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15 Skyview Drive ph: 207.699.3830  f: 207.699.3831
Cumberland Foreside, ME 04110 .maineintegrative

Integrative Health Center of Maine .

Offering the best of conventional and natural heaithcare

Welcome to Integrative Health Center of Maine

Congratulations -- you are taking an important step in helping yourself achieve a full and healthy life! We look
forward to seeing you soon. In the meantime, please review this information packet for some important policies:

If we have enclosed a Health Appraisal Questionnaire, please be as thorough as you can -- it will help us to
understand your health needs more completely.

Please continue to see you current primary care provider for ongoing health maintenance and screening testing,
unless you specify that you want Dr. Chester to take over your primary care needs.

Please bring in any medications and supplements you are currently taking. This will allow Dr. Chester to have an
accurate list and check for any unhealthy interactions. For instance, some supplement manufacturers do not

adhere to strict quality control guidelines. By knowing exactly what you are taking, we can assist you in finding the
safest, most effective, and Jeast costly treatments.

We have enclosed a Release of Information form to send to your provider's office. Note that it takes many
providers’ offices two to three weeks or more to send medical records to us -- allow plenty of time ahead of your
appointment. 1f you have your own medical records, please bring them to your appointment.

Some of our practitioners can give you a Superbill to submit to your insurance company for reimbursement. Please
let us know if you need a Superbill or if you have any questions about how to submit information for
reimbursement. Dr. Chester can communicate with your insurance company regarding reimbursement appeals (if
you request it), but she may charge for extensive time spent in communication and for chart printing.

We often have therapy dogs in the office. If you have a severe allergy to dogs please notify us ahead of time so
we may accommodate you. Similarly, if you are not comfortable being around dogs, please let us know and we
would be happy to isolate them during your visit. There is no extra charge for therapy dog services.

Many of our patients have extreme sensitivities to multiple chemicals. Please do not wear scented products on the
day of your visit. Please refrain from smoking 60 minutes prior to your visit.

If you need to cancel or reschedule your appointment, be sure to do so at least one 24-hour business day prior to
your scheduled appointment. Otherwise you will be responsible for full payment for your appointment.

We are a family-friendly office, but we do not have childcare services. If you are bringing children to your
appointment, you will be responsible for their care. We strive to maintain a peaceful and nurturing environment ~-
if you think your children's behavior may be disruptive, please arrange for proper supervision.

Payment is expected on the day of the appointment. Dr. Chester does not participate in any form of private
insurance at this time, but will accept Medicare. You must bring your cards at the time of service. We accept cash,
check, Visa, Discover, and MasterCard. Most of Dr.Chester’s charges are based on the amount of time spent, including
face-to-face or phone consultation, email correspondence, or for extensive chart review (>15 minutes). Outstanding
unpaid balances will have standard interest rates applied after 30 days, unless otherwise arranged with the
practitioner. She is an ‘Out-of-Network Provider for private insurance. Check with your insurance company to see if
they cover for Out of Network services; you may need to submit a claims form to get reimbursed. Dr. Chester is
happy to provide a Superbill that contains the relevant insurance codes for the claims form. If you have secondary
insurance besides Medicare, you may still submit to the secondary insurance company for reimbursement for Out of

Network provider services. All standard laboratory services, referrals to other In Network providers, etc. should be
covered normally under your insurance policy.
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Please let us know if you have any questions. For more information please visit our website: www.maineintegrative.com.

We look forward to seeing you soon - thank you and be well!




Integrative Health Center of Maine

Offering the best of conventional and natural healthcare

15 Skyview Drive, Unit 200 ph: 207.699.3830 {: 207.699.3831
—uinbeoland Foreside, ME 04110 www.maineintegrative.com

Please complete the following information legibly and completely. Thank you!

