
Mak ai  Nat uropat h i c Cent er  
                 468 Centra l Ave. Dover,  NH 03820  Ph: 603-742-4114 
 

 
 
PERSONAL INFORM ATION: 
 
Name_____________________________________ Date_____________________________ 
Address_____________________________________________________________________ 
City____________________________  State_____________  Zip_____________________ 
Telephone (home)_____________________ (wor k )________________________________ 
E-mail________________________________ Date of Birt h_________________________ 
Age_________     Gender  Female____ Male_____  
Relat ionship Status Single____ Marr ied_____ Divorced_____ Widowed____ 
Occupat ion____________________ Hours  per week____ Employer________________ 
In case of emergency, please not ify___________________________________________ 
Relat ionship________________________ Phone__________________________________ 
 
HEALTH OVERVIEW 
Name of cu r rent  general pra ct it ioner__________________________________________ 
When was you r  last  visit  and for wh at?________________________________________ 
Do you  have any known contagiou s disease at  th is t ime? Y  N If yes, wh at?_____ 
What  is the main reason for your visit  today? _________________________________ 
______________________________________________________________________________ 
 
What  are your most  import ant  health concern s, in order of import ance? 
1.____________________________________________________________________________2._____
_______________________________________________________________________ 
3.____________________________________________________________________________ 
4.____________________________________________________________________________ 
5.____________________________________________________________________________ 
 
How did you  hear  abou t  ou r clin ic?___________________________________________ 
 
Wou ld you  l ike to be inform ed by email of upcoming classes and events at  ou r clin ic? 
Yes_____  No______ 
 
Cancel lat i on  Pol i cy : 
I understand that  I am responsible for paying the fu ll  cost  of t reatment  if I do not  give 
24 hou rs  not ice of change or cancellat ion. 
 
Consen t : 
I hereby consent  to receive t reatment  by the pra ct it ioners  at  Makai Natu ropath ic 
Center.  I unders tand that  th is consent  is voluntary and may be revoked by me at  any 
t ime. I understand the fee st ru ctu re, and accept  responsibil ity for payment .  
 
Signatu re_____________________________________ Date____________________ 

 
 

 



HEALTH HISTORY QUESTIONAIRRE  
 

FAMILY HISTORY 
Do you  have a family h istory of any of the followi ng (Please Circ le)? 
Cancer Diabetes Heart  Disease 
Kidney Disease Epilepsy High Blood Pressure 
Tubercu losis Stroke High Cholesterol 
Asthma/ Hayfever/ Hives Art hr it is Anemia 
 
Any other  relevant  family h istory ? ____________________________________________ 
______________________________________________________________________________ 
 
What  is your ethnic heri tage?_________________________________________________ 
 

 
CHILDH OOD ILLNESSES 

Scarl et  Fever  Diphtheri a Rheumat ic Fever 
Mumps Measles Germ an Measles 
 

 
IMMUNIZATIONS 

Please place a check next  to al l that  apply. 
 Polio  Pert ussis 
 Tetanus: When?___________  Diphtheri a 
 Measles/ Mumps/ Rubella  Tra vel Related: 

 
 

HOSPITALIZATIONS, SURGERI ES &  IMAGING 
What hospital izat ions, su rger ies, x-ra ys, CAT scans, EEG, EKGÕs have you  had? 
 
___________________________year: _____  ___________________________year: _____ 
___________________________year: _____  ___________________________year: _____ 
___________________________year: _____  ___________________________year: _____ 
___________________________year: _____  ___________________________year: _____ 
 

 
ALLERGIES &  SENSITIVITIES 

Are you  allergic or hypersensit ive to: 
Medicat ions:__________________________________________________________________ 
Foods:________________________________________________________________________ 
Environmental or chemical agents:____________________________________________ 

 
CURRENT MEDICATIONS 

Do you  take or use (Please circle)? 
Laxat ives Pain relievers  Antacids 
Cort isone Appet ite suppressants Ant ibiot ics 
Tra nqu il izers Thyroid medicat ion Sleeping pi lls 
 
Please l ist  any prescri pt ion medicat ions, over the cou nter medicat ions, vitamins or  
supplements you  are tak ing. 
 
