
 
 

 

 
     
 

 
 

            
   
 

PATIENT CONDITIONS  

Name ________________________________________________________   Date ____________________ 
    

Please check the CONDITIONS that you currently have or had in the past:

GENERAL:
_____Allergies   
_____Convulsions
_____Fatigue
_____Hernia
_____Cancer
_____Diabetes
_____Thyroid Disease 
_____Rheumatoid Arthritis
_____Osteoporosis
_____Gout

CARDIOVASCULAR:
_____Hardening of Arteries   
_____High Blood Pressure
_____Low Blood Pressure
_____Rapid Heartbeat
_____Slow Heartbeat
_____Atrial Fibrillation
_____Heart Murmur

NEUROLOGICAL:
_____Joint Injury
_____Nervousness
_____Memory Loss
_____Failing Vision
_____Seizure Disorder / Convulsions
_____Stroke

EAR/NOSE/THROAT:
_____Asthma
_____Dental Decay
_____Far Sightedness
_____Gingivitis (Gum Issues) 
_____Hay Fever
_____Nasal Obstruction 
_____Near Sightedness

GASTROINTESTINAL:
_____Colitis   
_____Gallbladder Trouble
_____Liver Trouble

SKIN:
_____Allergies
_____Varicose Veins

GENITOURINARY:
_____Kidney Infections

WOMEN ONLY:
_____Heavy Menstruation
_____Breast Lump

OTHER CONDITIONS:
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________

HEREDITARY CONDITIONS:
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________



 
 

 
 
 

 

 
 

 
 

 
 
 

 

 
 

 
 

 

 
     
 

 
 

            
   
 

PATIENT SYMPTOMS  

Name ________________________________________________________   Date ____________________

Please check the SYMPTOMS that you have now or that are reoccurring:

GENERAL:
_____Chills   
_____Fever
_____Sweats
_____Tremors/Shaking
_____Anemia

CARDIOVASCULAR:
_____Chest Pain / Pain over Heart   
_____Poor Circulation
_____Leg Swelling

NEUROLOGICAL:
_____Muscle Weakness
_____Numbness / Tingling
_____Headaches
_____Leg Pain
_____Dizziness / Fainting

RESPIRATORY:
_____Chronic Cough
_____Spitting Up Blood
_____Spitting Up Phlegm
_____Wheezing

SKIN:
_____Boils
_____Bruise Easily
_____Dryness
_____Hives
_____Itching
_____Rash

GENITOURINARY:
_____Blood in Urine
_____Painful Urination
_____Pus in Urine
_____Loss of Urination Control
_____Urinating Multiple Times at Night
_____Urination Decrease in Flow or Force
_____Weight Loss 

WOMEN ONLY:
_____Backache
_____Hot Flashes
_____Painful Breasts
_____ARE YOU PREGNANT?

OTHER SYMPTOMS:
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________
___________________________

EAR/NOSE/THROAT:
_____Colds
_____Ear Discharge
_____Enlarged Glands
_____Enlarged Thyroid 
_____Eye Pain
_____Hoarseness 
_____Sinus Infections
_____Sore Throat
_____Difficulty with Swallowing

GASTROINTESTINAL:
_____Belching   
_____Difficult Digestion
_____Excessive Hunger
_____Poor Appetite
_____Jaundice
_____Vomiting
_____Vomiting Blood
_____Heartburn
_____Nausea
_____Diarrhea
_____Constipation
_____Abdominal Pain
_____Abdominal Bleeding
_____Bloody or Tarry Stools


