Dr. Kia VanDusen McCullen

Chiropractic, Nutrition, Natural Healing

PERSONAL HISTORY Date

Name Address

City State - Zip

Phone Birthday Age Sex

Job Type of work

Marital Status Children

Emergency Contact Phone

Referred to this office by

CURRENT HEALTH CONDITION

What is your major complaint?

Onset?

Events preceding onset

‘What makes it worse?

What do you do to decrease the pain?

Does the pain stay in one place or radiate?

Is the pain worse in morning, afternoon or night?

Is this getting worse?

Is it interfering with work? Sleep? Daily routine? Other?

How long has it been since you really felt good?




List previous diagnoses and treatments

What do you believe is wrong?

Personal health goals

Do you suffer from other conditions?

To give a total over all picture of your health, your family’s health history is important. Please describe
any health problems of your mother, father, sister(s), brother(s), grandparents, aunts, uncles, children,
spouse.

MEDICAL HISTORY SYSTEMS REVIEW
If you HAVE the following mark A. If you HAD the following mark B.

Abcesses Acne Aids Alcoholic Allergies - Alopecia_
Anemia Attempted Suicide Arteriosclerosis Back Problems

Benign Breast Tumor Bleeding Gums Bronchitis Candida Albicans
Cataracts Chest Pains Chicken Pox Chorea Cirrhosis

Crohn’s Disease Depression Diphtheria Diverticulosis _
Drug Addiction Ear Infections Eczema Emphysema Endometriosis
Excessive Fatigue Eye Disease Fainting or Dizzy Spells Gall Stones
Gastritis Giardiasis Gingivitis Goiter Gonorrhea Hay Fever
Hearing Problems Hemorrhoids Hernia Herniated Disc Herpes
High Blood Pressure Hives Influenza Insomnia Jaundice

Kidney Stones Liver Disease Low Blood Pressure Lupus

Major Surgery Malaria Measles  Mononucleosis Multiple Sclerosis
Mumps Myopia Nervous Breakdown Nervousness Neuralgia
Night Blindness Numbness Pancreatitis Parasites Persistent Cough
Pneumonia Polio Psoriasis Rheumatic Fever Scarlet Fever

Sciatica Skin Ulcers Skipped Heart Beats Small Pox Stroke
Syphilis Thyroid Disease Typhoid Fever Tonsillitis

Ulcerative Colitis Venereal Discase Vision Problems Whopping Cough




Use the following to rate the intensity of the different conditions:

1= Never

2= QOccasionall

3=Always

GENERAL SYMPTOMS

__ 7040 Headache
___780.6 Fever
__780.9 Chills
__780.8 Night Sweats
___780.2 Fainting
___780.4 Dizziness
___780.3 Convulsions
__780.52 Loss of Sleep
___780.7 Fatigue
___799.2 Nervousness
783  Loss of Weight
__ 782  Numbness or Pain in
arms/legs/hands
_ 9953 Allergy (What)
__ - 786.09 Wheezing
_ 7292 Neuralgia

GASTRO-INTESTINAL

___783  Poor Appetite

__ 536.8 Poor Digestion
9942 Excessive Hunger
___787.3 Belching or Gas
787  Nausea

__ 787  Vomiting

__ 578  Vomiting Blood
__536.8 Pain Over Stomach
__ 564  Constipation

__ 5589 Diarrhea

___789%  Colon Trouble

___ 4556 Hemorrhoids (Piles)
___785.1 Liver Trouble
__782.4 Jaundice

__ 5759 @Gall Bladder Trouble

EYE EAR NOSE THROAT

__ 3689 Poor Vision

_ 3789 Crossed Eyes
__379.91 Pain in Eyes
3899 Deafness

__ 388.70 Earache
___388.30 Ear Noises
__388.60 Ear Discharges
__.478.1 Nasal Obstruction
7847 Nose Bleeds
__ 462  Sore Throat
__784.49 Hoarseness

| __4779 Hay Fever

__ 4933 Asthma

_ 460  Frequent Colds
_ 2409 Enlarged Thyroid
463  Tonsillitis
___686.9 Sinus Trouble

