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Occupation: ............................... Marital Status: ..................Children/ How Many?...............
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Reason for consultation:

Your Overall Health:

Current or previous illness:

Details:
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Age it started:

What was happening in your life
when this occurred?

Stress Level:

Rate out of 10

What is causing you stress right
now?

Notes

Energy Levels: o

.,
-
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Rate out of 10

Wake up refreshed/afternoon
slump?

Notes




Current or chronic pain:

Location of pain:
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Rate the pain out of 10

How long have you had it?

Type: sharp knife like, dull

Better or worst with palpation?

What makes pain better/worse?

What was happening in your life
when it started?

Notes
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Hours:

Sleep: light/average/deep
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Awake: refreshed/tired

Trouble staying asleep:

Go to toilet during night:

Difficulty falling asleep:

Do you get hot at night:

Notes:

Menstrual Cycle:

Regular/heavyl/light:

' Colour:

'PMT/Pain:

Length of cycle

Clots:

Notes

Digestion:

Bloating, reflux, regurgitation:

Constipation/diarrhoea:

Bowel movements

Appetite:

Notes
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