First name; Last name: Middle int.:

Preterred Pronoun (optional):

Billing address: DOB:

City: State: Zip: Sex:

Email Address:

Home Phone: : Cell Phone:

Work Phone: Employer/Occupation:
Relationship Status: Partner’s Name:

tmergency Contact: Phone #:
Primary Insurance Name: Group #
Address: ID#:

City: State: Zip:
Name of Guarantor: DOB

Primary Insurance Phone

Secondary Insurance Name: Group #:
Address: ID #:
City: State: Zip:

Secondary Insurance Phone#:

Ureterred Pharmacy: . City:

Allergies:

Medications

please see reverse side



Receipt of Notice of Privacy Practices and Practice Policies
Written Acknowledgment Form

I , have been informed about the
Patient/Guardian name

Iaegrative Health Center of Maine Notice of Privacy Practices and Practice Policies.

Signature of patient/guardian Date

Many of our patients have chemical sensitivities. Please refrain from
wearing any scented products including perfumes.

If you smoke, please refrain from smoking at least 60 minutes before
entering the office.

Initial of patient/guardian Date



Integrative Health Center of Maine

Offering the best of conventional and natural healthcare
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15 Skyview Drive, Unit 200 ph: 207.699.3830 f: 207.699.3831
Cumberland Foreside, ME 04110 www.maineintegrative.com

Advance Beneficiary Notice (ABN)

In plain English: this form says that you are aware that your health insurance company may not pay
for our services. Payment is required at the time of visit.

Your health insurance company may not pay for the item(s) or service(s) that are described below. Some
health insurance companies including Medicare do not pay for all your health care costs. They only pay for
covered items and services when their rules are met. The fact that they may not pay for a particular item or
service does not mean that you should not receive it. There may be a good reason your health care provider
recommends it. Right now, in your case, your health insurance company may not pay for any of the
following: Integrative Family Medicine, Intravenous Therapies, Nutriceutical/Supplement/Vitamin therapy,
and/or Functional Laboratory Testing because any of these services may be considered “out of network”
and/or experimental and/or not FDA-approved.

The purpose of this form is to help you make an informed choice about whether or not you want to receive
these items or services, knowing that you might have to pay for them yourself. Before you make a decision
about your options, you should read this entire notice carefully.

= Askus to explkin if you don't understand why your health insurance company probably won't pay.
= Ask us how much these items or services will cost you (Estimated cost $73 for 15 minutes, discounted
for 30 minutes or longer visits) in case you have to pay for them yourself.

I understand that my health insurance company may not pay for these services and that I am
responsible for full payment at the time of visit. I have read and agree to the Practice policies in the
Welcome letter. | understand that my insurance company will not decide whether to pay unless I receive
these items or services. I understand that you may bill me for items or services and that I have to pay the
bill while my health insurance company is making its decision. If my health insurance company does pay,
they will reimburse me directly any payments I made to you that are due to me. If my health insurance
company denies payment, I agree to be personally and fully responsible for payment. [ understand I can
appeal my health insurance company’s decision. 1 understand 1 am fully responsible for all communication
with my insurance company, and that if | ask IHCM to perform administrative tasks and/or communicate
with my insurance company [ will be charged for time spent at the usual rates.

NOTE: Your health information will be kept confidential. Any information that we collect about you on
this form will be kept confidential in our offices. If a claim is submitted to your health insurance company,
your health information may be shared with your health insurance company. Your health information that
your health insurance company sees will be kept confidential by your health insurance company.

A Notice of Privacy Practices document regarding HIPAA policies for confidential and protected healthcare
information is available upon request and can be found on our website. By signing below you acknowledge
that you have been informed about our Notice of Privacy Practices.

I also attest that ] am seeking care only for myself, and that I do not represent a third party.

Signature of patent/guardian Date



Integrative Health Center of Maine

: ‘ = Offering the best of conventional and natural healthcare

15 Skyview Drive
Cumberland Foreside, ME 04110

www.maineintegrative.com

ph: 207.699.3830 f: 207.699.3831

AUTHORIZATION FOR RELEASE OF INFORMATION

i, , Date of birth [

hereby request and authorize:

(Medical office releasing records)

(Medical office address) (Phone) (Fax)

to release the following medical records and information to the
Integrative Health Center of Maine

15 Sky View Drive, Cumberland Foreside, Maine 04110

Tel: (207) 699.3830 Fax: (207) 699.3831
Provider

(Check all that apply) - REQUIRED BY STATE LAW
complete medical records last twelve months only
all laboratory reports last twelve months only

