[image: image1.jpg]




PW10B- Sample Client Stress Check Questionnaire 

This is a sample form that is acceptable for complementary health professionals in the UK. It may not be acceptable in the USA/Canada/Mexico for non licensed health professionals. Your trainer may comment or have a n appropriate template.

We suggest that you try this on some “tame” clients to gain an understanding of its benefit or otherwise for  your type of client and the way that you work.
Health Check Questionnaire

This information will be treated in the strictest confidence
Title _____  Family Name:___________________________Forename___________________________
Address:_________________________________________________________________________________________________________________________________Postcode ___________________
Telephone Number: (home) ________________________
(mobile) ____________________________


Date of Birth: ___/___/_____  Age: ______ Height: __________ Weight: _________ Blood Group ____

Occupation: ___________________________Type of Industry _______________________________
_________________________________________________________________________________

Name and Address of your doctor:

 _______________________________________________Tel:_______________________________

Do I have your consent to contact your GP if necessary?

YES/NO

Marital Status:
Single/Married/Divorced/Separated/Widowed
Do you have any children? ______

_________________________________________________________________________________

Medical history: Please list main illnesses/ injuries/ surgery/medical problems/ allergies (and treatments): 
Have you received any antibiotic treatment in the past three years
NO / YES >>>>>> no. of courses …………. _________________________________________________________________________________
Current Health Problems: Please list your main current health issues, along with signs/ symptoms/ severity
_________________________________________________________________________________
Current medication: Please list any medications you are currently taking: 
Are the above prescribed  ( self-prescribed? (   How long have you been taking these? _________


Supplements: Please list any additional nutritional supplements you are currently taking:

Other therapies:  Are you currently consulting any other practitioners? If so, please give details:
‘PAST’ =  no longer relevant, Blank =  not applicable

(()          (()
……General               
 PAST - CURRENT

Anaemia

( --- (
Chronic Fatigue 

( --- (
Diabetes / Blood sugar problems

( --- (
Dizziness

( --- (
Double/blurred vision

( --- (
Fainting Spells

( --- (
Repeated Ear Infections

( --- (
Epilepsy

( --- (
Repeated Headaches/Migraine

( --- (
Hepatitis

( --- (
HIV/Aids

( --- (
Loss of weight

( --- (
Over active thyroid gland

( --- (
Under active thyroid gland

( --- (
Alcoholism

( --- (
Drug Addiction

( --- (
Amalgam Fillings – How many?  _____

( --- (
Amalgam Fillings removed?  No. _____ when ___________
……Cardiovascular

Angina (Chest pain)

( --- (
High blood pressure

( --- (
Low blood pressure

( --- (
Rapid/irregular heart beat

( --- (
Swelling of ankles

( --- (
General Fluid retention

( --- (
……Emotional/Nervous System

Anxiety

( --- (
Depression

( --- (
Fatigue

( --- (
Insomnia

( --- (
Lack of Concentration

( --- (
Lethargy

( --- (
Mood Swings / Irritability

( --- (
Nervous breakdown

( --- (
Nervous exhaustion

( --- (
Overeating

( --- (
Panic attacks

( --- (
Poor Memory

( --- (
……Gastro-Intestinal

Abdominal pain

( --- (
Bad breath

( --- (
Colitis

( --- (
Food Cravings

( --- (
Constipation

( --- (
Diarrhoea

( --- (
Irritable bowel syndrome (IBS)

( --- (
Distension & bloating of abdomen

( --- (
Excessive Flatulence

( --- (
Gall bladder problems

( --- (
Liver problems

( --- (
Indigestion / Heartburn

( --- (
Rectal bleeding

( --- (
Rectal itching

( --- (
Ulcerative Colitis

( --- (
Vomiting of blood

( --- (
 ‘PAST’ = no longer applicable, ‘BLANK’ = not applicable

(()          (()
…..Urinary
 PAST - CURRENT

Bladder infections/cystitis

( --- (
Kidney infections/stone

( --- (
Pain on urination

( --- (

……Muscle and Joint

Arthritis

( --- (
Low back pain

( --- (
Joint pain/stiffness

( --- (
Muscle weakness

( --- (
Swollen joints

( --- (
Twitching muscles/ cramping pains

( --- (
……Respiratory

Asthma

( --- (
Bronchitis

( --- (
Emphysema

( --- (
Hay fever

( --- (
Shortness of breath

( --- (
Sinus problems

( --- (
Tuberculosis

( --- (
……Skin

Acne / Eczema/ Dermatitis

( --- (
Bruise Easily

( --- (
Dryness

( --- (
Poor circulation (e.g. hands/feet)

