Lifestyle medicine HEALTH HISTORY QUESTIONNAIRE
NAME_________________________________DOB__________________AGE________TODAY’S DATE_______________

1.Which PRIMARY  area of Lifestyle medicine do you want to start with? MARK ONE ONLY with an X      
· Evidence-Based Nutrition     ____
· Physical Optimization:          _____
· Sleep/ Menopause:               _____
· Preventative genetics and environmental health factors: _____
2.What are your top goals for why you are doing this consultation (example: relieve symptoms, weight loss, longevity, to feel better, concerns about family history or personal medical history:
__________________________________________________________________________________________
3. Medical History – list all diagnoses (example hypothyroid, high cholesterol) 


4. MEDICATIONS: (list all over the counter or supplements as well)


5 PREVIOUS SURGERIES: 

6. MENSTRUAL HISTORY (those assigned female at birth only)    
Are you still having periods?   ______  _Yes  _______ NO
MENOPAUSAL SYMPTOMS___________________ 
HORMONE REPLACEMENT THERAPY _____Yes  ______ NO
 DURATION OF HORMONE USE_____________________
Ave you ever been pregnant?           ___ ___Yes    _______ No

7.DO YOU HAVE ANY ALLERGIES TO MEDICATIONS? ___________________________________________
8. Occupation: ________________  
9.DO YOU SMOKE? _______   DO YOU USE RECREATIONAL DRUGS? ____  DO YOU DRINK ALCOHOL___INTAKE/week_____

10. DOES ANYONE IN YOUR FAMILY HAVE A HISTORY OF:
_____BREAST CANCER	_____COLON CANCER	_____OVARIAN CANCER	_____OSTEPOROSIS         OTHER ______________
[bookmark: _heading=h.gjdgxs]_____UTERINE CANCER	_____HEART DISEASE	_____DIABETES		_____BIRTH DEFECTS OR GENETIC DISORDERS