RESPIRATORY

__786.2 Chronic Cough
__786.3 Spitting Blood
_933.1 Spitting Phlegm
___786.50 Chest Pain
__786.09 Difficulty Breathing

GENITO-URINARY

__788.3 Frequent Urination

___788.1 Painful Urination

__599.7 Blood in Urine

_ 592  Kidney Infection

_ 7883 Bed Wetting

___788.1 Inability to Complete
Urine

5019 Prostate Trouble

MUSCLES AND JOINTS

Weakness
. Twitching
_ 847  Stiff Neck
72210 Backache
719 Swollen Joints
__ 781 Tremors
__729.5 Foot Troubles
__ 72479 Painful Tail Bone
__ 7245 Pain Between
Shoulders
___ 5539 Hernia
___737.3 Spinal Curvature

CARDIO-VASCULAR

__783  Rapid Heart

___427.89 Slow Heart

__ 4019 High Blood Pressure

4589 Low Blood Pressure

__786.51 Pain Over Heart

_ 438  Prev. Heart Trouble

__719.07 Swelling of Ankles
Varicose Veins

_ 436  Strokes

SKIN OR ALLERGIES

__ 368.9 Skin Eruptions

___ 6989 Itching

__ 2878 Bruising Easily

___701.1 Dryness

. Boils

__ 782  Sensitive Skin

___708.9 Hives or Allergy

8929 Eczema
Medicines

1= Never
2= Occasionally
3=Always




Circle any of the following medications you are taking:

s Antacids eChemotherapy eHeart Medications eRadiation eRelaxants/Sleeping Pills
e Antibiotic/Antifungal eCortisone/Anti- eHormones sRecreational Drugs eThyroid

e Antidepressants inflammatories el axatives Specify eUlcer Medications

e Antidiabetic/Insulin eHigh Blood oL ithium oOther

e Aspirin/Tylenol Pressure *QOral Contraceptives

Circle if you eat, drink or use:

eAlcohol oCoffee eLuncheon Meats sRefined Sugars
eCandy eDistilled Water eMargarine eSaccharine (Sweet N Low)
eCarbonated Beverages oAt fast food eVitamins and/or Minerals (Please list) oChew Tobacco
oCigarettes restaurants regularly
elried Foods
Circle if you:
sDiet often eSalt food without tasting eAre exposed to chemicals at work
=Do not exercise regularly eAre under excessive stress eAre exposed to cigarctte smoke

INSTRUCTIONS: Circle the number which best describes the intensity of your symptoms. If you do not know the answer to a question, leave it
blank.

0 = Symptom is not present 1 = Mild 2 = Moderate 3 = Severe
1A: I1C:

L Burping.......ooooieiieiiimiii e 0 1 2 3 Stomach Pains......................... 0 1 2 3

