QUESTIONNAIRE FOR ADULTS

Name:

Relationship Status:

Address:

City 



State



Zip

Phone: (day)


 (eve)




Referred by:




Date: 





Birth date:


 Height:



Weight:
PLEASE USE A SEPARATE SHEET (IF NEEDED) 

FOR THE FOLLOWING QUESTIONS

1. What is your chief complaint (CC)?

2. When did this problem begin? What happened in your life around that time? What do you think caused it?

3. What aggravates the CC (certain types of foods or weather, movement, light, noise, heat/ cold, or anything else that you can think of)

4. At what time of the day or night is the, CC the worst? Specify an hour if you can.

5. What symptoms can you identify that accompany the CC?
Mental/Emotional

1. Do you remember your dreams? Do you have recurring dreams? About what?

2. When you are upset, do you tend to keep it to yourself or call up lots of people?

3. Do you weep easily? Under what circumstances?

4. What are you most afraid of in life?

5. Any other fears (darkness, being alone, in crowds, altitude, flying, elevators, etc.)?

6. How do other people view you? What do others complain about in you?

7. What is the biggest stress factor in your life now? How do you react to stress?

8. What religion were you brought up in? Any religious/spiritual practices now?

9. Do you have a lack of self -confidence and a poor sense of self-worth?

10. Are you a tidy person or not so tidy? Do you tend to collect things?

11. What bothers you most in other people? How do you react to it?

12. What do you do for work? Ideally, what would you like to do?

13. If you had an unexpected week's paid vacation from work, what would you do?

14. On what occasions do you feel jealous?

15. Are you clairvoyant?

16. What would you most like to change about yourself?

Medical/History:

1. What medications are you taking at present?

2. Any TB or any gonorrhea, syphilis or other sexually-transmitted diseases in your history or that of your parents, grandparents, great-grandparents, etc.?

3. Family History: Mention diseases and causes of death of parents and siblings; also age of death.

4. Time Line: Mention from birth on to the present day all important traumas, both emotional and physical, heartbreaks, divorces, work-related events, surgeries and other physical traumas, diseases or traumas your mother had while pregnant with you, family stress, death of family members or friends, disappointments, etc. Also mention positive events such as marriage, birth of children, etc.

5. What else would you like to tell me about yourself or your condition that has not been covered in this questionnaire?

General Questions

1. How do you feel after meals? How do you feel if you go without a meal? 

2. Are you thirsty?



a. For hot drinks? 

 

b. Cold drinks?

c. Ice cubes?

3. Do you drink with big gulps or little sips throughout the day?

a. Favorite drink:

4. What sort of weather do you dislike most? (damp, cool, hot, windy, etc.)

a. Are you a chilly or a hot person?

b. Or is it difficult for you to find a comfortable temperature?

5. Have you had any vaccinations since the standard childhood ones?

a. Have you ever had any adverse reactions to vaccinations

6. Do you perspire a great deal?

a. If so, when and where on body? (feet, head, hair, annpits, etc.)

7. How do you react towards sunlight?

a. Do you wear sunglasses a lot?

8. Do you have dry or oily skin? 

a. Is the skin on your face different from the rest of your body? 

b. Do you have brittle nails? brittle hair?

9. Sleep: when do you nonnally go to bed? 

a. Wake up?

b. How do you feel when you wake up?

c. Do you typically wake up in the middle of the night at a particular time?

d. When/why?

10. Food: cravings for

a. Aversions to (dislike taste of)

b. Reactions to

c. Describe your diet in a few words

11. Menses: age first began

a. Time between periods, in days duration, 

b. #of days

c. # of abundant days

d. Color/clots

e. PMS symptoms

12. Discharges: 

a. Post-nasal drip?

b. Vaginal?

c. Other?

d. Color, consistency, time of these discharges

13. Number of pregnancies:

a. Number of children

b. Miscarriages

c. Abortions

14. Gastrointestinal symptoms:

a. Bloating

b. Location: above the navel

c. Below the navel

d. Both?

e. Bowel movement: Frequency if you don't use a laxative:

15. Have you had any of the following: 

Warts: where, year, treatment:

Cysts: where, year, treatment:

Polyps: where, year, treatment:

Tumors: where, year, treatment:

Skin disorders: where, year, treatment:

16. Do you tend to need a smaller dose than most people of Western medicines?

17. Do you need less anesthesia than most people?

a. Do you have a hard time coming out of anesthesia?

18. Do you tend to react to vitamins and herbs and/or need hypoallergenic vitamins?

