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Austin Nutrition Consultants have created an unparalleled preventive care team by bringing together an elite staff of Board Certified Specialists. Each is an expert at a series of comprehensive medical testing procedures and uses the most current technology available. They are by far the best around!  Austin Nutrition Consultants were able to handpick the top specialists in their fields. We offer these services to our clients in what is the most comprehensive one and two-day physical assessments available or any portion thereof for your health care needs. 

For a variety of reasons our clients have decided that they want to take a proactive approach to their health and wellness along with demanding the very best. Thoroughly completing the following health survey will aid our Specialists in providing the most accurate view of your current state of health.  Please take the time to answer the questions completely and accurately.  If you have any questions please contact us at 345-2285.

Personal Information

Please provide the following personal information.  As you need more space, the cells will expand.
	First                               Middle                             Last
	
	DOB                         Today’s Date

	
	
	
	
	
	


	Mailing Address

	


	City                                                           State       Zip

	
	
	


	Home Phone
	Work Phone
	Cell Phone
	Pager
	Fax

	
	
	
	
	


	Email

	


	Height
	Sex
	Current Wt.
	Desired Wt.

	
	
	
	


	Name of Preferred Pharmacy

	

	Address of Preferred Pharmacy                                                                                           Phone Number

	


	Would you like for this information to be shared with your personal physicians?  If yes, please give us the following information.  Please use the Tab key to add more lines as necessary.

	Name
	Address
	Phone
	Fax

	1. 
	
	
	


Patient History

Please provide information regarding your medical history.  Please indicate whether or not you have or have had any of the following.  If yes, please indicate so and explain.

	Symptom
	Yes
	No
	Notes

	Cancer
	
	
	

	Hypogylcemia
	
	
	

	Leukemia
	
	
	

	Anxiety
	
	
	

	Diabetes
	
	
	

	High Blood Pressure
	
	
	

	Arthritis
	
	
	

	Lung problem
	
	
	

	Thyroid Problem
	
	
	

	Kidney problem
	
	
	

	Prostate problem
	
	
	

	Fatigue
	
	
	


	 Hormone problem
	
	
	

	Heart Problem
	
	
	

	Mental Disorder
	
	
	

	Stroke
	
	
	

	Are you a diabetic?
	
	
	

	Are you on insulin?
	
	
	


Family History

Please provide information regarding your family medical history.  Please indicate whether or not you or anyone you are immediately related to have or have had any of the following.  If yes, please indicate so, give the date and explain.

	Symptom
	Yes
	No
	Notes

	Hypoglycemia
	
	
	

	Leukemia
	
	
	

	Anxiety
	
	
	

	Diabetes
	
	
	

	High Blood Pressure
	
	
	

	Arthritis
	
	
	

	Lung problem
	
	
	

	Thyroid problem
	
	
	

	Cancer
	
	
	

	Kidney Problem
	
	
	

	Prostate problem
	
	
	

	Fatigue
	
	
	

	Hormone problem
	
	
	

	Heart Problem
	
	
	

	Mental Disorder
	
	
	

	Stroke
	
	
	

	Other:
	
	
	


Medications & Supplements

Please provide information regarding current medications, vitamins and supplements you are taking.  Please use the Tab key to move between cells and add spaces as needed.

	Medication (prescribed and over-the-counter)
	Dosage

	1. 
	


	Vitamins
	Dosage

	1. 
	


	Supplements (including Dhea, protein shakes and bars)
	Dosage

	1. 
	


Examination History

Please provide information regarding your recent examination history.

	Cardiology

	
	

	Date of Last Exam   Result


	Dermatology

	
	

	Date of Last Exam   Result


	Physical

	
	

	Date of Last Exam   Result


	Urology

	
	

	Date of Last Exam   Result


	Gynecology

	
	

	Date of Last Exam   Result


	Gastroenterology

	
	

	Date of Last Exam   Result


	Psychological

	
	

	Date of Last Exam   Result


	Nutritional Assessment

	
	

	Date of Last Exam   Result


Cardiology

Please provide information regarding your cardiology history.

