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mmm HEALTH SYSTEM
INTEGRATIVE MEDICINE




     1855 S. Koeller St

Oshkosh, WI 54902

Phone (920)223-7366

Appt Date______ Time______
Name:




Please bring any pertinent medical records and all 






medicines and supplements to your appointment.

Primary Care Provider   
__________________________________  


Other Health Care Providers
__________________________________





             __________________________________



Concern (Please rank by priority)


Onset

Frequency
Severity

  Example: Headaches



June 1978
4 times/wk
mild/mod/severe

1.   ___________________________________________    ____________    ______________    __________________

2.   ___________________________________________    ____________    ______________    __________________

3.   ___________________________________________    ____________    ______________    __________________

4.   ___________________________________________    ____________    ______________    __________________

5.   ___________________________________________    ____________    ______________    __________________

6.   ___________________________________________    ____________    ______________    __________________

What are your goals for this visit?

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

Illnesses


Past
Present

Explanation
Heart Disease


  (
    (

_______________________________________________________

Hypertension


  (
    (

_______________________________________________________

Cancer


  (
    (

_______________________________________________________

Diabetes


  (
    (

_______________________________________________________

Lung Disease (asthma, etc.)
  (
    (

_______________________________________________________

Osteoporosis


  (
    (

_______________________________________________________

Digestive Disorders

  (
    (

_______________________________________________________

Seizures


  (
    (

_______________________________________________________

Thyroid Disease

  (
    (

_______________________________________________________

Other _________________
  (
    (

_______________________________________________________

Other _________________
  (
    (

_______________________________________________________
Operations





Injuries
What



When


What



When

________________________    ___________________    
________________________    ___________________

________________________    ___________________    
________________________    ___________________

________________________    ___________________    
________________________    ___________________

________________________    ___________________    
________________________    ___________________

________________________    ___________________    
________________________    ___________________

Comments

__________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Family History:  

If living, Age and Health

If deceased, Age and Cause

Father:  __________________________________________________________________________________________________

Mother: __________________________________________________________________________________________________

Siblings: __________________________________________________________________________________________________
__________________________________________________________________________________________________________

Children:  ________________________________________________________________________________________________
__________________________________________________________________________________________________________

Has any close blood relative ever had:




List Relationship


Cancer: ___________
Type: ___________________________________
__________________________________


Diabetes: __________
Type: ___________________________________ 
__________________________________


Allergies: ___________
Type: ___________________________________    
__________________________________


Heart Disease: ______
Type: ___________________________________ 
__________________________________


High cholesterol: ____
Type: ___________________________________
__________________________________

Colon polyps: _______
Type: ___________________________________
__________________________________


Osteoporosis: _______
Type: ___________________________________   
__________________________________
Other illnesses that run in your family: ______________________________________________________________________

Allergic reaction to medications
Medication




Reaction/Intolerances

_______________________________________
_______________________________________________________________

_______________________________________
_______________________________________________________________

_______________________________________
_______________________________________________________________

_______________________________________
_______________________________________________________________

_______________________________________
_______________________________________________________________

What medications are you taking now? (Include prescription and over-the-counter drugs.)

Medication

Reason


When Started

Dosage Per Day



___________________    ___________________    ________________    _______________________    

___________________    ___________________    ________________    _______________________  

___________________    ___________________    ________________    _______________________  

___________________    ___________________    ________________    _______________________   

___________________    ___________________    ________________    _______________________   

___________________    ___________________    ________________    _______________________   

___________________    ___________________    ________________    _______________________    

___________________    ___________________    ________________    _______________________    

___________________    ___________________    ________________    _______________________    

___________________    ___________________    ________________    _______________________    

___________________    ___________________    ________________    _______________________    

___________________    ___________________    ________________    _______________________    

What vitamins/minerals/supplements are you taking now?

Example: 

St. John’s Wort (Nature’s Way)    Feeling Down     2 months ago

3 caps
           
Type/Brand

Reason


When Started

Dosage Per Day



___________________    ___________________    ________________    _______________________    

___________________    ___________________    ________________    _______________________  

___________________    ___________________    ________________    _______________________  

___________________    ___________________    ________________    _______________________   

___________________    ___________________    ________________    _______________________   

___________________    ___________________    ________________    _______________________   

___________________    ___________________    ________________    _______________________    

___________________    ___________________    ________________    _______________________    

___________________    ___________________    ________________    _______________________    

___________________    ___________________    ________________    _______________________    

___________________    ___________________    ________________    _______________________    

___________________    ___________________    ________________    _______________________    

Tobacco


(   Never Used
(   Smoked from age ____ to ____.    ____ packs per day.

Alcohol


(   Never Used
(   Estimated drinks per day equal ____.

Other Drugs


(   Never Used
(   Frequency?  _____________________.