1)_________________________________ 5)___________________________________ 
2)_________________________________ 6)___________________________________ 
3)_________________________________ 7)___________________________________ 
4)_________________________________ 8)___________________________________ 



 
 

GENERAL HEALTH 
Height_______ Weight  _______lbs.  Weight  1 year  ago _______lbs. 
 
Max. weight  _______lbs.  Min . Adu lt  weight  _______lbs. When_______ 
 
When du ri ng the day is you r energy the best? __________   wor st? ___________ 
 
How many t imes per week  do you  exerc ise?________________________________________ 
 
What  do you  do for  exercise?______________________________________________________ 
 
How many hou rs  of sleep do you  get  each night?________ Is the sleep rest fu l?_______ 
 
If no, please explain.______________________________________________________________ 
 

 
REVIEW OF SYSTEMS 

Please check  any of the fol lowing condit ions you  curr ent ly have (C box), have had in 
the past  (P box), or have never had (N box). Please also check  if you  feel any of the 
fol lowing are a sign ificant  part  of your medical h istory. 

 
 

LIFESTYLE 
C    P   N            C    P   N     
   Alcohol     History  of smok ing 
    Mari juana     How many packs/ day? 
     Dru gs     How many years? 
   Treated for drug dependence     Occupat ional hazards 
   Stress     Any major  t raumas 
 

 
MENTAL/ EMOTIONAL 

C    P   N            C    P   N     
   Treated for emot ional problems     Depression 
    Mood swings     Anxiety or nervou sness 
     Considered/ at tempted su icide     Tension 
   Poor concentra t ion     Memory  problems 

 
 

ENDOCRINE 
C    P   N            C    P   N     
   Hypothyroid     Heat  or cold intolerance 
    Hypert hyro id     Diabetes 
     Hypoglycemia     Excessive hunger 
   Excessive th irst      Fat igue 
   Seasonal depression      

 
 
 
 
 
 
 



IMMUNE 
C    P   N            C    P   N     
   Chronic fat igue syndrome     Chronic infect ions 
    Chronically swollen glands     Slow wou nd healing 
     React ions to vaccines     React ions to immunizat ions 
 
 

NEUROLOGIC 
 

C    P   N            C    P   N     
   Seizu res      Heat  or cold intolerance 
    Muscle weakness     Numb/ Tingling ext remit ies 
     Tremor     Loss of memory  
   Vert igo or  dizziness     Difficu lty concent ra t ing 

 
 

SK IN 
C    P   N            C    P   N     
   Rashes     Eczema, h ives 
    Acne, boils     Itch ing 
     Color  change     Perpetual hair loss 
   Lumps     Night  sweats 

 
 

HEAD 
C    P   N            C    P   N     
   Headaches     Head in ju ry  
    Migra ines     Jaw/ TMJ problems 

 
 

EARS 
C    P   N            C    P   N     
   Impaired heari ng     Ringing in  the ears/  Tinn itus 
    Earaches     Dizziness 

 
 

EYES 
C    P   N            C    P   N     
   Spots in eyes     Cataracts 
    Impaired vision     Glasses or contacts 
     Blu rr iness     Eye st rain/ pain 
   Color  blindness     Tear ing or dryness 
   Dou ble vision     Glaucoma 

 
 

NOSE &  SINUSES 
C    P   N            C    P   N     
   Frequent  colds     Nose bleeds 
    Stu ffiness or  post-nasal dr ip     Hayfever  
     Sinus problems     Loss of smell 
 
 
 
 