The purpose for releasing this information is:
Further medical care at IHCM Transfer of care

| DO authorize the disclosure of any information relating to the diagnosis
or treatment of ALCOHOL or DRUG ABUSE. If | authorize the release of | DO NOT.
this information, | understand that such information cannot be re-disclosed

(Initial here).
by a recipient without my specific consent.
| DO authorize the disclosure of any information relating to the diagnosis i DO NOT.
or treatment of MENTAL HEALTH. (Initial here).
i : 1 DO: (Initial here).
If | authorize the release of Mental Health, | DO NOT want to review the AT :
information before it is released. | understand that such review must

be supervised.

| DO authorize disclosure of information which refers to HIV fest resulis, 1 DO NOT.
infection status or treatment information.

_ (Initial here).

This relesse autherization is valid for six months from date below. |t may be revoked sconer by

a signed, written revocation, except to the extent that action has already been taken upon this
release.

Signature of patient/guardian (indicate relationship to patient) Date

Witness Date




(This information is confidential and will

Health inventory Sneet

only be released with your signed consent)

Name: Birth date;
Last First Fuitial
Wj [ddress: Age__ Sex  Height  Weight
* | ciys State/ZTP: LegalStams: S M D Sep W

R : '
: e: W H il
z‘s e hane : C . Emar.l.
¢4/ Okay to leave a message by phone? Home Cell Work Qccupation;

Ifunder 13, parent’s name/address

Emergency Contact: Nams Phone Relationship.

Main Coneern(s):

EARILY HISTORY

£ Checke if family Wistory is ukmown .

Relative Age If deceased, cause of death Childrea Age Problems

Father '

Mother

Siblings

YES

Aleohol/Drug problem
Allergy/Asthma
Anemiz )

Arthritis

Binge eating/Bnlimia
Cancer

Diagbetes
-Epilepsy/Seizare
Gastro Intestinal
Gonarrhea

High Blood Pressure

ooDoQoOO0NoOoODoQ

RELATIONSHIF

YES A
High Cholesterol

Rormonal Imbalance

Mentai Iliness

Obesity

Skin Disease

Strake

Saicide

Syphilis

Thyroid Disease

opoooonoooooQoo

Tuberculosts

[d
.

Check irems that apply to blood relatives (dn’ldn‘em sisters, brothers, parents, grandparents, aunts, uncles).

RELATIONSHIP

Please turn page.




Surgery: List all surgery and approximate dates

Past Hist

of llinass

Med

Other hospitalizations and dates

11}

jes

Broken bones and/or traumatic jnjuries
(include all car accidents or concussions/head injuries)

Current health problems
(example: high blood pressure—I10yrs}

B

LUOOODOOOODOEOQUODROOOooNPEDOoORO0

Alcohol/Drug probletas
Allergies/Hay fever
Amalgams/sitver fillings
Anemia

Antibjotics {frequent use)
Anxiety

Arthritis

Agthma

Back pain/strain
Bladder infections
Blood clots

Bowel problems

Breast Tump

Cancer

Chemical sensitivity
Chicken pox

Chronic fatigue
Congenital defect
Dental problems
Depression

Dizbetes

Digestive problems
Eating disorders

Ear infection

Eczema

Endometriosis
Epilepsy

Eye/vision problems
Fibroids

Gallbladdes probiems

Past History
MWHEN _YES Pas : WHEN _ YES _WHEN
O Gonomhes O Respiratory problems
0 Gout * . |0 Rheumatic fever
O Headaches/Migraine: O Root cenal
0 Hearing problems O Scalet fever
@ Heart problems [0 Seizure/Convailsions ___
O Hemoerhoids O Sexual dysfunction
O Hepatitis ‘ 0 STDs
3 Hermpes {n] Sinusitis
0O Hives 1 Skin problems
10O wHig/iow blood pressure O Sleep disorder
|8 Highcholesterof |8 sterciduse
—_ _|g mvams {0 stroke
- |0 Hypogtycemia : O Suicide attempt
O Insomnia — {0 Syphilis —
O Kidney problems |0 Thyrcidproblems ________
[J Liverdisease — 189 Teothproblems
T3 Measles |3 Tuberculosis e
18 Menstrual probiems |8 Urinary problems
_ [0 Mental Biness O Vaginitis
0O Mumps . ] Vascular problems
00 Nervous condition O Visionproblews  _______
{0 Neurologic problems 0 Warts
0O Overfunder weight O Other problems
3 Panic attacks e o
O Peptic uicer by
1 Phlehitis
1 Pneumonia/Bronchitis
O Prewenstrual fension
O Prostate problems
O Reaction to vaccinations .

