Medical History
	Mr/Mrs/Miss/Ms
Name:
	Occupation:



	
	Date of Birth




Please list your current medicines and supplements:


	


Please give details of any serious illnesses or operations: 








	


Please describe any traumatic events in your life that have affected your health:
	




Have you ever reacted badly to any vaccines?    Yes/No     
	Cigarettes


	Alcohol

	Water
	Tea/coffee




What is your daily consumption of:

     





Roughly how many mercury fillings do you have?          

       Crowns/Root canals? 

Please describe your typical diet :  

	Breakfast 




      

              
	Lunch:

	Dinner:


	Snacks:


Please put a ‘severity’ score from 1(minor) to 7(severe) against them. 

	Diarrhoea

		Hot flushes

	
	Constipation 

		Menstrual problems

	
	Bloating/wind

		Thrush

	
	Poor weight control

		Depression 

	
	IBS

		Mood swings

	
	Nausea

		Sleeping problems

	
	Skin problems

		Anxiety or stress

	
	Allergies

		Irritability

	
	Phobias

		Poor circulation

	
	Headaches/Migraines

		Arthritis/ Inflammation

	
	Cystitis

		Pain – please describe:

	
	Sinusitis

			
	Asthma

		Emotional issues – please describe:
	
	Fatigue

			
	Poor memory/brain fog

		Other symptoms? 

	

	
	
	
	

	
	
	
	

	
	
	
	

	How long have you had these symptoms?




Was there any event that brought on your symptoms?


Are you currently pregnant or trying?




Are there any conditions that run through the family line?

What are your main goals from this treatment? 
	
	
	

	
	
	
	

	


 





 








