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Medical Evaluation Form 

Name   Date  

Age  Gender  M / F  Height  Weight  

*Allergies—list both drug & environmental (penicillin, local anesthetic, topical products or LATEX)                  

 ___________________________________________________________________________________________________________ 

1. Please describe your reasons for seeking consultation:   

  

 
2. Medical History: 

 yes  no  Skin Disorders: (rashes, burns, scars, cancers) 

If yes, please describe __________________________________________________ 

 yes  no  Eyes, Ears (cataracts, glaucoma, tinnitus, hearing impaired, dizziness) 

If yes, please describe __________________________________________________ 

 yes  no  Throat (strep throat, difficulties swallowing) 

If yes, please describe __________________________________________________ 

 yes  no  Nose (allergies, snoring, sinus infections) 

If yes, please describe __________________________________________________ 

 yes  no  Lungs (asthma, emphysema, bronchitis, shortness of breath) 

If yes, please describe __________________________________________________ 

 yes  no  Heart (MVP, irregularities, angina, high blood pressure, chest pain) 

If yes, please describe __________________________________________________ 

 yes  no  Digestive (indigestion, reflux, ulcers, colitis) 

If yes, please describe __________________________________________________ 

 yes  no  Breasts (cysts, pain, nipple discharge, cancer) 

If yes, please describe __________________________________________________ 

 yes  no  Pelvic (fibroid, ovarian cysts, cancer) 

If yes, please describe __________________________________________________ 

 yes  no  Menstrual Cycle (regular, irregular, degree of cramps, rate of flow) 

If yes, please describe __________________________________________________ 

 yes  no  Urinary (bladder infections, bladder control, blood in urine) 

If yes, please describe __________________________________________________ 

 yes  no  Neurological (headaches, neck, back or extremity pain/tremors, seizures) 

If yes, please describe __________________________________________________ 

 yes  no  Endocrine (diabetes, hyper/hypothyroidism) 

If yes, please describe __________________________________________________ 

 yes  no  Mental Status (anxiety, depression, eating disorder) 

If yes, please describe __________________________________________________ 
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 yes  no  Bleeding disorders (frequent bruising, abnormal bleeding) 

If yes, please describe __________________________________________________ 

 yes  no  Immune (HIV, Herpes/Cold Sores, Hepatitis B/C, etc) 

If yes, please describe __________________________________________________ 

 yes  no  Other 

If yes, please describe __________________________________________________ 
3. Medications: 

List all prescription, over the counter and natural supplements with dose and frequency.  
Include herbs, vitamins and aspirin use. 

4. Surgery: 

List all surgeries with date and any complications: 

5. What type of work do you do? (inside or outside the home, please describe) 

  

6. Do you smoke? (what and how much per day) 

  

7. Do you drink alcohol? (how frequently) 

  

 
8. What types of foods do you eat? 

  

9. Family Health History: 

List diseases (diabetes, heart disease, cancer etc.) 

Medication Daily Dosage

1.

2. 

3.

4.

5.

6.

Surgery Date Complications

1.

2. 

3.

Siblings or your children Maternal Side Paternal Side
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10.Make a list of the various aspects of wellness that are important to you: 
(e.g., prevention of disease, aging, mood control, weight control, libido, etc.) 

  

  

  

  

11. Current Skin Care Regimen (List products used, how often, etc) 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

Patients:  I certify that I have completely reviewed the above pages/information for  

completeness and/or changes. 

Date:  ________________________________ 

Signature:  ______________________________________________________________________ 

Office:  I certify the supplied information has been reviewed with the patient. 

Date:  ________________________________ 

Signature:  ______________________________________________________________________ 
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