease
□
□
□
□
□
□

Cancer
□
□
□
□
□
□
Nervous or Mental Disorder
□
□
□
□
□
□

Diabetes
□
□
□
□
□
□
Tuberculosis
□
□
□
□
□
□

Epilepsy
□
□
□
□
□
□
Other Inheritable Condition



Heart Disease
□
□
□
□
□
□


□
□
□
□
□
□
Have you had any of the above? 
□ Yes
□ No

PSYCHOSOCIAL HISTORY

What do you consider your strong points in your health or life? 


What is a typical day like for you?


Marital history: 
□ Single
□ Married 
Years 
  No. of children 
  Ages 

Do you use a contraceptive? 
□ Yes
□ No 
What type? 

Female:  First day of last menstrual period 
  Last Pap 
  Are you pregnant? □ Yes
□ No

REVIEW OF SYSTEMS
Have you ever suffered from (Past) or do you suffer from (Current):


P
C
P
C
P
C
P
C


□
□
Allergy
□
□
Swollen joints
□
□
Hay fever
□
□
Swelling of the ankles


□
□
Dizziness
□
□
Colon trouble
□
□
Nosebleeds
□
□
Varicose veins


□
□
Fatigue
□
□
Diarrhea
□
□
Sinus infection
□
□
Bed-wetting


□
□
Headache
□
□
Difficult digestion
□
□
High blood pressure
□
□
Frequent urination


□
□
Loss of sleep
□
□
Hemorrhoids
□
□
Low blood pressure
□
□
Kidney Infection or stone


□
□
Ulcers
□
□
Nausea
□
□
Pain over heart
□
□
Prostate trouble


□
□
Nervousness/Depression
□
□
Asthma
□
□
Poor circulation
□
□
Cramps or backache


□
□
Numbness
□
□
Frequent colds
□
□
Rapid heart beat
□
□
Excessive menstrual flow


□
□
Arthritis
□
□
Deafness
□
□
Slow heart beat
□
□
Hot flashes


□
□
Bursitis
□
□
Ear noises/ringing
□
□
Anemia
□
□
Irregular cycle


□
□
Foot trouble
□
□
Enlarged/Tender Thyroid
□
□
Stroke
□
□
Lumps in breast


□
□
Low back pain
□
□
Eye pain
□
□
Chest pain
□
□
Alcoholism


□
□
Neck pain or stiffness
□
□
Failing vision
□
□
Difficult breathing
□
□
Diabetes


□
□
Poor posture
□
□
Venereal Disease
□
□
Pleurisy
□
□
Cancer


□
□
Sciatica
□
□
Tuberculosis
□
□
Coughs
□
□
Polio


□
□
Spinal curvatures
□
□
Bruise easily
□
□
Excess phlegm/mucus
Tingling or numbness in:


□
□
Shoulders
□
□
Elbows
□
□
Hips
□
□
Knees


□
□
Arms
□
□
Hands
□
□
Legs
□
□
Feet

Do you have any other problems you would like to discuss? 