2.




Mood swings
Trembling episodes
Light-headedness
Frequent infection
Night sweats
Swollen glands
Skin rash
Chilis/fever
Change in skin/nails

Poor memory
Difficulty concentrating
Fainting

Weakness
Numbness/tingting
Bxcessive tearing/iching
Dry mouth

Excessive salivation
Bleeding gums
Blocdy/yellow sputum

opnoooocoOooooo0ONUoODOo0oODoDODoo0n

L Age menstruation began

- Review of S ms
Check # you have had these symptoms in the last 6 months

Women
Last menstrual period:

Usual length of cycle

Usua) length of peried

Age at menopanse.

Number of pregnancies

Number of live births

Numaber of abortions/miscasriages

Complication of pregnancy # &/S ,foccess deliven,
Used birth conmrol pills
Used IUD; Type:

.Change in cycle
Spotting between perieds

Discomfort with periods

Premenstrual tension

Vaginal discharge

Painful intercounse

Itching

Self breast examination
Problem with sexual function

Lump in breast ,

Abnormal pap smear

Infertility iy

DIl Yo, bressiaed yow childien A bao lowg
Date of last pap smear

DOoOoOooooooooooon

4

aooooo

Enlarged prostate
Decreased urine stream
Unable to interrupt stream
Dribbling after urination
Pus or drainage from penis
Genital sweling/rash
Probiem with sexuat function

ﬁmmwMMMmewmus

Current Medications
memmwmmhmmm@mMMMmewmme Type and doscge
Abergies Rﬁﬁb@mﬁmﬁﬁd&ﬁq

Im@@@m@%%%mm@me.

Please turn page.



Lifestyle . o Interests/Hobbies
List your favorite foeds or cravings: )
iamﬁoworhavsbaenasmoker. . Oves [INo My sex life is satisfactory OYes tho
If yes ) : ‘
How many years have you smoked? - 1 do the following for relaxation/recreation:
How much?
‘When did you quit?
1 estimate my use oft ‘ . .
coffee: cups/day  decef: . cups/day My spitituat life is sasisfactory. OYes [No
I consider myselfa Clnon-drinker  Clsocial drinker 1z curzently involved in a regular spiritaal program: CJYes ONo
Oheavy drivker [lalcobolic  Direcovering alcobolic . :
i I sleep well. OYes DONo
Tuse: [lmerijuana Dlother drugs: ‘ .
Iworryabour: Omouey Ojob Dfamily life

1 have participated in en exercise program. OYes [INa '
pasticipa Clrelationships  Elother

T exercise reguiar basi ’ OYes CNo :

ona s'ﬁm;s week/month 1 have been a victim of abuse. Ophysical DOsexual

. v DOemotional
1 cirrently see a chiropractor, osteopath, or ather physical therapy ) ’ )
p,acﬁﬁon};n gyZ: ?&cmo Are you fearful of: Clanimais Opeople
Obeingalone  Dldarkmess Odeath Cdiseases
My last physical exam was ' Drobbers ~ Osudden noises [lttmnder Clthe future
Ifind mywork Cltoo demanding ~  [lboring Dhighplaces  [ithe woknown Dlother
Osatisfactory Dvery satisfactory

Any additional information about yourself that you feel we have missed:




Please mark an “X" to indicate areas where you feef pain, swelling or discomfart, or areas of your skin that have changed color or
texture {e.g., moles, rashes, etc.). Describe what you feel or observe in ysur own words. Write anywhere in this area.