( --- (
Psoriasis

( --- (
Genital Herpes

( --- (
Genital Warts

( --- (
……Men only:
Frequent urination 

( --- (
Interrupted urination flow 

( --- (
Enlarged Prostate

( --- (


…..Children only:
Attention deficit disorder (ADD)

( --- (
Hyperactive (with behaviour problems)
( --- (
Hyper-sensitive (food intolerances)

( --- (
Dyslexia/ Dyspraxia

( --- (
Autism

( --- (
Other (give details)……

……Women only:
Pre menstrual Tension (PMT)

( --- (
Infertility

( --- (
Endometriosis

( --- (
Irregular periods

( --- (
Dysmenorrhoea (painful periods)

( --- (
Amenorrhoea (absence of periods)

( --- (
Scant menstrual flow

( --- (
Heavy menstrual flow

( --- (
Vaginal Thrush

( --- (
Do you take the contraceptive pill or HRT?
YES/NO

Do you use an I.U.D (e.g. the Coil).?
YES/NO
Have you had a Miscarriage in last 10 years?
YES/NO
Have you had an Abortion in last 10 years?
YES/NO

Are you pregnant?
  YES/NO   If yes, how many weeks? ___


Do you have an immediate family history of any of the following conditions? And if YES, who?

Heart disease
YES/NO _________________
Psoriasis 
YES/NO ________________

Cancer
YES/NO _________________
Depression
YES/NO ________________
Diabetes
YES/NO _________________
Rhumatoid/Osteo Arthritis
YES/NO ________________

Asthma
YES/NO _________________
Osteoporosis
YES/NO ________________
Do you smoke?  
YES/NO
How many per average day? ___________________________________

Do you drink alcohol?  
YES/NO
How many units per average week? ______________________________

Do you exercise?
YES/NO
Average number of hrs per week? _______________________________

Do you take recreational drugs?
YES/NO 
What type and how often? ____________________________________

Drinking water or herbal teas?

How many glasses/cups per day? ________________________________

Drinking carbonated drinks (cola etc.)?
How many glasses per day? ____________________________________

Drinking coffee / caffeinated tea?
How many cups per day? ______________________________________

How regular are your bowel movements?
_______________ times per average WEEK / DAY
How many hours sleep do you need / get?
_______/_______ when you start the day, do you feel tired?  YES/NO
Do you have a good appetite?

YES/NO

Do you suffer from any allergies / food sensitivities?

YES/NO     If YES, please give details:
__________________________________________________________________________________________
Do you frequently travel abroad?



YES/NO

Do you feel you are currently under a lot of stress?
YES/NO

Have you ever suffered from Anorexia or Bulimia?

YES/NO

Are you Vegetarian or Vegan?



VEGETARIAN/VEGAN/NEITHER
Please give any additional information that you think may be relevant:

__________________________________________________________________________________________
Daily Diet …………  Please give an indication of your typical daily diet
Breakfast:__________________________________________________________________________________
Mid-Morning:________________________________________________________________________________
Lunch: _____________________________________________________________________________________
Mid Afternoon: ______________________________________________________________________________
Dinner: ____________________________________________________________________________________
Any other snacks _____________________________________________________________________________
Main health priority for which you are seeking Nutritional guidance:   

__________________________________________________________________________________________

Did you hear about the treatment:  WORD OF MOUTH  (     INTERNET (   LEAFLET (  PRESS ARTICLE  (   OTHER (
The information provided above, is to the best of my knowledge an accurate picture of my health.
        (signature) _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _    (date) _ _ _ _ _ _ _ _ _ _ _ _
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