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Jessica L. Anderson, ND
Big Sky Natural Health | www.drjessicaanderson.com | 720 279 8726
244 Washington Street Denver, CO 80203

Health-History Questionnaire

Today’s Date:      
Allergies:      
Patient Information

	Last Name:      
Nickname:      
	First Name:                
             

Middle Initial:      

	Gender:      
Race/Ethnicity:      
	Birth Date (MM/DD/YYYY):      
Current Age:      

	Address:      

	Occupation:      

	Preferred Telephone #:      
This is home  FORMCHECKBOX 
  work  FORMCHECKBOX 
  mobile  FORMCHECKBOX 

OK to leave confidential voicemail? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

	Alternate Telephone #:      
This is home  FORMCHECKBOX 
  work  FORMCHECKBOX 
  mobile  FORMCHECKBOX 

OK to leave confidential voicemail? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	Email:      
I do NOT wish to be on the clinic e-mailing list:  FORMCHECKBOX 

	How did you hear about Dr. Anderson?

Patient Referral by:      
Health Provider Referral by:      
Other:      

	What do you LOVE to do?      


Context of Care

	What three expectations do you have from this visit to our clinic?

     

	What long-term expectations do you have from working with our clinic?

     

	What expectations do you have of me personally as your naturopathic doctor?

     

	What is your present level of commitment to address any underlying causes of dis-ease that relate to your lifestyle? 

(Please rate from 0 to 10; 10 being 100% committed.)      

	What behaviors/lifestyle habits do you currently engage in that you believe support your health?

     

	What behaviors/lifestyle habits do you currently engage in that you believe are self-destructive?

     

	Who do you know that will sincerely support you consistently with the beneficial lifestyle changes you will be making?

     


Present Health

	Please list present health concerns/symptoms or health care goals.

     


	Please list prescription medications/dosages you are currently taking:

	     
	     
	     

	     
	     
	     

	Please list vitamins/minerals, herbs, or homeopathic remedies you are currently taking:

	     
	     
	     

	     
	     
	     


Family Medical History

	Relative
	Mother
	Father
	Grandparents
	Sibling(s)
	Children

	Age if Living
	     
	     
	     
	     
	     

	Health: G=Good; F=Fair; P=Poor
	     
	     
	     
	     
	     

	Age at Death
	     
	     
	     
	     
	     

	Cause of Death
	     
	     
	     
	     
	     

	—Please Check All that Apply—

	Diagnosis
	Yourself?
	Relative(s)?
	Diagnosis
	Yourself?
	Relative(s)?

	
	Past
	Present
	
	
	Past 
	Present
	

	Alcohol/

Drug Addiction
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Allergies/Eczema
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Epilepsy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Alzheimer’s/

Dementia <age 70
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Headaches
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Asthma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Heart Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Arthritis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	High Blood Pressure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Autoimmune Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Kidney Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Cancer (list type)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Liver Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Celiac Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Mental Illness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Colitis/Crohn’s 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Stroke
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Depression
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Other
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


Social Health

	Single  FORMCHECKBOX 
  Married  FORMCHECKBOX 
  Partnered  FORMCHECKBOX 
  Children  FORMCHECKBOX 
  Please briefly describe your living situation:      

	Who/what provides your main source of love/emotional support?      

	Who/what are your main sources of stress/anxiety/fear?      


Health Care Providers

	Primary Care Physician:                                              Phone:       

Degree: MD, DO, ARNP, other      
Check here if you do NOT wish Dr. Anderson to contact your other provider(s) regarding your health care  FORMCHECKBOX 


	Approximately how long ago was your last screening (annual) physical exam?      

	Approximately how long ago was your last screening blood work?      

	Please indicate if you are presently seeing or have seen any additional providers in the past 2 years (naturopathic doctor, acupuncturist, homeopath, counselor, nutritionist):      


Wheel of Balance

Wellness is a balance of many factors. Using the circle, assess your level of satisfaction as it relates to you. Shade or assign a number 0-100 for each pie-piece to represent the percentage 0-100% satisfaction you have for that area. For example, if you are extremely happy in your career, shade in the entire pie-piece or write-in 100% for Career.
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Recreation     
  
    Romance     
In Preparation for Your Visit

Please bring any recent diagnostic reports, lab work, and imaging reports that may pertain to your visit with Dr. Anderson. Also, if relevant, please bring any medications and supplements that you’re currently taking.

I affirm that, to the best of my knowledge and for the benefit of my own quality of care, the foregoing is true and complete. I further affirm that I will alert Dr. Anderson of any changes to this information, including but not limited to changes in diagnoses or conditions, and changes in or additions of treatment by other providers, as such information may affect Dr. Anderson’s recommendations.

Signature/Initial:      






Date:      
Name/relationship of person signing if patient is unable to do so, or is under age 18:      
Office Use Only

Reviewed form with patient on date:      
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