© 1984 tyrs Heller ond Michae! Korko, revisad 2002, Rsproducsion, gholocopying, stornge or bunsmission by

ic or &k ic moans withaut permission fs stictly pechibited by low, MET423 11/02



% Farigue « Difficulty falling asleep

+ joint and muscle pain and staying asleep
; % Tingiing * Memeory and concentra-
i = Numbness and burning tion problems
: sensgtions = Chest pain with palpita-
* A stiff neck tions
' * Headaches * Psychiatric symptoms

# Light and sound sensitiv- such as depression and

ity anxiety

*

Dizziness

2. You have good days and bad days.

as¢ is that the symploms tend to come and go

- 214 moves around the body

JITE Gl

s is the migratory nature of the
well s the tingling, numbness and |
i3 comme and go and move around the .
e joint pain might be in the knees.
snculeers, and two days later it's in the
can happen with Lyme neuropaihy.
ezted the nerves, and the tingling. numb- |
muns migrate to different areas around the

1 pain as

&

4. if you're a woman, your symptoms worsen right around
your cycle.

worsenming of Lyms symptoms right before. !
ual cycle. Lyme disease sympioms ars |
ing levels of estrogen anc progestercne. |
H

-5, Your symptoms improve when you're taking medication |
for other ailments.

- Patients taking antiviotics for an unrelatec problem (such as upper

raspiratery infection Or wrinary wact infection), will often report that

their symptorms are much petter while taking the antibiotic, and worsen

when the anubicltic s § oppac Conversely, some indivicuals feel much

WOrse on anubiofie. where ail of their symptoms are intensified. This .

is calleo & Jan wieimer rgaction. whers the Lyme bacteria are '
nnoranly worsen the underlymg symptoms.

©. Blood tests have confirmed this.

eing Killed ¢ zaa

sixtn ane i

aiing if your sympioms are cue 1o
th care provider to run 2 blood test
‘elable Izboratory. ike igeneX labs in
rent strains of Lyme disease in the

= 2nd IgeneX uses several strains to

i

ce of the oac'ma

vands (proteins) on the Western Blot that are |

tyme. These profens (bands) are the 23. 31, |

- bancs Any one of these bands on a Western :

Lov= symoloms mantioned (having been properly ruled -

asthognomenic for Lyme disease.

4 tlassic ranifestanen of Lyme disease. and |
blood test, but less than 50% of psople |

t may be located in a part of the body whers |

iy D& ssen 1

\n\: rasr c:s'-'\m

Discinimer: The Horowitz Lyme 245103 Questicannire s nol ialended o repicce the advice of your own -
physion or other medica! professional. You snouid consult o medicol professionat la matters releting
2 heaktn, ond incivid: &re soicly ib, [armmmhalmmmmwdhgmmaf.

this g i ire. it & internded for infor nnwmdmfursdfmm:a:dmgm-l
55

Niultipie Systemic Infectious Diseases
Syndrome

MSIDS is a symptom complex of L
ease and muitiple associated tick bormne .

infections that encompasses not enly infec
tions with Borrelia burgdorferi. the etioiogi-
cal agent of Lyme Disease, but also othar
bacteriai infections, viral infections, parasitic
infections, and fungal infections.”

Whv Can' B Dy Richerd I. Horowitz, M

MSIDS Symptoms Can Include:

« Abnormal liver functions s Mitochondriai dysiuncuon

« Allergies + Neurcpsycholegical issues

» Autonomic nsrvous system « Nutritional deficiencies
dysfunciion . POTS

» Endocrine abnonmaiitiss

= Environmental toxcity

= Enzyme deficiencies

s Functionai megicine abnor-

malities in biochemical path-
wavys

¢ Pain issuss

« Physical ge-condioning

« Siesp cisorders

« Day sweats. night sweats.
chills

¢ Shorness of brean wi
plainea cough- po

= Immune dysfunclon oabesicsis

« inflammation JETESIE ContasiEn L

tick bites

« Castrointestinal abnermalitiss

“The ILADS guigelines stress the importance of ¢ docror’s clinicai
judgment in making the diagncsis, because the sciennfic literature
has found that the existing testing is unreliabiz. The IDSA narrowly
restricts the diagnosis to include the CDC criteria. However, many
doctors in the United States do not follow IDSA guidelines. Instead,
my model allows Lyme to be redefined as MSICS: a clinicai syn-
drome that encompasses multiple overlapping factors that keep
patients chronically ill.” Richard Horowitz, MD

Ali information contained in this bro-

| Better?” by Richard Horowitz, MD. Dr.