MOUTH &  THROAT 
C    P   N            C    P   N     
   Frequent  sore throa t      Copiou s saliva 
    Teeth gri nding     Sore tongue/ lips 
     Gum problems     Hoarseness 
   Dental cavit ies     Jaw cl icks 

 
 

NECK 
C    P   N            C    P   N     
   Lumps     Swollen glands 
    Goiter      Pain or st i ffness 

 
 

RESPIRATORY 
 

C    P   N            C    P   N     
   Cough     Spu tum 
    Spit t ing up blood     Wheezing 
     Asthma     Bronch it is 
   Pneumonia     Pleu ri sy 
   Emphysema     Difficu lty breath ing 
   Pain on  breathing     Short ness of breath 
   Short ness of breath at  n ight      Short ness of breath lying down 

 
 

CARDI OVASCULAR 
C    P   N            C    P   N     
   Heart  disease     Angina 
    High/ low blood pressu re     Murm urs 
     Blood clots     Faint ing 
   Ph lebit is     Palpitat ions/ Flu t teri ng 
   Rheumat ic fever      Chest  pain 
   Swelling in  ank les     High cholesterol 
 

 
GASTROINTESTINAL 

C    P   N            C    P   N     
   Trou ble swallowing     Const ipat ion 
    Reflux     Diar rh ea 
     Heart burn      Blood wi th  stool 
   Vomit ing blood     Change in bowel movements 
   Nausea     Abdominal pain or cra mps 
   Change in appet ite     Gallbladder disease 
   Vomit ing     Black  stools 
   Belch ing or passing gas     Colon polyps 
   Ul cer      Jaundice 
   Hemorr hoids     Liver  disease 

 
URINARY 

C    P   N            C    P   N     
   Pain on  u r inat ion     Frequency at  n ight  
    Increased frequency     Inability to hold u r ine/ u rgency 
     Frequent  infect ions     Kidney stones 



 
 

MUSCULOSKELETAL 
C    P   N            C    P   N     
   Joint  pain or st iffness     Art hr it is 
    Broken bones     Weakness 
     Muscle spasms or cra mps     Sciat ica 

 
BLOOD/ PERIPHERAL VASCULAR 

C    P   N            C    P   N     
   Easy bleeding or bru ising     Anemia 
    Deep leg pain     Cold hands/ feet  
     Vari cose veins     Throm bophlebit is 

 
 

FEMALE REPRODUCTION/ BREASTS 
 
 
Age of first  menses______________  Length of cycle________________________ 
Dura t ion  of menses_____________  Age of last  menses (menopausal)_______ 
Date of last  annual exam/ PAP (M/ D/ Y)_______________________________________ 
 
C    P   N            C    P   N     
   Irre gu lar  cycles     Abnormal PAP 
    Bleeding between cycles     Cervical dysplasia 
     Cramping wi th  menses     Endometri osis 
   Premenstru al syndrome     Ovari an cysts 
   Clot t ing     Ut er ine fibroids 
   Heavy or  excessive flow     Sexu ally act ive 
   Vaginal discharge     Painfu l intercourse 
   Menopausal symptoms     Sexu al difficu lt ies 
   Breast  lumps     Sexu ally t ra nsmit ted disease 
   Breast  pain/ tendern ess     Birt h contro l: type____________ 
   Nipple discharge     Difficu lty conceiving 
 
 
Number  of pregnancies_____________________ Number  of l ive birt hs____________ 
Number  of miscarr iages____________________ Number  of abort ions____________ 
Do you  do a self breast  exam?    Have you  had a hysterectomy? 
 

 
 
 

MALE REPRODUCTION 
C    P   N            C    P   N     
   Hernias     Sexu ally t ra nsmit ted disease 
    Test icu lar masses     Discharge or  sores 
     Test icu lar pain     Impotence 
   Prostate disease     Prematu re ejacu lat ion 
   Sexu ally act ive     Birt h Contro l: type___________ 

 
 

Welcome! We look forward to work ing wi th you  to ach ieve you r health goals. 