2. Fullness for extended time after meals........ 0 1 2 3 2. Stomach pains just before and/or

3. Bloatmg:...uuwsemnsansrespmpen s 01 2 3 aftermeals.....................oooeee. 0 | 3

4. Poorappetite.......coouviuiiiiiiaceeeeaanann 0 1 2 3 3. Dcpendency on antacids............... 0o 1 2 3

5. Stomach upsets easily.................cccenn.... 01 2 3 4.  Chronic Abdominal pain............. 0 1 2 3

6. History of constipation.......................... 0 1 2 3 5. Butterfly sensation in stomach...... 0 1 2 3

7.  Known food allergies........................... 0 1 2 3 6. Difficulty belching.................... 0 1 2 3

' 7.  Stomach pain when emotionally
IB: UPSEL. e e 0o 1 2 3

1. Abdominal cramps.. emmnebianmn 0 1 2 3 8. Sudden, acute indigestion............ NO YES

2. Indigestion 1-3 hours aﬂer ealmg .............. 0 1 2 3 9. Relief of symptoms by carbonated

3. Fatigue aftereating..............._.............. 0 1 2 3 beverages.....occeceineniminiiainninn. NO YES

4. Lowerbowelgas................._.....ccceuun.. 0 1 2 3 10. Relief of stomach pain by drinking

5. Alternating constipation and diarrhea......... 01 2 3 cream/milk... ciesisaeis NG YES

6. Diarthea............coceieeiviiiiiiiiaiaen.. O 1 2 3 11. History of ulccr or gasmtls .......... NO YES

7. Roughage and fiber causes constipation...... 0 1 2 3 12, Commentulcer. ... NO YES

8. Mucousinstools.........eeeneeiiniiiiieennn... 0 1 2 3 13. Black stool when not taking iron

9.  Stool poorly formed..........c.ceeeneeeenn.. 0 1 2 3 supplements.........coeenieennannn.... NO YES

10, ShinyStool. . covommmmmmmne i 0o 1 2 3

11. Three or more large bowel movements daily 0 1 2 3 1D:

12. Foul smelling stool................ccoeeeeee ... 0 1 2 3 1. Seasonal diarrhea..................... 0 1 2 3

13. Dry, flaky skin and /or dry briitle hair........ 0 1 2 3 2. Frequent and recurrent infections

14. Pain in left side under rib cage................. 0 1 2 3 (Colds) e e 0 1 2 3

L L 0 1 2 3 3. Biladder and kidney infections....... 0 1 2 3

16. Food allergies..........ccoeeeeniinnnininnnnnenn. 01 2 3 4. Vaginal yeast infection............... 0 1 2 3

17. Difficulty gaining weight........................ 0 1 2 3 5. Abdominal cramps..................... 0o 1 2 3
6. Toe and fingernail fangus............ 0 1 2 3
7. Alternating dlarrhea/consnpanon. . 0 1 2 3
8. Constipation... . oy 0 1 2 3
9. History of antlblotlc use.. «--== NO YES
10. Meat eater... TSR e NO YES
11. Rapidly fas]mg VESION ovecnsaicivies NO YES




HA: IIB:
1. Intolerance to greasy foods........................... 0 1 2 3 1. Swolen eyes (bulging)................ o 1 2 3
2. Headaches after eating. ...................veevunnnne. 0 1 2 3 2. Strong smelling urine.................. 0o 1 2 3
3. Light colored Stool......c.ouuieiiinerinieiiieienn, 0 1 2 3 3.  Thick skin and fingernails............ o 1 2 3
4. Foul smelling stool................ovvvvenueaeaeennnn 0 1 2 3 4. Pryslon......ocmmmmnnsens o 1 2 3
5. Less than one bowel movement daily............... 0 1 2 3 5. Sensitivetothecold................... 0o 1 2 3
6. Constipation.........o.oooemimniimiieiirivivereincenn. 0 1 2 3 6. Coldhandsand feet................... o 1 2 3
T HardStoolocwevnivnnamemnanin sy 0 1 2 3 7.  Excessive menstrual bleeding. ....... o 1 2 3
8. Souwrtasteinmouth....................cccociiieeennnn 0 1 2 3 8. Chronic fatigue.......ccocoeeeene..... o 1 2 3
9.  Grey colored skin.........cccoeeimeminiiiiiiinn, 0 1 2 3 9. Trouble waking up in the
10. Yellow in whites of €¥€S.........oovivuviinnninnnnns 0 1 2 3 morning........... et 0o 1 2 3
11. Badbreath................cooiiiiiiiiii 0 1 2 3 10. Dcpressed apathctlc ................... 0 1 2 3
12, Body 0dor......coeommiiieiaiiiieiiii e 0 1 2 3 11. Lowsexdrive.......covvveumunnnnn.... 0o 1 2 3
13. Fatigue and sleepiness after eating................... 0 I 2 3 12. Puffy, wrinkly skin.................... 0 1 2 3
14. Pain in right side under rib cage.................._... 0 1 2 3 13. Sugar causes irritability and mood
15. Painful to pass Stool......oceveiinee i, 0 1 2 3 R3S 0o 1 2 3
16. Retain WateF.......cooueeieienienieieree e ceneee 0 1 2 3 14. Premenstrual tension.................. o 1 2 3
17. Bigtoepainful..o...... ... 0 I 2 3 15. Constipation...........cceeenvveenan..... 0 1 2 3
18. Pain radiates along outside of let... 0 1 2 3 16. Thinning or loss of outside portion
19. Dry skin/hair........ccoeuemmiiiineieeeceeeann. 0 1 2 3 of eyebrow.........cccociiiirninninnnas NO YES
20. Redbloodinstool.........cccorveinrnnnnn..n. O NO YES 17. Gain weight easily..................... NO YES
21. Have had jaundice or hepatitis....._.................. NO YES 18. Anemia unaffected by iron............ NO YES
22 High blood cholesterol and low HDL 19. Axillary (armpit) temperature below

