Rockingham Natural Health Clinic
 Dr. Laura B. Senes, N.D.
10 Main Street 

Saxtons River, VT 05154
(802) 869-1222  MERGEFIELD Mobile_Phone 
dr.laura@rocknatural.com
Client Name ___________________________________________________




(Last)                                     (First)                                (Middle)

Mailing _____________________________________   Date of birth: ____/____/_____

Address:           (Street address or PO Box)

              ________________________________  Social Security #:_____/____/_______

  (City, State, Zip code)

Phone; (____)______________    (_____)_______________   (____)________________


 
(Home)


(work)



(cell)

Age: _________  Height: ____________  Weight: _____________ Blood Type: ______

( ) Single  ( ) Married  ( ) Divorced  ( ) Widowed    Number of children, if any:________

Emergency Contact: _________________________Phone:________________________

Occupation: _____________________________________________________________

Hobbies: ________________________________________________________________ 

Are you familiar with Naturopathic Medicine?   _________________________________ 

How did you hear about Dr. Senes?  __________________________________________

List your current health goals or concerns, in order of importance:

1.  _________________________________     4. ________________________________

2.  _________________________________     5. ________________________________

3.  _________________________________     6. ________________________________

List any known allergens (medications, foods, and environmental allergies): __________ ________________________________________________________________________

________________________________________________________________________

List any hospitalizations or surgeries, include date, diagnosis and treatment:  __________ ________________________________________________________________________ ________________________________________________________________________

List prescription medications you currently use, include diagnosis and dosage:  ________

________________________________________________________________________ 

________________________________________________________________________

List over the counter medications you use: _____________________________________

________________________________________________________________________

________________________________________________________________________

List supplements you currently use: __________________________________________
________________________________________________________________________

List family history of major illness, include relation and age of diagnosis:  ____________

________________________________________________________________________________________________________________________________________________

List a few examples of typical meals and snacks you eat:

Breakfast: ______________________________________________________________

Or      __________________________________________________________________ 

Or     ___________________________________________________________________ 

Lunch:  ________________________________________________________________

Or      __________________________________________________________________ 

Or      __________________________________________________________________ 

Dinner:​ ________________________________________________________________ 

OR      _________________________________________________________________ 

OR      _________________________________________________________________

Snacks: ________________________________________________________________ 

OR      __________________________________________________________________ 

OR      __________________________________________________________________ 

What foods do you crave? __________________________________________________

What foods do you avoid? __________________________________________________

How would you describe your diet? __________________________________________

How much water do you drink per day?________________________________________  

Main water source  (ie. tap, well, filtered, bottled) _______________________________

If you drink any of the following, please indicate how much and how often:

Coffee: Caffeinated _______________________ Decaffeinated ____________________ 

Carbonated beverages: Caffeinated _______________Decaffeinated_________________ 

Alcohol: Wine ________________  Beer ________________  Liquor _______________

Do you smoke cigarettes?_______ If yes, packs per day: _______ For how long?_______   

How often do you exercise: ______________ How long do you exercise_____________ Types of exercise: ________________________________________________________
Symptoms Questionnaire

Please check the spaces which apply

Present 
 Past

Mild

Severe


Head






Headache/Migraine 


 (        )             (      )

(      )                (       )

Faintness



 (        )             (      )

(      )                (       )

Dizziness



 (        )             (      )

(      )                (       )

Insomnia


           
 (        )             (      )

(      )                (       )

Jaw Pain

             
 (        )             (      )

(      )                (       )

Eyes

Watery/itchy



 (        )             (      )

(      )                (       )

Swollen/red/sticky


 (        )             (      )

(      )                (       )

Pain




 (        )             (      )

(      )                (       )

Dry Eyes



 (        )             (      )

(      )                (       )

Blurred/tunnel/double vision

 (        )             (      )

(      )                (       )

Ears




Present 
 Past

Mild

Severe

Ear aches/infections


(        )             (      )

(      )                (       )

Itchy




(        )             (      )

(      )                (       )

Ringing



(        )             (      )

(      )                (       )

Hearing Loss



(        )             (      )

(      )                (       )

Nose

Stuffy




(        )             (      )

(      )                (       )

Sinus problems


(        )             (      )

(      )                (       )

Hay fever



(        )             (      )

(      )                (       )

Sneezing attacks


(        )             (      )

(      )                (       )

Excessive mucus


(        )             (      )

(      )                (       )

Nose bleeds



(        )             (      )

(      )                (       )

Mouth 

Bad breath



(        )             (      )

(      )                (       )

Bleeding gums


(        )             (      )

(      )                (       ) Swollen or discolored tongue

(        )             (      )

(      )                (       )

Canker sores



(        )             (      )

(      )                (       )

Neck/Throat

Chronic cough



(        )             (      )

(      )                (       )

Gagging or throat clearing

(        )             (      )

(      )                (       )

Sore throat/hoarse


(        )             (      )

(      )                (       )

Difficulty swallowing


(        )             (      )

(      )                (       )

Lumps




(        )             (      )

(      )                (       )

Swollen glands


(        )             (      )

(      )                (       )

Lungs

Chest congestion


(        )             (      )

(      )                (       )

Deep chest cough


(        )             (      )

(      )                (       )

Shortness of breath


(        )             (      )

(      )                (       )

Difficulty breathing


(        )             (      )

(      )                (       )

Pain on breathing


(        )             (      )

(      )                (       )

Productive cough


(        )             (      )

(      )                (       )

Blood in sputum


(        )             (      )

(      )                (       )

Wheezing



(        )             (      )

(      )                (       )

Heart

Irregular or skipped beats

(        )             (      )

(      )                (       )

Rapid or pounding


(        )             (      )

(      )                (       )

Chest pain



(        )             (      )

