Eastside Natural Medicine ( Dr. Sunita Iyer ND, LM

(425) 814.2045 phone ( (425) 814.2783 fax


Patient Information & Health History
Please complete the applicable information below 
	NAME:  


	STREET ADDRESS:



	DATE OF BIRTH:


	SOCIAL SECURITY NUMBER:

	PHONE NUMBER (H/W/C):


	PHONE NUMBER (H/W/C):

	MAY WE LEAVE DETAILED PHONE MESSAGES AT THIS NUMBER?
	MAY WE LEAVE DETAILED PHONE MESSAGES AT THIS NUMBER?



	MARITAL/PARNERSHIP STATUS:


	SPOUSE/PARTNER’S NAME:

	CHILDREN?


	NAMES & AGES:

	OCCUPATION:


	REFERRED BY:



	EMERGENCY CONTACT 1 (NAME & PHONE):


	EMERGENCY CONTACT 2 (NAME & PHONE):

	INSURANCE COMPANY:


	INSURED NAME:



	MEMBER ID:


	GROUP #:

	DEDUCTIBLE:


	CO-PAY:

	FOR OFFICE USE ONLY:
	

	PAPERWORK RECEIVED?


	CARD COPIED?

	DATE OF INITIAL VISIT:


	PCP:


All information on this form is confidential. If information is not applicable or you are uncomfortable answering any questions, you may leave them blank and/or discuss them with me in person.

Healthcare Team

Present PCP (Name, Credentials, Contact Info):

______________________________________________________________________________________

Other healthcare practitioner(s):

____________________________________________________________________________________________________________________________________________________________________________

Last physical exam:
Date____________ 
Doctor_____________________________________

Last blood work: 

Date____________ 
Doctor_____________________________________

Other tests/imaging:
Date____________
Doctor_____________________________________

Health Concerns (please list in order of importance to you)

1. 





4.

2. 





5.

3. 





6.
Medications & Supplements (please use a separate sheet if you require more space)

Medications & dose:

1. 





4.

2.





5.

3. 





6.

Supplements (vitamins, herbs, etc):

1. 





4.

2. 





5.

3. 





6.

Health History
Known Allergies:

Drugs__________________________________Foods_____________________________________

Animals________________________________Other_____________________________________

Hospitalizations and Surgeries (Type, Year):

____________________________________________________________________________________________________________________________________________________________________

Serious Illnesses and Injuries (Type, Cause, Year):

____________________________________________________________________________________________________________________________________________________________________ 

Have you ever been touched in a way that made you uncomfortable or was harmful to you without your permission?   






Yes 
No

Have you ever been physically or emotionally abused? 

Yes 
No

Do you have concerns with abuse or violence in your life now? 
Yes 
No

Exam & Imaging History  (Indicate whether you have had these tests & date/doctor of most recent)

HIV/STD screen:




TB screen:

Pap Smear: 




Chest X-ray:

Mammogram: 




DEXA:

EKG:





Colonoscopy: 

Prostate check:




Cholesterol screen:

Lifestyle and Habits

Rank each on a scale of 1 to 10 (10 being optimal):

___Energy

___Nutrition

___Digestion

___Spirituality

___Sleep

___Exercise

___Weight

___Relationship

___Work

___Family

___Well-being

___Community

How many hours a day of…


Sleep________
Relaxation ______ What form(s)? ___________________________________
Work________
Exercise_________What form(s)? ___________________________________


Do you smoke? ( Yes ( No

Have you ever smoked? ( Yes ( No


If yes, for how long? _________________ How much per day? ______________
Do you use recreational or illicit drugs? ( Yes ( No 


If yes, what type? ____________________

How much alcohol do you drink a day? ___________ a week? ____________

Nutrition

Number of meals per day: ____________
Snacks:______________


24-Hour Recall (please include all meals, fluids, and snacks consumed in last or typical 24-hour period):

How much water do you drink per day? ________ Is it filtered? ( Yes ( No 

How much coffee, tea, or cola do you drink a day? __________ a week? ___________

Foods restricted from diet, and for how long: ____________________________________________________________________________________________________________________________________________________________________

Describe any bad reactions you get from food: ____________________________________________________________________________________________________________________________________________________________________

Do you crave sugar? ( Yes ( No

Starches? ( Yes ( No

Chocolate? ( Yes ( No


Salt? ( Yes ( No

Fat? ( Yes ( No



Other? ____________________

Family Health History
Has any family member had…(Which Relative(s) & Age of Onset)?

Diabetes






Hypoglycemia

Allergies






Asthma

Stroke






Heart Disease




Embolism





Varicosities

High Blood Pressure




High Cholesterol

Kidney Disease





Osteoporosis/Osteopenia

Liver Disease





Thyroid problems

Colitis / Crohn’s





IBS

Tuberculosis





Birth Defects

Alcohol/Drug Addiction




Mental Illness/Depression

Breast Cancer





Colon Cancer

Ovarian Cancer





Prostate Cancer

Uterine Cancer





Other Cancer

Alzheimer’s





Dementia

Parkinson’s 





Other

Other concerns, expectations, or goals for your care that you have not had an opportunity to discuss elsewhere:

Details about any conditions, medications, or other care providers you would like me to know:

_________________________________________________

Patient Name (printed)

_________________________________________________

Signature of Patient/Parent/Guardian

​​​​​​_________________________________________________

Date

_________________________________________________

Date Reviewed

_________________________________________________

Dr. Sunita Iyer ND, LM


- 4 -