CHOIESEEIO] v e e cmsmums vis B S0 th ot NO UNKNOWN YESqo SR cvocsinvmvossuvomssasssosig NO YES
23. Is your cholesterol level above 200................... NO UNKNOWN YES 14 glowreflexes......ooovvove..... NO YES
24. 1s your triglyceride level above 115.................... ~NO UNKNOWNYES o pnferitity ... ... . NO YES
I A: mc
1. Sensitive to exhaust fumes, smoke, smog, 1. Itching of nose oreyes................ 0 1 2 3(5)

petrochemicals: . cucvansms s menimmens 0 1 2 3 2. Itching of roof of mouth or
2. Periodic constipation.................ooviniiiniiennnns 0 1 2 3 et ccvoes sy 0o 1 2 3(5)
3. Cannot tolerate much exercise........................ 0 1 2 3 3. Migraine headaches... v NG YESuo0)
4. Depression or rapid mood swings.................... 0 1 2 3 4. Entire body aches, pamfulto
5. Darkcirclesunderthe eyes........................... 0 1 2 3 touch......... S S S 0o 1 2 3
6. Dizziness upon standing..............c..euveeene.ee. 0 1 2 3 5. Swollen joints........cceueeemneen.... 0 1 2 3
7. Lack of mental alertness.........c..ocooeeieoo... 0 1 2 3 6. Food sensitivity or allergy............ 0 1 2 3
8.  Catch colds easily when weather changes 0 1 2 3 7. Certain foods make you sick,
9.  Headaches......cssmisscmsessssn s 0 1 2 3 depressed, Jlttery ceeenee 0 1 2 3
10. Difficulty breathing...........c.cooceeeiivrveinnn... 0 1 2 3 8. Chronicpain........cccvevieneeennn... 0 1 2 3
11. Water retention.. : 0 1 2 3 9. Painful stomach and/or intestine..... 0o 1 2 3
12. Eyes sensitive to bng,ht hght. .......................... 0 1 2 3 10. Alternating constipation and .
13. Feel weak and shaky................__.oooiiiiuennnnee. 0 1 2 3 AIAITHER v soamuninsssuiasaasusmians 0 1 2 3

11. Mucous in throat........c.cc..o...... 0 1 2 3

mB 12. Postnasaldrip.......................... 0 1 2 3
1. Inflamed or bleeding gums...............ccvveneen... 0 1 2 3 13. Discharge from eyes.......ccc.eee.o... 0 1 2 3
2. RuUmningnose......ccc..eveeeveeeeneenen. NS 0 1 2 3 14. Watery €yes....oovvemeeneeneennennnn.. 0 1 2 3
3. Getboilsorstyes........cocoooooomoimiiiiiran. 0 1 2 3 15. Puffiness or dark circles under eyes 0o 1 2 3
4. Nosebletlsiom e psnmnrassrmuros 0 1 2 3 16. Ear discharge or ears stuffed up..... 0o 1 2 3
5. Lossofsmell........cccocooiiiimiiiiiiiiiiiiinninnan, 0 1 2 3 17. Nasal congestion....................... 0 1 2 3
6. Throat infectons...........ccueeemeueeeninnn e, 0 1 2 3 18. Runningnose..............cccceeneone. 0 1 2 3
7. Cold sores, feverblisters..................ccooevneen.. 0 1 2 3 19. Breathe through mouth............... 0 1 2 3
8 Lossoftaste.......oooimiiriiiiiiiiiie e 0 1 2 3 20. Swollentongue....................._.. 0 1 2 3
9. Poorwoundhealing........................ccoeeunnen. 0 1 2 3 21. Difficulty swallowing................ 0 1 2 3
10. Hairfalls out...o...oooieeiiiiiieee e 0 1 2 3 22, Bedwetting.......cooevmeeuevnnennnnne. NO YES(S5)
11. Swollen lymph glands.................................. 0 1 2 3 23. Hyperactivity... 0 1 2 3
L 00 T O — 0 1 2 3  24. Chronic lung congcstmn ............. 0 1 2 3
13. Hairgrowsslowly............o...cooiiimmniirannannnnn. 0 1 2 3 25. Use aspirin, Tylenol regularly ...... NO YES
14. Slow to recover from cold or flu....................... 0 1 2 3 26. Wheezing... 0o 1 2 3
15. Catch coldsor flueasily............coceuvieenveneennnne. 0 1 2 3 27. Skinrtashes.............coveeeivennanns 0 1 2 3
16. Bumpy skin on back of arms........._................. 0 1 2 3 28. SNEEZING.....eeeueeennii e, 0 1 2 3