	Do you ever have chest discomfort?

	


	Do you ever have chest pain? If yes, then when does it occur and for how long?

	


	Where in the chest does it occur?

	


	Please describe the sensation:

	


	When did this begin to occur?

	


Past Heart Medical History

	Symptom
	Yes
	No
	Notes

	Heart Attack
	
	
	

	Stroke
	
	
	

	Bypass Surgery
	
	
	

	Palpitations
	
	
	

	Rapid Heartbeat
	
	
	

	Irregular Heartbeat
	
	
	

	Tachycardia
	
	
	

	Poor Circulation
	
	
	

	Shortness of Breath
	
	
	

	Hypertension (High Blood Pressure)
	
	
	

	Hypotension (Low Blood Pressure)
	
	
	

	Heart Murmur
	
	
	

	Rheumatic Fever
	
	
	


	Have you ever had a treadmill test?

	

	If yes, then what were the results?

	


Cancer History

	Have you ever been diagnosed with cancer?

	

	If yes, then type?

	

	When?

	

	Status?

	


Past Circulatory Medical History

	Symptom
	Yes
	No
	Notes

	Poor Arterial Circulation
	
	
	

	Poor Venous Circulation
	
	
	

	Leg Cramps
	
	
	

	Swollen Ankles
	
	
	

	Varicose Veins
	
	
	

	Falling Asleep of Hands & Legs
	
	
	

	Tingling Sensations in Arms & Legs
	
	
	

	Leg Ulcers
	
	
	


Past Allergy History

	
	Examples
	Reactions

	Foods
	
	

	Vaccinations
	
	

	Medications
	
	

	Hay Fever
	
	

	Allergic Asthma
	
	


Past Pulmonary History

	Symptom
	Yes
	No
	Notes

	Tuberculosis
	
	
	

	Asthma
	
	
	

	Chronic Bronchitis
	
	
	

	Chronic Cough
	
	
	

	Emphysema
	
	
	


Past Upper Respiratory Tract History

	Symptom
	Yes
	No
	Notes

	Chronic Sinusitis
	
	
	

	Allergic Sinus Problem
	
	
	

	Chronic Allergic Rhinitis
	
	
	

	Sinus Headaches
	
	
	

	Chronic Nose Bleeds
	
	
	

	Chronic Colds
	
	
	


Past Gastrointestinal History

	Symptom
	Yes
	No
	Notes

	Problems with Digestion
	
	
	

	Acid Indigestion
	
	
	

	Bloating
	
	
	

	Stomach or Duodenal Ulcer
	
	
	

	Loss of Appetite
	
	
	

	Rapid Weight Gain
	
	
	

	Rapid Weight Loss
	
	
	

	Overweight Problem
	
	
	

	Pancreatitis
	
	
	

	Pancreatic Insufficiency
	
	
	

	Hepatitis
	
	
	

	Gall Bladder Problems
	
	
	

	Gall Stones
	
	
	

	Icterus – Jaundice
	
	
	

	Recurring Diarrhea
	
	
	


Past Neurological History

	Symptom
	Yes
	No
	Notes

	Nervous Disturbances
	
	
	

	Depressions
	
	
	

	Loss of Memory
	
	
	

	Decreased Concentration
	
	
	

	Decreased Sexual Potentcy
	
	
	

	Headaches
	
	
	

	Sleep Disturbances
	
	
	

	Dizziness
	
	
	

	Chronic Migraines
	
	
	

	Reduced Vitality
	
	
	

	Psychiatric Disturbances
	
	
	


Past Endocrinological History

	Symptom
	Yes
	No
	Notes

	Diabetes Mellitus
	
	
	

	Thyroid Dysfunction
	
	
	

	Thyroid Dysfunction Overactive
	
	
	

