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New Patient Health Inventory 
 
Name: _____________________________________________ D.O.B.: ________________ Date:______________ 
 
Main Health-Related Concern: ___________________________________________________________________ 
What happened around that time that may have caused your health to decline? ___________________________ 
____________________________________________________________________________________________ 

Chronic Health Issues: ______________________________________________________________
· ___________________________________________________________________
· ___________________________________________________________________
· ___________________________________________________________________

Surgeries: ________________________________________________________________________
· ___________________________________________________________________
· ___________________________________________________________________
· ___________________________________________________________________
· ___________________________________________________________________
 
Medications: 
Prescriptions, dosage, and directions of use:	
· __________________________________________________________________________
· __________________________________________________________________________
· __________________________________________________________________________
· __________________________________________________________________________
· __________________________________________________________________________
· __________________________________________________________________________
· __________________________________________________________________________

Supplements:
Dosage, and directions of use
· __________________________________________________________________________
· __________________________________________________________________________
· __________________________________________________________________________
· __________________________________________________________________________
· __________________________________________________________________________


Allergies with severety:   
Medications: ___________________________________________________________________
· _________________________________________________________________
· _________________________________________________________________
· _________________________________________________________________
			
Foods: _________________________________________________________________________
· _________________________________________________________________
· _________________________________________________________________
 
Inhalants (pollens, dust, mold, animals…): _____________________________________________
· __________________________________________________________________
· __________________________________________________________________
· __________________________________________________________________
Chemicals: ______________________________________________________________________
· __________________________________________________________________
· __________________________________________________________________
 
Other Medical Providers: 
Physicians, primary care ____________________________________________________________
Physicians, specialty _______________________________________________________________ 
Surgeon _______________________________ Counselor/Therapist ________________________ 
Chiropractic _____________________________ Naturopathic _____________________________ Acupuncturist__________________________ Massage Therapist ___________________________ 
 
Social/Lifestyle:  
Marital status ___________ Number and ages of children _________________________________ Occupation ____________________________ 	Regular Exercise: YES  NO  
Smoking/Tobacco use: YES   NO   	Alcohol:  YES   NO frequency: __________ Other ‘drug’ use: YES NO 
Diet: _________________ Caffeine (per week) – coffee _____, tea _____, soda _____, energy drinks ____

History of mental/physical/sexual abuse: YES NO      Other traumatic experiences? _____________________ 
 

Do you have history of recurrent infections (ie- frequent yeast infections, ear infections, ect): 

_________________________________________________________________________________

Do you have a history of antibiotic use, if so, when? __________________________________________________________________________________

Any dietary restrictions OR follow a specific diet? (ie vegan, vegetarian, ect): __________________________________________________________________________________			

Please use this space to write anything else about your past or current health: 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
 
Birth History  -
How were YOU born? Cesarean or vaginal? _______________________________
Were you breastfed? __________________________

Family History – Please list major chronic illnesses  
Mother __________________________________________________________________________________
Father ___________________________________________________________________________________
Sister(s) __________________________________________________________________________________ 
Brother(s)_________________________________________________________________________________
Grandfather (maternal) ______________________________________________________________________ 
Grandmother (maternal) _____________________________________________________________________ 
Grandfather (paternal) _______________________________________________________________________ 
Grandmother (paternal) ______________________________________________________________________ 
 
Female History (women only) 
Number of Pregnancies _____      Number of live births _____     Miscarriages _____   Terminations _____ 
Age of onset of menses _____      Any menstruation issues YES NO _______________________________ 
_______________________________________________________________________________________ 
Menopause: YES   NO   Age of Onset ____ Symptoms: ____________________________________________ 
 
 
Patient or Guardian Signature: ______________________________ Date: ________________________

Provider Signature: _______________________________________ Date: ________________________ 
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