IV A: IVB
1. Difficuity breathing at night.................... 0 1 2 3 1. Cold hands and feet.............._.. 0 1 2 3
2. Chest pain while walking....................... 0o 1 2 3 2. Slurred Speech... o 1 2 3
3. Heavinessinlegs......ooooeeneiniinnvnennennnn., 0 1 2 3 3. Calf muscles cramp whde walkmg 0 1 2 3
4. Calf muscles cramp while walking.....__...... 0 1 2 3 4. Headaches........cccceeeunennnnnnnnn. 0 1 2 3
5. Heartpounds easily..............oceeeeenn...... 0 1 2 3 5.  Numbness in extremities 0 1 2 3
6.  Eeel et npnssnmeranee s 0 1 2 3 6. Poor concentration................... 0 1 2 3
7.  Heart misses beats or has exira beats......... o 1 2 3 7. Ringinginears..........cccceuuene... 0 1 2 3
8. Swelling of feet and ankles..................... 0o 1 2 3 8 Earcamalhbair........................ NO YES
9. Rapid beating heart..................oeo.. 01 2 3 9. Tingling and/or burning in hands
10. Heartburn after eating........................... 0 1 2 3 orfeet. e NO YES
11. Paininleftamm..........oocoooooiiiininis 0 1 2 3 10. Spider veins on nose and/or face..  NO YES
12. Exhaust with minor exertion.................... 0 1 2 3
13. Do you acrobic exercise?..........coeeeeeeoeeoe YES NO IV
14. Have you ever exercised regularly?........... YES NO 1. Pain when getting up in morning
15. Drink 5 or more cups of coffee dm]y? ......... NO YES in back of head and neck.......... 0 1 2 3
16. Severecough...........ocoooiiiiiiiii NO YES 2. Dizziness.......cccceiiininennn... 0 1 2 3
17. Has a doctor ever told you that you have 3. Vertigo... o 0 1 2 3
heart trouble? ..o, NO YES(6) .4. Blushing w1ﬂ1 no apparent cause 0o 1 2 3
: 5. Is your blood pressure high?..... NO YESao
V A: 16. Forpetfil...cwmesmrmrmenme 0 1 2 3
1. Dizziness when standing suddenly............ 0o 1 2 3 17. Calmer after eating..............._.. NO YES
2. Loss of vision when standing suddenly....... 0o 1 2 3
3. Craveswerts...o s s st 0o 1 2 3 VB:
4.  Headaches relieved by eating sweets or 1. Night sweats 0 1 2 3
alcohol.......oi c 1 2 3 2. Increased thirst...................... 0 1 2 3
5. Feel shaky or Jittery........coooooevinnniaennn... 0 1 2 3 3. Lowered resistance to infection 0 1 2 3
6. Irritable if a meal is missed.................___. 6 1 2 3 4. Fatigue......ccooverciinniinannnnen.. o 1 2 3
7. Wake up in middle of night craving sweets... 0 1 2 3 3. Boils and leg sores.. - o 1 2 3
8. Feel tired or weak if a meal is missed.......... 60 1 2 3 6. Lesions, cuts take a long t:mc to
9. Heart palpitations after eating sweets. ......... 0 1 2 3 T o 1 2 3
10. Need to drink coffec to get started............. 0 1 2 3 7. Overweighti......ccccovmmmmi, o 1 2 3
11. Impatient, moody, nervous...................... 0 1 2 3 8.  Feel pick up from exercise......... 0 1 2 3
12. Feel tired 1 to 3 hours after eating....... 6 1 2 3 9. Failing eyesight.............c........ 0 1 2 3
13. PoORMEMOTYi .o v sesossori s o 1 2 3 10. Crave sweets, but eating sweets
14. Feel faint.......coocoomimiiiiiiiiiiein 0o 1 2 3 does not relieve symptoms.......... o 1 2 3
15. Poor concentration...........ocoooeeioenennnn.... o 1 2 3 11. Family history of diabetes......... 0o 1 2 3
12. Sugarinurine..........c..c.oo.... NO YES
VIA: 8. Ratiling mucous when you breathe 6 1 2 3
L Chestpaill. . oo iiisiinimanmsnsanses o 1 2 3 9. Sensitive to SMOgZ......ceeveueei oo 6 1 2 3
2. Chroniccough . .....o.ooiiniiiiieieecaannn, o 1 2 3 10. Infections settle in lungs............. 0 1 2 3
3. Difficulty breathing.................oooomeennne. 0 1 2 3 11. Live or work around people who
4. Coughingup blood.............................. ¢ 1 2 3 SIMOKE s owonanewrsm e iggen 0 1 2 3
5. Coughing up phlegm............................ o 1 2 3 12, Bronchifis..............oievnenna. . NO YES(10,
6. Painaround ribs................ccocoooooo.. 0 1 2 3 13. Exposed to chemicals and radiation ~ NO YES(6)
7.  Shortness of breath.............................. 0 1 2 3 14, SMOKET.....cceonrrerrrrrrrrrenne . NO YES(©)
VII A: 11. Sirong smeiling urine................. 0 1 2 3
1. Frequent urination.............................. 0 1 2 3 12. Back or leg pains associated with
2. Frequent bladder infections.................... 0 1 2 3 dripping after urination............... 0 1 2 3
3. Rarely need to urinate... 6 1 2 3 13. History of kidney or bladder
4. Urination when you cough Of SReeZe......... 0O 1 2 3 IFEOHON. . sssinns svssssansassmivivie NO YES
5. Coughing up phlegm............................ 0o 1 2 3 14, Have used antibiotics to control
6. Difficulty passing urine...........coceeeeooo.... 0o 1 2 3 urinary tract infections............... NO YES
7. Shortness of breath.................o.o.oooiall 0 1 2 3 - IF YES, WHEN DID YOU LAST USE THEM?
8. Can’tholdurine..............o..coueeenn.. 01 2 3 5 St it
9. Sensitive 1o SMOg........................... 01 2 3 :g gg‘;‘;]mfw‘?ﬁﬂ‘r;ﬁdgg AlBearene o 3 @ g
10. Cloudy urine.......oo.o.ooveuiinnieeoicnaannnnn, 0o 1 2 3 T A R e 0 1 2 3




