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Medical History: First Visit Form  

 
Welcome to Best of Both Wellness, Holistic Medical Practice.  

 
Thank you for investing your time in laying the foundation for our therapeutic partnership 
going forward.  
Please complete this form with as much detail as possible - the more information I have, 
the closer we can get to finding the root cause of your dis-ease. The more detail the bet-
ter.   

 
Please attach any relevant medical results, reports and medication/supplement lists 
(should you require more space).  
If you have had tests (bloods, urine, etc) done recently, please ask the practice manager 
to request these from Pathcare before our consultation.  

Please find attached the following scoring charts: DASS (Depression, Anxiety and Stress 
Score) and Bristol Stool Chart.  

   
1. Patient information   

Title, Name & Surname:  

Home Address:   

Referred by:   

Date of birth   

Age & Gender   

Marital status  

How many children do you 

have and what age are they? 
 

 

 
 

 



 

 
 
 
 
 

2. Main complaints/reason for consultation  

Main concerns  Duration of problem 

  

  

  

  

  

  

  

 

3. Surgical history  

Previous surgery  Age at time of surgery  

  

  

  

 

4. Admission history  

Admission to hospital for reasons other than surgery (including mental 

health/rehab)? 

Date and duration of 

admission, add thera-

pies if applicable 

(physio, speech thera-

py, etc) 

  

  

  

  

 



Allergy history Describe the reaction 

Allergy to Medication 

Allergy to any foods 

Allergy to seasonal allergens (hayfever due to 

pollen, crop spraying, grass, etc) 

Sensitivity to metals (jewelry, equipment, etc) 

6. Medications

Current medication Dosage and duration 

7. Supplements

Supplements (vitamins, homeopathics, herbal meds, tissue salts, etc) Dosage, BRAND and 

duration 

Have you discontinued use of any supplements or medications in the past year? 
Reason?

5. Allergy history





Condition  Yes or No. If YES, specify date of diagnosis, 

treating doctor and severity. Please attach rel-

evant medical results/reports.  

Depression (please complete DASS score 
attached) 

 

Diabetes (if yes, include type and recent 
HBA1C result) 

 

Eczema   

Epilepsy   

Fibromyalgia   

Gout   

Hepatitis (if yes, type and how it was con-
tracted) 

 

HIV (if yes, include CD4 count, viral load 
and dates) 

 

Hypertension (if yes, recent average read-

ings) 

 

Kidney stones   

Malaria   

Migraine/headaches  

Renal disease   

“Spastic colon”/IBS/Leaky gut   

Psoriasis   

Thyroid (hypothyroid, hyperthyroid, Hash-
imoto’s?) 

 

9. Medical History   
Have you ever been formally diagnosed with any of the following: 

Continued ...



Condition  Yes or No. If YES, specify date of diagnosis, 

treating doctor and severity. Please attach rel-

evant medical results/reports.  

Tick bite fever/Lyme’s disease   

Gallstones   

Hayfever/seasonal allergies (specify)  

Porphyria/other bleeding tendencies   

Diverticulitis (if yes, last colonoscopy date)  

Crohn’s (if yes, last colonoscopy date)  

Ulcerative colitis (if yes, last colonoscopy 
date) 

 

Lung disease (COPD, silicosis, etc)  

Lymes disease or Tick Bite Fever  

Yeast infection (thrush, fungal skin rashes, 
etc) 

 

Female: Gynaecological issues (prolapse, 
incontinence, bladder infections) 
Male: Urogenital issues (Erectile dysfunc-
tion, urinary stream issues, prostate, etc) 

 

Other   

9. Medical History   
Have you ever been formally diagnosed with any of the following: 

Continued ...



Medical problems/cause of death in the following family members (di-

abetes, thyroid, cancer, heart, stroke, etc) 

Please specify dis-

ease and age of diag-

nosis/demise 

Sibling   

Other   

 
11. Work  

What work do you currently do? 

What work do you currently do, what position do you fill?  

Have you changed jobs in the past 2-3 years? Reasons: 

How would you rate your stress levels at work from 1-10 (1=NO STRESS, 10 = UNBEARABLE) 

Are you exposed to any environmental health risks at work (chemicals, infectious risk, long 

hours, pollution, etc) 

Do you find your current employment fulfilling on a scale of 1-10? (1=Soul-destroying, 10=my 

work is my life s purpose) 

 
 

12. Psychological  

Inner and outer worlds 

Do you have a solid support network of friends and family close by? 

Do you have someone you trust, to whom you can speak freely about your problems (name)? 

Are you living with a partner/house-mate/friend/alone? 

Have you been for psycho-therapy or other self-actualizing therapies before? Specify outcome: 

Are you spiritual or religious (specify)?  

Are you more an A-type personality (go-go-go, over-achiever, competitive, highly organized, 

ambitious, impatient, highly aware of time management and/or aggressive)? 

Are you more a type B personality (more relaxed, less 'neurotic', leave the world be”, some-

times seen as lazy)?  

 
10. Family history  

Medical problems/cause of death in the following family members (di-

abetes, thyroid, cancer, heart, stroke, etc) 

Please specify dis-

ease and age of diag-

nosis/demise 

Mother  

Father  

Sibling   



What is your current body composition (lean, 

medium, overweight)? 

How much do you currently weigh (kg)?      What is your height in metres? 

What is your ideal (comfortable) weight? Hip circumference measurement (cm):      

Waist circumference measurement (cm):   

What was your best weight ever?  

What is your heaviest weight ever?  

How to measure? Visit: 

https://www.sweetberries.com.au/sizing-

guide/ 

Have you gained or lost weight in the past 5 

years? 

Reason? 

What measures (if any) have you taken to 

lose/gain weight in the past? 