Horowitz is an internationally respected

&7 expert on Lyme and other tick borne dis-
| eases.




0=None 1=Mild 2=Moderate 3=Severe

Write in.a 0,1,2 ; or 3 on the line to the right of the symptom

1 Unexplained fevers, sweats, chills, or flushing
2 Unexplained weight change; loss or gain
3 Fatigue, tiredness
4  Unexplained hair loss
5 Swollen glands
6 Sore throat
7 Testicular or pelvic pain
8 Unexplained menstrual irmegularity
9 Unexplained breast mitk production; breast pain
10 Imitable bladder or bladder dysfunction
11 Sexual dysfunction or loss of libido
12 Upset stomach
13 Change in bowel function (constipation or diarthea)
14  Chest pain or rib soreness
15 Shortness of breath or cough
16 Heart palpitations, pulse skips, heart block
17 History of a heart murmur or valve prolapse
18  Jolnt pain or swelling
19 Stiffness of the neck or back
20 Muscle pain or cramps
21 Twitching of the face or other muscles
22 Headaches
23  Neck cracks or neck stiffness
24 Tingling, numbness, buming, or stabbing sensations
25 Facial paralysis (Bell's palsy)
26 Eyeslvision: double, blurry
27 Ears/hearing: buzzing, ringing, ear pain
28 Increased motion sickness, vertigo
29 Light-headedness, poor balance, difficulty walking
30 Tremors
31 Confusion, difficulty thinking
32 Difficulty with concentration or reading
33 Forgetfulness, poor short-term memory
34 Disorientation: getting lost; going to wrong places
35 Difficulty with speech or writing
38 Mood swings, irritability, depression
37 Disturbed sleep: too much, too little, early awakening
38 Exaggerated symptoms or worse hangover from alcohol

.V SECTION 1: SYMPTOM FREQUENCY SCORE -

EECLEEE TR TR

yourself 5 additional points:
« Fatigue

« Forgetfulnass, poor short-term memory
« Joint pain or sweliling
« Tingling, numbness, buming, or stabbing sensations

» Disturbed sleep: too much, too little, early awakening

If you rated a "3" in Seclion 1 for gach of the following symptoms, give

Total Section 2 _{enter sither *5” or “0")

Now apply the points for each of the following statements you
can agree with:

1 You have had a tick bite with no rash or flulike symptoms.
3 points

2 You have had a tick bite, an erythema migrans, or an
undefined rash, followed by flulike symptoms. 5 points

3 You live in what is considered a Lyme-endemic area. 2
points

4 You have a family member who has been diagnosed with
Lyme and/or other tick-borne infections. 1 point

You experience migratory muscle pain. 4 goints

You experience migratory joint pain. 4 points

7 You experience tingling/burmning/numbness that migrates
and/or comes and goes. 4 points

g You have recsived a prior diagnosis of chronic fatigue
syndrome or fibromyalgia. 3 points

9 You have received a prior diagnosis of a specific autoim-
mune disorder (lupus, MS, or rheumatoid arthritis). or of a
nonspecific autoimmune disorder. 3 points

10 You have had a positive Lyme test (IFA, ELISA, Western
blot, PCR, and/or borrelia culture). 5 points

1 Thinking about your overall physical heaith, for how many
of the past thirty days was your physical health not good?
days
Award yourself the folfowing painls based on the total number
of days:

0-5days =1 point

8- 12 days =2 points
13- 20 days = 3 points
21~ 30days =4 points

2 Thinking about your overall mental heaith. for how many
days during the past thirty days was your mental health

not good? days
Award yourseif the following points based on the lofal number
of days:

0-5days =1 point
6 -12days = 2 poinis

¥

13 -20days = 3 points
21 -30days = 4 points

Total Section 4 ....cceiviviiecieiiicirorensenirenenecaronenens .

disorder and should see a health-care provider for further evaluation.