Occupation______________________________________________________________________________________________

What interests/hobbies do you have? _____________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________

With whom do you live? (Include roommates, friends, partner, spouse, children, parents, relatives, pets)

Name 


Age
Relationship

Name 


Age
Relationship

___________________   _____   ________________
___________________   _____   ________________

___________________   _____   ________________
___________________   _____   ________________

___________________   _____   ________________
___________________   _____   ________________

___________________   _____   ________________
___________________   _____   ________________

What physical activity do you participate in? ______________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________

What are the major stressors in your life? ___________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________

What do you do to relax? _________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

How important is spirituality in your life?  ___________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________
Formal religious affiliation, past and present: _______________________________________________________________

__________________________________________________________________________________________________________

What prior experiences have you had with complementary medicine?  _____________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________
Food Frequency Screening Questionaire
Please look through the food items listed.  If you eat these foods almost every day, compare the amount you eat to the serving size, and then circle how many servings you typically consume in a day.
Food





Serving size



Servings per DAY

Breads, pasta (not white)

   
½ cup (or 1 slice of bread)

1  
2-4
5 or more

Whole grain products like brown rice,


oatmeal, whole-grain cereal

½ cup




1  
2-4
5 or more

White bread, white rice, pasta,


sugary cereal



½ cup (or 1 slice of bread)

1  
2-4
5 or more

Fats (cream in coffee, butter, oils)

1 Tablespoon



1
2-4
5 or more

Fruit





1 medium



1  
2-4
5 or more

Vegetables




1 cup




1  
2-4
5 or more

Beverages 


Milk




8 oz




1  
2-4
5 or more


Soda




8 oz




1  
2-4
5 or more


Coffee or tea



8 oz




1  
2-4
5 or more


Juice, sports drinks, etc

8 oz




1  
2-4
5 or more

Water




8 oz                                         

1  
2-4
5 or more
Please look through the following food items.  Compare the amount you eat to the serving size, and then circle how many servings in a week.

Food





Serving Size



Servings per WEEK

Fish





4 oz




1  
2-4
5 or more

Legumes (beans, peas, etc)


½ cup




1  
2-4
5 or more

Meat





3 oz




1  
2-4
5 or more

Nuts and seeds



¼ cup




1  
2-4
5 or more

Poultry





3 oz




1  
2-4
5 or more

Sweet snacks and desserts


1 oz or ½ cup



1  
2-4
5 or more

Food from restaurants



1 meal




1  
2-4
5 or more

Are you currently on a special diet?  If so, please describe:  ________________________________________________

__________________________________________________________________________________________________________

Are there foods you don’t tolerate or are allergic to? ______________________________________________________
__________________________________________________________________________________________________________

How many meals a day do you usually eat? _______________________________________________________________

Do you ever skip meals? ______________
If so, for what reason? _________________________________________
What type of oils or spreads do you use?  __________________________________________________________________
__________________________________________________________________________________________________________
Review of General Health and Symptoms:

Circle the symptoms that apply to you.
Unintentional weight loss



Urinary symptoms (men only):
Fatigue





Prostate problems

Night sweats





Discharge from penis



Skin:






Difficulty starting urination
Hives






Pain in scrotum/testicles
Rashes






Sexual concerns
Eczema





Reproductive (women only):
Ears:






Irregular periods
Hearing problems




Heavy bleeding
Ringing






Cramping
Infections





Premenstrual symptoms (PMS)
Eyes:






Infertility problems
Change in vision




Sexual concerns



Dry eyes





Breast disease
Glaucoma





Complicated pregnancies
Nose:






Fibroids
Sinus problems





Endometriosis
Nose bleeds





Menopausal symptoms
Hay fever





Blood and metabolism:
Throat or neck:





Unusual hair growth or loss
Throat irritation





Heat or cold intolerance
Hoarseness





Easy bruising
Neck swelling or lumps



Bleeding problems
Heart:






Blood transfusions
Chest pain or tightness



Varicose veins
Palpitations





Muscles and bones:
Heart murmurs





Painful or swollen joints
Shortness of breath




Stiffness
Swelling of legs or ankles



Tendonitis

Pain in legs with walking



Bursitis
Lungs:






Back pain
Cough






Knee pain
Wheezing





Neck pain
History of bronchitis




Gout
History of pneumonia




Fractures
Digestive:





Nervous system:
Nausea, vomiting




Numbness or tingling
Heartburn, indigestion




Weakness of arms or legs
Difficulty swallowing




Tremors
Abdominal pain




Headaches
Constipation or diarrhea



Dizziness or fainting
Bloody or black stool




Stroke
Ulcers






Seizures
Colitis






Frequent falls
Gallstones





Severe head trauma
Liver disease





Psychological:
Binge eating





Anxiety
Urinary Tract:





Irritability
Night time urination




Sadness
History of infections




Depression
Painful urination




Anger
Urine leakage





Sleep difficulty
Blood in urine

History of kidney stones
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