 

Do you feel that you need to gain or lose some 

weight?  

Have you suffered from an eating disorder (in-

cluding binge eating) before?  

14. Lifestyle Habits

Do you partake in the following? Specifics (this is very important & confidential) 

Alcohol use: (wine, beer, hard-tack).  

How many units per week 

Smoking: Tobacco or pipe vs cigarettes, how 

many, since what age? 

Drugs: marijuana (oil or smoked), other recrea-

tional drugs? How often, since what age? 

Social media or TV/internet/phone/computer 

use: How many hours per day? 

Has anyone close to you voiced concern or 

annoyance at your use of social media or 

TV/computer/phone use?  

Addiction history 

13. Body composition

What is your current body composition (lean, 

medium, overweight)? 

Yes No

What has worked, what has failed?



Routine activities  Specify  

How do you feel after exercise? (sore muscles, 

energized, exhausted, relaxed) 
 

SLEEP: What time do you go to bed, what time 

do you rise? 
 

What is your sleep quality like (good, poor, var-

iable)?  
 

Do you wake feeling rested or tired?   

Do you struggle to fall asleep at any point in 

the night? (Beginning, early hours, both) 

 

Reason (anxiety, over-thinking, �tired but 

wired”, children/baby, etc)  

 

Do you snore?  

Do you stop breathing while sleeping?  

Do you take a sleeping tablet ever? Which 

one? 
 

How is your general mood? *Please complete 

DASS chart attached if you experience low 

mood , anxiety or stress) 

 

MINDFULNESS: 

Have you tried meditation, if so, how many 

minutes per week? 

What hobbies do you enjoy?  

 

What self-care practices do you do, if any?  

(Massages, beauty therapies, sauna, me-time 

etc) 

 

What do you do for relaxation? (Meditation, 

journaling, art, dancing, social, TV , etc) 
 

 

15. Daily lifestyle  

Routine activities  Specify  

EXERCISE: What type of exercise do you?  

How often per week?  

Do you enjoy this exercise?   



Excessive gas (belching or from below) 

Abdominal cramps (Location?) 

Reflux (heart-burn) 

Change in stool recently (specify) 

How many times per day do you pass stool? (If not daily, how many days 

do you wait?) 

Consistency of stool generally (Please see Bristol Stool Chart, attached, 

for details)  

Blood or mucus in the stool 

When was your last parasite cleanse/treatment? 

Very foul-smelling gas/stool 

Dark, tar-colored stools 

Pale, white stools (usually float) 

16. Digestion

Do you experience any of the following symptoms? If YES, rate severity 

from 1-5 (1=very 

mild, 5= severe). 

State frequency (e.g 

daily, after each 

meal, weekly, rarely) 

Bloating of the abdomen  



Energy drinks (Red Bull, Lucozade, etc) 

Dairy products (milk, yoghurt, cheese, ice-

cream, cream, etc).  

If NO, specify substitutes.  

Gluten-containing products (wheat bread, rye, 

oats, pasta, pizza). 

If NO, specify substitutes. 

Vegetables per day (in cups, estimated). 

Animal protein (specify red meat, chicken, fish, 

eggs) 

What is your average breakfast meal? 

What is your average lunch meal? 

What is your average dinner meal? 

What do you usually snack on, if you snack? 

Do you have cravings (salt, sugar, coffee, etc) 

Do you have an excessive or poor appetite? 

Do you sometimes comfort eat or binge on 

food? 

17. Diet

Who cooks your food?
Please add your food diary for 3-7 days leading up to your consultation 

Foods/beverages  Specifics: portions per day/week 

Do you follow a specific type of diet program? 

(e.g. Vegan, Paleo, Keto, Carnivore, etc).  

How many Coffees/day  (do you add milk & 

sugar)  

Tea (type and milk or sugar?) 

Sugar (sweets, chocolate, desserts, soda 

drinks). If NO, what sweeteners or substitutes 

do you use? 

Water intake (liters per day)  

Favorite cheats”(chips, fast food, Mc Donalds, 

Chinese, etc) 

Quantity MIlk/Sugar        Yes         No

Quantity MIlk/Sugar        Yes         No



Do you suffer heavy/painful/prolonged peri-

ods? 

Have you noticed any change in your cycle in 

the past year? 

Date of last normal period 

Are you in Menopause? (since what age) 

Hormone Replacement Therapy? State history 

if YES 

Polycystic Ovarian Syndrome 

Endometriosis  

Hysterectomy (ovaries intact?, what was the 

reason for surgery) 

Hormonal symptoms (PMS or Menopause) 

(1=mild, 5=severe) 

Hot flushes 

Skin dry 

Poor memory 

Weight gain on tummy area 

Hair growth on face 

Fatigue 

Vaginal dryness 

Unclear thinking 

Swelling/fluid retention 

Poor sleep 

Vaginal thrush 

Bladder leaking 

Hair loss/thinning 

Low libido 

Moody/irritable 

Cellulite 

Sweating more than usual/night sweats 

Female patients only 

Gynae history Specify duration/date/severity/treatment  

Number of pregnancies  

(Normal or Caesarian) 

Complications 

Difficulty falling pregnant (IVF,  etc) 

Contraceptive history 

Current contraceptive use 

Menstrual cycle length (days) 

Do you have regular/irregular periods 



Do you experience any of the following? Duration and severity of complaint 

Erectile problems or poor sensation  

Problems with ejaculation 

Low libido  

Fertility problems 

Tendency to procrastinate 

Grumpy 

Aggressive outbursts  

Anti-social  

Fall asleep in front of the TV 

Sleep apnoea/snoring 

Urinate more at night 

Low urination pressure, have to wait for flow 

Fatigue  

No longer enjoying the things you used to 

(hobbies, work, etc) 

Male patients only 
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