Five Seasons Health

New Patient Information

                                                                                                                            Today’s Date___________________________

Name 


   

                              Birth Date  _______________
Address ___________________________________________________________Home ____________________       
City                                           State             Zip                  Cell   ____________________                        
Email

  
                 @

                               Work  ___________________
Which phone number is best to reach you on?  ________________________________
Occupation_________________________  Height:____    Weight:____   Age:____  

Gender:  F / M     Marital Status: S / M / D / W
   

Name of Spouse/Significant Other__________________________________
# of Children ____  # at home ____  Children’s Names ____________________________                       

__________________________________________________________________________
Parent/Guardian (if patient is a Minor)__________________________________________  
How did you find Dr. Ellsworth?                                     Referred by __________________  
Please list your health concerns:
1._____________________________________________________________________________________________________________

2._____________________________________________________________________________________________________________

3._____________________________________________________________________________________________________________

4._____________________________________________________________________________________________________________                                                                                                                                                                                                                        

	Please list your other health professionals  (they will not be contacted without your consent)

	Name
	Specialty
	Office Location
	Telephone

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Drug allergies _____________________________________________________________

Food or other known allergies  _______________________________________________________
Have you ever been tested for food allergies? Y / N  ______________________________

List any food cravings_______________________________________________________________

Are you sensitive to chemicals, smells or odors?  Y / N  ___________________________

Are you frequently thirsty?  Y / N   Do you ever receive static shocks?  Y / N __________

	Personal and Family Health History

	Disease
	Self
	Mother/ Father
	Brother/  Sister
	Child
	Aunt/Uncle
	Grandparent

Maternal/Paternal

	Alcohol/Drug Abuse
	
	
	
	
	
	

	Allergies/Sinus
	
	
	
	
	
	

	Alzheimers
	
	
	
	
	
	

	Arthritis
	
	
	
	
	
	

	Birth Defect
	
	
	
	
	
	

	Cancer/Type
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	

	Depression/Anxiety
	
	
	
	
	
	

	Emotional Disorder
	
	
	
	
	
	

	High cholesterol/Fat 
	
	
	
	
	
	

	Heart Disease
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	

	Obesity 
	
	
	
	
	
	

	Thyroid Disorder
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	

	Other:
	
	
	
	
	
	


Please indicate any problems with the following:
Headaches____    Neck Pain___     Back ___     Hip/Leg ___    Knee/Elbow___     Hands/Feet____

Details of above including frequency__________________________________________________

Sleep: Rate the quality of your sleep (1 low - 10 high) ____  How many hours do you sleep?____

Energy Level:  Rate your energy level (1 low –10 high) ___________________________________  

Digestive Function: ___Diarrhea ___ Constipation ___ Gas ___ Bloating ___ Move Bowels Daily?

How many 8oz glasses of water do you drink daily? ________ Other beverages: ____________

Alcohol use?  Y / N
Types: ________________________________________Frequency:________

Caffeine use?  Y / N  Types:________________________________________Frequency:________

Soda/candy/sugar use?  Y / N   Types:_______________________________Frequency:________

Do you consume artificial sweeteners?  Y / N    What kind? ______________  Diet drinks?  Y / N

Tobacco use?  Y / N
Types:
______________  Daily dosage:_______________   # years________

Drug use?  Y / N
Any sexual difficulties you would like to speak about?  Y / N ___________

Do you exercise?  Y / N   Types:____________________________________Frequency:________

How many times a week do you eat in restaurants? __________     Have Fast Foods? ________
Any weight issues? ________     Current Weight  _________    Highest lifetime weight  ________ 

How many hours do you work each week? _____ Do you engage in meditation or prayer?_____

Rate your stress level  1-10 _____ 

Describe your current stressors______________________________________________________

Have you ever been exposed to mold? Y / N    Solvents, chemicals or pesticides? ____________

To what extent are you open to changes in lifestyle and diet?      Eager / Receptive / Resistant 

Mo/Yr of last medical exam: ________________ Blood Type:_____    

Last blood tests: __________________________________________________________ 

For women:  Last pap: __________ Mammogram: _________ Thermography________ 

Date your last Mense began: _____________        

Describe Mense:        Regular   (            Irregular  (           PMS  (             Menopausal  (         

Describe any abnormal labs, x-rays or other tests:_______________________________

	Please list all current prescription medications 

followed by herbs and dietary supplements.

	Medication/

Supplements
	Dosage
	For what Purpose?
	How long have You taken it?
	Prescribed by:  Dr’s name or self
	Side Effects

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	What do you eat on a typical day?
	

	Breakfast
	

	Mid-morning snack
	

	Lunch
	

	Mid-afternoon snack
	

	Supper
	

	Evening snack
	

	Other:
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   BIRTH


                                                               PRESENT
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· I understand that any expenses incurred are my responsibility and not that of any other person or insurance group.  

· I understand that payment is due in full at the time of service.  

· I understand that no claims or guarantees have been made by office personnel for future insurance reimbursement or particular medical outcomes. 

· All information given now or at any point in the future is entirely confidential.  If we receive requests to share information with doctors, insurance groups or health agencies, we will do so only with your permission.  It is our policy to require a medical release form before releasing medical records to anyone other than the patient.  You may choose to keep one on file to expedite the handling of your records.
Signed:







             Date:




                          (Please give responsible guardian’s signature if patient is a minor)
Your Wellness Biography


The top is your birth, the bottom is your present.  On the left, please mark major health events such as surgeries, hospitalizations, accidents/injuries, illnesses, etc. On the right, please mark major social events such as marriages, childbirth, relocations, occupational changes, educational milestones, etc.  Include the age you experienced each event.  





Health Biography


Injury, illness, surgery, 


auto accidents, 


times of best health, etc.








Social Biography


Stress, best times, graduations, marriage, divorce, births, deaths, moves, job changes, etc.








Please circle any areas you have pain or other symptoms and describe any details. 


Please mark with an “X” where you have scars.














PRESENT
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