(      )                (       )

Hypertension



(        )             (      )

(      )                (       )

Present 
 Past

Mild

Severe

Digestive

Nausea/Vomiting


(        )             (      )

(      )                (       )

Diarrhea



(        )             (      )

(      )                (       )

Constipation



(        )             (      )

(      )                (       )

Abdominal Pain 


(        )             (      )

(      )                (       )

Bloated feeling


(        )             (      )

(      )                (       )

Belching or gas


(        )             (      )

(      )                (       )
Heartburn



(        )             (      )

(      )                (       )

Blood in stool



(        )             (      )

(      )                (       )

Mucus in stool



(        )             (      )

(      )                (       )

Poor appetite



(        )             (      )

(      )                (       )

Over eating



(        )             (      )

(      )                (       )

Anorexia or Boulimia 

(        )             (      )

(      )                (       )

Bowel Movements            How often?  _____________   Is this a change? ____________

Urinary 

Pain associated with urination
(        )             (      )

(      )                (       )

Increased frequency of urination
(        )             (      )

(      )                (       )

Frequency at night


(        )             (      )

(      )                (       )

Urgency associated with urination
(        )             (      )

(      )                (       )

Incontinence



(        )             (      )

(      )                (       )

Urinary tract infections

(        )             (      )

(      )                (       )

Circulation

Deep leg pain



(        )             (      )

(      )                (       )

Cold hands/feet


(        )             (      )

(      )                (       )

Ankle swelling/Edema

(        )             (      )

(      )                (       )

Easy bruising or bleeding

(        )             (      )

(      )                (       )

Skin

Acne/boils



(        )             (      )

(      )                (       )

Hives/rashes



(        )             (      )

(      )                (       )

Dry skin



(        )             (      )

(      )                (       )

Hair loss



(        )             (      )

(      )                (       )

Flushing or hot flashes

(        )             (      )

(      )                (       )

Excessive sweating


(        )             (      )

(      )                (       )

Night sweats



(        )             (      )

(      )                (       )

Itching




(        )             (      )

(      )                (       )

Color change



(        )             (      )

(      )                (       )

Lumps




(        )             (      )

(      )                (       )






Present 
 Past

Mild

Severe

Musculoskeletal

Pain in joints



(        )             (      )

(      )                (       )

Stiffness or limitations

(        )             (      )

(      )                (       )

Pain or aches in muscles

(        )             (      )

(      )                (       )

Muscle weakness


(        )             (      )

(      )                (       )

Neurological

Seizures



(        )             (      )

(      )                (       )

Paralysis



(        )             (      )

(      )                (       )

Numbness or tingling 


(        )             (      )

(      )                (       )

Vision changes


(        )             (      )

(      )                (       )

Endocrine





Heat or cold intolerance

(        )             (      )

(      )                (       )

Excessive thirst


(        )             (      )

(      )                (       )

Excessive hunger


(        )             (      )

(      )                (       )

Excessive weight


(        )             (      )

(      )                (       )

Underweight



(        )             (      )

(      )                (       ) 

Sudden weight gain or loss    

(        )             (      )

(      )                (       ) 

Immune 




Frequent colds/flu


(        )             (      )

(      )                (       ) 

Long recovery time from illness
(        )             (      )

(      )                (       ) Fungal infections


(        )             (      )

(      )                (       ) 

Chronic illness


(        )             (      )

(      )                (       ) 

Mental/Emotional

Depression



(        )             (      )

(      )                (       )

Anxiety



(        )             (      )

(      )                (       )

Anger/Irritability


(        )             (      )

(      )                (       )

Mood Swings



(        )             (      )

(      )                (       )

Energy

Fatigue/sluggishness


(        )             (      )

(      )                (       )

Apathy/lethargy


(        )             (      )

(      )                (       )

Hyperactivity



(        )             (      )

(      )                (       )

Restlessness



(        )             (      )

(      )                (       )

Male Reproductive

Are you sexually active?_____________ Do you use birth control? _________________

If yes, what form of birth control do you use ___________________________________ 






Present 
 Past

Mild

Severe
Hernias



(        )             (      )

(      )                (       )

Testicular masses


(        )             (      )

(      )                (       )

Testicular pain



(        )             (      )

(      )                (       )

Prostate disease


(        )             (      )

(      )                (       )

Discharge or sores


(        )             (      )

(      )                (       )

Sexually transmitted disease

(        )             (      )

(      )                (       )

Sexual difficulties


(        )             (      )

(      )                (       )

Female Reproductive

Age of first menses ___________________


Average length of cycle _______________ Number of days bleeding ______________​​__

Date of Last Pap smear _______________ Do you do self breast exams?_____________

Are you sexually active? _______________ Do you use birth control? _______________

If yes, what form of birth control do you use ___________________________________ 

Have you ever been pregnant?:_____________ If yes, number of pregnancies_________

Live births ______ Miscarriages______ Abortions _______

Present 
 Past

Mild

Severe

Painful menses


(        )             (      )

(      )                (       )

Excessive bleeding


(        )             (      )

(      )                (       )

Irregular cycles


(        )             (      )

(      )                (       )

Bleeding between periods

(        )             (      )

(      )                (       )

Breast tenderness


(        )             (      )

(      )                (       )

Breast lumps



(        )             (      )

(      )                (       )

Discharge from breasts

(        )             (      )

(      )                (       )

Pain with intercourse


(        )             (      )

(      )                (       )

Sexual difficulties


(        )             (      )

(      )                (       )

Sexually Transmitted Disease

(        )             (      )

(      )                (       )

Vaginal Infections


(        )             (      )

(      )                (       )

Please rate your overall health


1
2
3
4
5
6
7
8
9
10

    Poor health







Optimal Health

Please indicate if there is anything else you would like me to know:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

