	Root of Wellness, LLC  Short HEALTH QUESTIONNAIRE
	Date:
	

	All the information contained in this questionnaire is strictly confidential and will be used only for treatment planning.

	Name:
	 FORMCHECKBOX 
 M     FORMCHECKBOX 
 F     Age:                      
	     Phone #: 

	Address:

	                                                                                                                   Email: 

	List any current medical &/or mental health problems:

	

	

	Recent Surgeries or Other hospitalizations:

	Year
	Reason
	

	

	Have you ever had to take a long course of antibiotics?  __Yes__No

	Prescription & over-the-counter drugs you take on a regular basis:

	Name the Drug/ Reason for Medication
	Dosage/ Frequency
	

	
	
	

	Allergies to medications or other items:              Reaction You Had:

	
	

	Items you are taking to improve your health: (Vitamins, herbal supplements, juices, powdered drinks, etc.):

	Item:  
	How often taken:

	

	HEALTH HABITS AND PERSONAL SAFETY

	Exercise
	 FORMCHECKBOX 
 Sedentary (No exercise)

	
	 FORMCHECKBOX 
 Mild or occasional exercise (3 times a week or less)

	
	 FORMCHECKBOX 
 Regular exercise (at least 4x/week for 30 min.)

	Diet
	Are you restricting your diet?     Or are you on a physician prescribed diet?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	
	Rank vegetable/fruit intake
	 FORMCHECKBOX 
 Hi
	 FORMCHECKBOX 
 Med           FORMCHECKBOX 
 Low
	

	
	Rank water intake
	 FORMCHECKBOX 
 Hi
	 FORMCHECKBOX 
 Med           FORMCHECKBOX 
 Low
	

	Caffeine
	( None    FORMCHECKBOX 
Coffee    FORMCHECKBOX 
Tea  
	 FORMCHECKBOX 
Cola    FORMCHECKBOX 
Energy Drinks
	# of cups/cans per day?
	

	Tobacco
	Do you use tobacco?   □  Yes   □  No        If yes, # of years_____   Or year quit ____   
	

	Drugs
	Have you ever given yourself medication or drugs with a needle?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	Female
	Are you pregnant?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	
	Are you having/had, problems with your reproductive system, or related areas?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	Personal Safety/ Sensory Issues
	Do you have problems with falling or balance?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	
	Do you have vision or hearing loss?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No


Client Acknowledgement

I agree that the information I have given is truthful.  I understand that Root of Wellness, LLC does not diagnose, prescribe, treat, or cure any medical diagnosis.  That the consultation &/or treatment I receive is for overall health & wellness, and that any nutritional supplements, essential oils, or other items that I am given or purchase are to better my health, not as an effort to cure any specific medical disease.  
I also acknowledge that I have seen the COMPLEMENTARY AND ALTERNATIVE HEALTH CARE CLIENT BILL OF RIGHTS.

_________________________________________________________________________________________________

Signature









Date