- (Males Ontly)

| VII A: 2. Lowsexual drive...................... 0 1 2 3
1. Difficulty urinating._........................... 6 1 2 3 3. Premature ejaculation................ 0 1 2 3
2. A sense of bladder fullness... 6 1 2 3 4. Pain/coldness in genital area......... 0 1 2 3
3. Increased slrammg with smaller and smalk:r 1 - ] L NO YES(S
amounts of urine passed........................ 01 2 3 6. Varicose veins on scrotum..........  NO YES
4.  Rose colored (bloody) urine................... 0 1 2 3 7. Low Sperm count..................... NO YES(S
5. Pain or burning while urinating.............._. 0o 1 2 3
6. Wake up to urinate at night.....__._._.......... 0 1 2 3 v
7. Dripping after urination ...........coccoeeeo.... 0o 1 2 3 1. Discharge from penis................ 0 1 2 3
8.  Pain or fatigue in the legs orback.............. 0 1 2 3 2. Past or present rash on pems........ 0o 1 2 3
9. Iackofsexidrive. ... v 0 1 2 3 3.  Swolien genitals...................... 0 1 2 3
10. Ejaculation causes pain..........c.ccceveeenenn 0 1 2 3 4. Swelling in groin.......ccceeeeeanea.. 6 1 2 3
5. Venereal disease (gonorrhea,
VII B syphilis, herpes or other)............ NO YES©
1. Difficulty attaining and/or maintaining an Have V.D. now?
ETRCHION cwcus s waswns s SR E eSS e A 8 0 1 2 3 Had m past?
(Females Only)
IX A: Circle if you experience any of these 11. Craving for sweets................. 0 1 2 3
symptoms within approximately 2 weeks 12. Insommia......c.coceveneeeeiacennen 0 1 2 3
{ovulation) prior to menstruation (Section A Only) 13. Light scauty blow ﬂow ............ ¢ 1 2 3
1. Monthly weight gain...................cco.e.e. 0 1 2 3 14. Pain and cramps without blood
2. DEPression.......cocueuniremeeeeaeieeaeeneenaann 0 1 2 3 HoW. oo snsenmmmrsn s 0o 1 2 3
3. Moodiness/irritability..........covieininnenn. 0o 1 2 3 15. Heavy menstrual bleeding......... o 1 2 3
4. Bloating and swelling........................... 0O 1 2 3 16. Anxiety about menstrual cycle.... 0 1 2 3
5. Nausea and/or vomiting......................... 6 1 2 3 17. Pain during period is progressively
6. Suicidal feelmg .................................. NO YES(10) getting worse with time............ 0 1 2 3
7. Anxiety... 0O 1 2 3
8. Leg cramps and tendemess .................... 0 1 2 3 IXD:
9. ASthmaatiokS.one vnmmsssanmnesss NO YESQ10) 1. Vaginal bumps and sores.......... 0o 1 2 3
10. Headaches......c.covieeeeninniniiiiicenanannns, o 1 2 3 2. Pubicareasore.......c.c.c.oeuuen.... 0 1 2 3
11. Easily distracted..........cccoooiiiiiiiiiniiinn o 1 2 3 3. Ovarian CyStS..c.coeeecenirnnncnnnns 0 1 2 3