If you scored between 21 and 45, you possibly have a tick-bome disor-
der and should see a health-care provider for further evaluation.

If you scored under 21, you are not likely to have a tick-bome disorder.

DISCLASMER: The tyme Action Network & not @ medicol organization and does not purpast to provide maedical advice. The

Infusmation hertin s provided for gencrol infarmation pupores only. We do not make any warnties about the informa- ¢

tion contained heroin, omd wil avt be babte for ony 1ser or omopet in connaction with the use of our informationat |
H
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Review of Systems
Check if you have had these symptoms in the last 6 months

O Mood swings Women Men

O Trembling episodes Last menstrual period: O Enlarged prostate

O Light-headedness i O Decreased urine stream

O Frequent infection gsua: length oicyc.lc d [0 Unable to interrupt stream
O Night sweats Jsual leagth of period O Dribbling after urination
O Swollen glands Age menstruation began O Pus or drainage from penis
0 Skinrash Age at menopause, O Genital swelling/rash

O Chills/fever Number of pregnancies 3 Problem with sexual function
O Change in skin/nails s

O Change in wart/mole Number of live births '

[0 Abnormal bleeding/bruising |Number of abortions/miscarriages — -

O Chaoge in hair loss/growth |IJ Complication of pregnancy 9 €/S ,foccegs delivem,

O TIrritability O Used birth control pills

O Restlessness 00 Used IUD; Type:

0 Dizziness 00 Change in cycle

{3 Balance problems D Spotting between periods

O Poor memory O Discomfort with periods

0 Difficulty concentrating 3 Premenstrual tension

O Fainting 0O Vaginal discharge

0O Weakness B Painful intercourse

0O Numbness/tingling O Ttching

[ Excessive tearing/itching O Self breast examination

O Drymouth £1 Problem with sexual function

00 Excessive salivation B3 Lump in breast

[0 Bleeding gums Cl Abnormal pap smear

3 Bloody/yellow sputum 0O Infertility . - ?

O Shortness of breath O Did yac breastied yow childenT Appert hao lovg *

L} Pain/discomfort while eating | Date of last pap smear

0 Nausea/vomiting

0. Change in diet

Do you {;élieve you have had an adverse reaction to a vaccination? If so, please list which vaccination(s) and approximate dates:

- Current Medications * Vitamin and Mineral Supplements

. List all prescription and non-prescription medications including dosage Type and dosage
Cr T Allergies Food allergies and method of testing
= " Iomallergic to the following medications:

JOTI

3 Please turn page.



Personal History

Lifestyle Interests/Hobbies
List your favorite foods or cravings: '
I amnow or have been a smoker. . OYes [INo My sex life is satisfactory OYes [INe
If yes . . e e
How many years have you smoked? - 1 do the following for relaxatien/recreation: L
How much? ) ' R
When did you quit? R
1 estimate my use of .. o sl s -
coffee: cups/day  decaf cups/day My spiritual life is satisfactory. OYes [ONo 3
I consider myselfa Cnon-drinker [lsocial drinker 1 atn currently involved in a reguler spiritual program: [T¥es-ENe .
Cheavy drinker Oalcoholic ~ Tlrecovering alcoholic e
I sleep well. OYes ONo S
ITuse: D[Omarijuana Dother drugs: ' ‘ N
Iworry about: [lmoney Ojob DOfamily fife - _

I have participated in an exercise program. [Yes [INo .
peit pro Orelationships Dother, AP TSt o

I exercise on a regular basis. ) OYes 0ONo L. . ) B
times week/month 1 have been a victim of abuse. Ophysical Osexual =

R ——— -_— Oemotional ! A
1 currently see a chiropractor, osteopath, or other physical therapy ' ) o St
practitioner: OYes C[INa Are you fearful of. Olanimals Opeople

' ' . Obeing alone  Oldarkness Odeath Odiseases
My last physical exam was Drobbers Osudden noises Dlthunder Clthe future
I find my work [dtoo demanding _Oboring Uhigh places  Cithe unknown  Clother
Osatisfactory Dlvery satisfactory

Any additional information about yourself that you feel we have missed:




