
Patient Name: _____________________________________Age:  ___________ Date of Birth: _______________

Name of parents or guardians:  _________________________________________________________________

Address:  __________________________________________________________________________________

Street Address City State Zip Code

Phone:  (H)_________________  (W)___________________ (Fax)______________ (Cell)__________________

Preferred contact number:  _________________________________  Email:  ___________________________

Would you like to be on our email list?   Yes    No

School you attend:___________________________________Referred by:___________________________________

Complaint

__________________________ _________________ _____________________________________________

__________________________ _________________ _____________________________________________

__________________________ _________________ _____________________________________________

__________________________ _________________ _____________________________________________

__________________________ _________________ _________________ ___________________________

__________________________ _________________ _________________ ___________________________

__________________________ _________________ _________________ ___________________________

__________________________ _________________ _________________ ___________________________

         Name of health care provider                               Location                                    Phone 

___________________________________   __________________________   ___________________________

___________________________________   __________________________   ___________________________

___________________________________   __________________________   ___________________________

___________________________________ __________________________ ___________________________

___________________________________ __________________________ ___________________________

purehomeopathy
600 W. Emma St.  Lafayette, CO 80026 - 303-665-2423

www.purehomeopathy.com

Major Complaints in order of importance to you

What other health care professionals are you under the care of and why?  

What Operations have you had?

When ComplicationOperation

Since Suspected Cause

What medications and supplements are you currently taking?

Dose SinceMedication Adverse Effects



____________________________________ ___________________________ ___________________________

____________________________________ ___________________________ ___________________________

Abscesses Depression Headaches Parasites Stroke

Acne Diabetes Heart Disease Pelvic Inflm. Dis. Sun Stroke

Alcoholism Digestive Problems Hepatitis Pleurisy Thyroid Problems

Allergies Eczema Infertility Pneumonia Tonsillitis

Anemia Endometriosis Ingrown Toenails Psoriasis Tropical Disease

Asthma Epilepsy Joint Pain Respiratory Disease Tuberculosis

Athletes Foot Fibromyalgia Kidney Disease Rheumatic Fever Uterine Fibroid

Back Pain Flu Menstrual Problems Root Canal Vaginitis

Cancer Gall Stones Miscarriage Scarlet Fever Venereal Disease

Canker Sores Genital Herpes Mononucleosis Sexual Abuse Venereal Warts

Chicken Pox Goiter Mood Problems Sinusitis Warts

Cold Sores Gout Mumps Skin Disease Whooping Cough

Fatigue Hay Fever Ear Infections Styes Worms

Any other major conditions?  __________________________________________________________________

___________________________________________________________________________________________

Any of the mentioned conditions which you never completely recovered from?  __________________________

___________________________________________________________________________________________

When was your last physical exam?_____________________________________________________________

Age of 1st Menses:  ______  # of pregnancies: _______  # of miscarriage: _______  # of abortions: ________ 

Any adverse effects from vaccinations?_______  How?______________________________________________

Have you ever taken antibiotics frequently for a prolonged period of time?_____ For what condition?__________

Have you lost weight over the past 12 months? _____  Gained weight? ______ _How many pounds? _________

What exercise do you do? _______________________________________   Frequency:__________________

How much of the following substances are you using?  Tobacco:_________  Coffee:_________  Tea:________

Alcohol: ___________________  Recreational drugs:________________________________________________

Any known allergies to food, drugs or environment? ________________________________________________

Indicate below which of the following ailments have affected your relatives

Alcoholism Cancer Gonorrhea Syphilis

Allergies Depression Gout Paralysis Tuberculosis

Arthritis Diabetes Hay fever Pneumonia

Asthma Epilepsy Heart Disease Skin Disease

General Family History

Ailments

Mother _________________ _________________ ____________________________________

Father _________________ _________________ ____________________________________

Siblings _________________ _________________ ____________________________________

Maternal:

Grandmother _________________ _________________ ____________________________________

Grandfather _________________ _________________ ____________________________________

Aunts/Uncles _________________ _________________ ____________________________________

Paternal:

Grandmother _________________ _________________ ____________________________________

Grandfather _________________ _________________ ____________________________________

Aunts/Uncles _________________ _________________ ____________________________________

Relative Age if alive Age at death

Which of the following conditions have you had (please circle)?

What major injuries have you had?

Injury When Long term effects