	Thyroid Dysfunction Underactive
	
	
	

	Adrenal Gland Dysfunction
	
	
	

	Female Menopause
	
	
	

	Andropause - Decreased Potency
	
	
	

	Other:
	
	
	


Rheumatic Screen

	Symptom
	Yes
	No
	Notes

	Soft Tissue Rheumatism
	
	
	

	Articular Rheumatism
	
	
	

	Joint Pain
	
	
	

	Back Pain
	
	
	

	Rheumatoid Arthritis
	
	
	


Past Dietary History

	Symptom
	Yes
	No
	Notes

	Dietary Restrictions?
	
	
	

	Problems Chewing?
	
	
	

	Problems Swallowing?
	
	
	

	Do you eat regularly?
	
	
	


	Where are most of your meals prepared?

	

	How often do you eat in restaurants?

	

	Do you think that your diet is nutritionally well balanced?

	

	Are your bowels:

	Normal
	
	Constipated
	
	Diarrheic
	
	


Other Information

Please list any other significant illnesses or diseases you have had.  Please use the Tab key to add lines as necessary.

	Disease or Illness
	Dates & Notes

	1. 
	


Please list any prescription medication.  Please use the Tab key to add lines as necessary.

	Prescription Medication
	Dosage & Notes

	1. 
	


Please inform us about past surgical procedures, their date & reason.  Please use the Tab key to add lines as necessary.

	Surgical Procedures
	Date & Notes

	1. 
	


Please let us know about past instances when you were hospitalized, other than those listed above, the date & reason.  Please use the Tab key to add lines as necessary.

	Past Hospitalizations
	Date & Notes

	1. 
	


	Are you in good health?  If no, please specify.

	


	How is your energy level?

	


	How is your mental awareness

	


	What activities do you do for exercise?


	Frequency?

	1. 
	


	Would you like to improve your ability to exercise?

	


	MEN ONLY 

What was the date and result of your last PSA test?

	


	WOMEN ONLY 

Do you have periodic mammograms?  

	


	WOMEN ONLY 

What was the result of your last mammogram?  

	


	When was the last time you were ill?  

	


	Do you smoke?

	Cigarettes
	
	Cigars
	
	Pipes
	

	How many?
	
	How many?
	
	How many?
	


	Do you drink?

	Beer
	
	Wine
	
	Liquor
	

	How much?
	
	How much?
	
	How much?
	


	Have you been on growth hormone therapy?
	If yes, how long?

	
	


	Number of Ius of HGH injected per week?
	

	


	Results achieved?
	

	


Other Health Problems

	Symptom
	Yes
	No
	Notes

	Headaches
	
	
	

	Head Injury
	
	
	

	Vision
	
	
	

	Hearing
	
	
	

	Asthma
	
	
	

	Emphysema
	
	
	

	Sinus Problems
	
	
	

	Cough
	
	
	

	Sore Throat
	
	
	

	Pneumonia
	
	
	

	Constipation
	
	
	

	Indigestion
	
	
	

	Heartburn
	
	
	

	Abdominal Pain
	
	
	

	Liver / Gallbladder
	
	
	

	Hepatitis
	
	
	

	Fainting
	
	
	


	Dizziness
	
	
	

	Seizures
	
	
	

	Numbness
	
	
	

	Varicose Veins
	
	
	

	Thrombophlebitis
	
	
	

	Claudication
	
	
	

	Painful Urination
	
	
	

	Voiding at Night
	
	
	

	Urgency / Hesitancy
	
	
	

	Excessive Hunger / Thirst
	
	
	

	Heat / Cold Intolerance
	
	
	


Patient Summary

	What do you intend to accomplish with the treatment you are seeking?

	


Thank you so much for providing us with this information.  Having taken the time to thoroughly fill out this questionnaire will give our specialists a better insight into your medical background and allow them to more accurately assess your current medical condition.  Once again, thank you and we look forward to seeing you at Austin Nutrition Consultants.