12, SANGOT: i e o 1 2 3 4.  Uterine cysts NO YESao)
13. Tender breasts..........ccccceeeceereriennnnnnnn, 6 1 2 3 5. Pain in OVaries.......oceeeeeranecens NO YESao
14. Low backache.......occevvminieiiiiiiiinnn.... 0o 1 2 3 6. Breastlumps..........c...ovoeo..... 0o 1 2 3
15. Other 7. Breasts sore to touch............... NO YESuo
8. Breastspainful...................... 0o 1 2 3
B B: - 9. Water retention..................... 0o 1 2 3
1. Vaginalitching..................ooienininnn. 6 1 2 3 10. Swollen feeling..........c.ceene... 0o 1 2 3
2. Vaginal discharge..........coocoveveinino. 0 1 2 3 11. Premenstrual breast pain or
3. Lowornodesireforsex......................... o 1 2 3 discomfort..........c.ocoieel.l. 0 1 2 3
4. Dislike for intercourse............ccueuvueean.n. 0 1 2 3 12. Mother used D.E.S. (hormones)
5. Missed periods . cscsnsnnamrmanrasoes NO YES(9) while pregnant...................... NO YES
6.  Over 15 years of age and have not begun 13. Recent pap smear positive......... NO YESqsy
MEenSUAtioN. .. .o cveerieeen s cea e eeeean e NO YES 14. Family history of breast cancer... NO YES
7. Unable to get pregnant......................... NO YES 15. Form of birth control: __ Nome __ Pill __ [UD __ Sponge
8. Miscarriages..........ocoooiiiiiiiiiiiaeas NO YES Diaphragm ___ Foam Other
How many -
I N 0 111, | TS ———— NO YES IXE:
Hlowrmey L s ooy 0 1 2 3
2. Nightsweats.........cccvuvevrenennn. 0 1 2 3
IX C: Check if you experience any of these 3. Hysterectomy.........cccceeneeneenn. NO YES
symptoms during menstruation (Section C only) 4. Depression/Mood swings.. 0o 1 2 3
1. Low abdominal pain.. o 1 2 3 5. Insommia.............ccoeooieinnnnnnn. 0 1 2 3
2. Dull ache radiating to low back or legs 0 1 2 3 6. Craving for sweets.................. 0O 1 2 3
3. Increased urinary frequency.................. o 1 2 3 7. Heavy bleeding two weeks/month 0 1 2 3
4. Pelvicsoreness.........cccoconvivinrieinninns 0 1 2 3 8. Sweating throughout the day...... o 1 2 3
5. Diarrhea.....coceieiiiiiiiiii e eaan 0o 1 2 3 9. Dryness of skin, hair, and vagina.. o 1 2 3
6. Headathesi . wrsunmmmmmres 0o 1 2 3 10. Painful intercourse.................. 0o 1 2 3
7. Abdominal bloating. ........................... 0 1 2 3 11. Vaginal pain.........ccceaneumennnn... 0 1 2 3
8. Menstrual pain........c..ooocoiiiiininininnaaas o 1 2 3 12. Vaginal itching. ...................... 0o 1 2 3
9. Nausea and/or vomiting....................... 0 1 2 3 13. Osteoporosis (Bone loss)........... NO YES
10. Have to lic down on first 1 or 2 days of
Pertod: .. cocccinssvasc i s s s sav e o 1 2 3




