Erika Ristok, B.A., N.D.

Doctor of Naturopathic Medicine


Name: _________________________________   Age:  _____ Date of Birth:  __________________

Address:  _________________________________________________________________________

Street




City


         Postal Code
Home Ph.: (      ) _____________
Work Ph.: (      ) ______________ Cell Ph.: _______________

E-mail address: _________________________  Referred By: ______________________________

Marital status:  S M D W Sep; # of children _____ Their names & ages _____________________

Occupation:  ___________________________
Employer: ______________________________

Contact in case of emergency: _______________________________ Phone: (      )_____________

MAJOR HEALTH CONCERNS IN ORDER OF IMPORTANCE FOR YOU:

	HEALTH CONCERN
	SINCE
	CAUSES

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


WHAT SUPPLEMENTS AND/OR MEDICATIONS ARE YOU CURRENTLY TAKING?

	SUPPLEMENTS/MEDICATIONS
	SINCE
	CAUSES

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


WHAT OTHER TREATMENTS OR REGIMENS ARE YOU FOLLOWING?

	TREATMENTS (include special diets)
	SINCE
	EFFECTS

	
	
	

	
	
	


WHICH OF THE FOLLOWING CONDITIONS HAVE YOU HAD? (PLEASE CIRCLE)

AIDS/HIV           DIABETES

INFLUENZA

RHEUMATIC FEVER
THYROID

ALCOHOLISM
EMPHYSEMA

KIDNEY DISEASE
RUBELLA

   PROBLEMS

ALLERGIES
EPILEPSY

MEASLES

SCARLET FEVER
TONSILLITIS

ANEMIA
GALLSTONES

MONONUCLEOSIS
SEXUAL ABUSE
TUBERCUL- 

ARTHRITIS
GONORRHEA

MUMPS

SKIN DISEASE

   OSIS

ASTHMA
GOUT


PARASITES

STREP THROAT
VENEREAL

CANCER
HAY FEVER

P.I.D. (PELVIC DIS.)
SINUSITIS

   WARTS

CHICKEN POX
HEART DISEASE
PLEURISY  

SUNSTROKE

WARTS

COLD SORES
HEPATITIS

PNEUMONIA

STROKE

WHOOPING

DEPRESSION
HERPES GENITALIA
PROSTATITIS

SYPHILIS

   COUGH

ANY OTHER CONDITIONS? ___________________________________________________

WHAT OPERATIONS OR MAJOR INJURIES HAVE YOU HAD?
	OPERATION/INJURY
	WHEN
	LONG TERM EFFECTS

	
	
	

	
	
	

	
	
	

	
	
	


Age of First Menses:  _____
Number of Pregnancies:  _______
Number of Births:  _______

What vaccinations have you had?  ____________________________ Adverse effects? _____

Have you gained ____ or lost ____ any weight lately?  How many pounds? ______

Height  ______   Current weight  ______   Ideal weight  ______ 

HOW MUCH OF THE FOLLOWING SUBSTANCES ARE YOU USING?
	Tobacco:
	Alcohol:
	Pop:

	Coffee:
	Tea:
	“Recreational” drugs:

	Circle if you use:  “Diet” products     Margarine     Luncheon meats     Excess salt     Excess sugar

	Non-stick cookware     Antibacterial Products     Colgate Total     Fast Foods Regularly


LIST BELOW ANY MAJOR AILMENTS THAT HAVE AFFECTED YOUR RELATIVES: (including alcoholism, allergies, arthritis, asthma, cancer, depression, diabetes, epilepsy, gonorrhea, gout, hay fever, heart disease, mental illness, paralysis, pneumonia, skin disease, tuberculosis, or any other major health conditions)
	RELATIVE


	AGE IF

ALIVE
	AGE AT DEATH
	AILMENTS

	Mother
	
	
	

	Father
	
	
	

	Brothers
	
	
	

	Sisters
	
	
	

	Children
	
	
	

	Maternal Grandmother
	
	
	

	Maternal Grandfather
	
	
	

	Maternal Aunts/Uncles
	
	
	

	Paternal Grandmother
	
	
	

	Paternal Grandfather
	
	
	

	Paternal Aunts/Uncles
	
	
	


What exercise do you do and how much? ____________________________________________

Name of family physician:  ___________________________ Phone #: ____________________

Please list any other health practitioners from whom you are receiving treatment: ____________

______________________________________________________________________________