X A: 3. Muscle cramps........oocoveveeennno. 0 1 2 3
1. Pamimfingers.. ... 0 1 2 3 4. Pammarms hands.............____.. o 1 2 3
2.  Bopes sore/painfil............___ooooooo. . 6 1 2 3 5. Legcrampsatnight................... 0 1 2 3
3. Eatmeat.........ooooooooeoiii ... 0 1 2 3 6. Stuffall Overicooociioe i, 0 1 2 3
4 Cavilies....ceoeeceeeccieeeeeenr e eaaaeans o 1 2 3 7. Stffinmorning.........ccceeeveeneeee ¢ 1 2 3
3. ATIScoc o o 1 2 3 8. Unabletositstraight.................. 0 1 2 3
6. Drink carbonated beverages/soda. .. oz. per week  YES 9. Pain in neck and/or shoulders........ 6 1 2 3
7. Gumdisease........oooooeereenveaas oo NO YES 10. Backpain.......ococemeeemeaoo ... 0 1 2 3
8. Boneloss......oooieiiiiiieioiaae NO YES
9. Calciumdeposits...............ccoooooiioiiiio. NO YES XC:

10. Useantacids...._............_. - #perweck YES 1.  Over-flexible joints (doublejointed) © 1 2 3
11. Demfures. .. oo.ciomioemceeceeeeeannnnn. NO YES 2. Back PAD. i s ¢ 1 2 3
12. Bone deformity........coceeeeeeeeeeneceeec... NO YES 3. Swollen knees/elbows................. 6 1 2 3
13. Told you have ostcoporosis/ostcomalagia... NO YES() 4. Athlefic BUIy.......oooeeveseeceennees 0 1 2 3
14. Recent bone fracture..........__............._.. NO YES = L R — 0 1 2 3
15. Are you post menopausal..........c............ NO YES 6. TendomitiS..-.oooooveoveeeeneeneeeeenne. 0 1 2 3

7. Jointpaim . ......ooooiiooiooiil. 0 1 2 3

XB: 8. SlippeddiSC..eeuvreeinieiceaaenne. NO YES»
1. Musclespasms...........coooooeiioi . 0 1 2 3 9. Hemniated disC.......cceuneemeeennnee... NO YESao
2. Tightness in shouldermuscles.._...___... .. 0 1 2 3 10. Lossmbheight... ..o .. NO YES

11. Injure easily.......ccoooeeemeemnneen. .. NO YES

X
1. Head feelsheavy...............ocooooeiiiii... ¢ 1 2 3 10. Loss of grip strength.................. 0 1 2 3
2. Light headedness/fainting..._..___.._...._.... 0 1 2 3 11. Tingling pain sensation............... ¢ 1 2 3
3. Lossofbalance.......cceeooo ... 0 1 2 3 12, ConvulSions:. oo NO 1 2 YESao
4. DIzZziness........ooooiiieeeti e, 0 1 2 3 13. Incoordination................. 6 1 2 3
5. Ringing/buzzing inears....__............___.... 0 1 2 3 14, Nervousness..........ccccooooomnnnnn... ¢ 1 2 3
6. Tremblinghands............___............__... 0 1 2 3 15. Accidentprone. __...........c...uee.. NO YES
7. Loss of feeling in hands and/or feet (toes).... 0O 1 2 3 16. Loss of muscletone................__. NO YES
8. Exhaustion on slightest effort.................. 0 1 2 3 17. Need for 10-12 hours of sleep....... NO YES
9. Limbs feel too heavy to holdup...........___. 9 1 2 3 13. Havehad shingles...__..__.........__. NO YES

- Xn -
L. Nightmares:.....c.comemcenssmm . 0 1 2 3 6. Awake frequently throughout the
2. Canifallasleep.......cooovvvueeeo ..., 0 1 2 3 11721 | SRS, NO YES
3. Intensedreams.........o....c.oooooooooeonn.. .. 0 1 2 F 7. Wake up in the middle of night,
4. Leg cramps/restless leg atnight......_____.... g 1 2 3 can’t fall back to sleep................ NO YES
5.  Restless, uneasy sleeper.............__._....... 0 1 2 3 8. Sleepwalk......................... NO YES




IMPORTANT

TO THE PATIENT: Please list below the five main heath complaints you have in order of their importance:

1.

Do you have any other symptoms that have not been covered in the questionnaire?
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