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Address Patient

<DATE> 


Document: Patient Health Check-Up


Filled out on:____________________________

Name: __________________________________		First Name:__________________________

Date of Birth: ___________________________		Marital Status:_______________________

Street, Street No.: _______________________		Profession: __________________________

Postal Code, Town: ______________________		Phone No.: __________________________


Are there in your family persons who suffered or still suffer from a chronic disease? 
(Please use for the respective persons the letters indicated on the right. It is possible to insert more than one letter per person.)

Father:__________________________		Mother:________________________	M = Milk Crustpattern

											E = Eczema
						Brothers and sisters,			N = Nettle Rash
Children:________________________		or their children:_________________	S = Swellings
											HF = Hay Fever
											B = Bronchitis
on the fathers`s side:									A = Asthma
											I = Intest. Disorders
Grandfather:_____________________		Grandmother:___________________	H = Sev. Headache
											P = Psoriasis
Uncle:__________________________		Aunt:__________________________   	D = Diabetes
											R = Rheumatism/
											       Arhrosis/ Arthritis
												V = Varicose Veins
											CA = Cancer
											AS = Apopl. Stroke
											CI = Cardiac Infarct.


On the mother`s side: 									
											
Grandfather: _____________________		Grandmother: ___________________	

Uncle:___________________________		Aunt:__________________________

Other blood relatives: ___________________________________________________








General Information: 


1. Please describe your main symptoms

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________


2. When have the symptoms occurred for the first time (age)?

_____________________________________________________________________________________


3. Do or did you have in the past the following symptoms?
(More than one answer is possible)
								Month/Year		Month/Year

Infant ekzema, milk crust					from:			to:pattern

Croup cough at infant age					from:			to:
Spastic bronchitis						from: 			to: 
Dry cough or chronic bronchitis				from: 			to:
Sputum							from: 			to:
Hay fever							from: 			to:
Bouts of sneezing (more than 5 times in a row)				
with vasomotoric rhinitis					from: 			to:
Precipitate vomiting at infant age				from:			to:
Chronic sniffles						from: 			to:
Inflammation of the maxillary / frontal sinuses		from: 			to:
Running / itching of the eyes				from: 			to:
Nettle rash							from: 			to:
Swellings of the eye area or eye lids				from:			to:
Eczema or neurodermatitis					from: 			to:
Migraine or unilateral headache				from: 			to:
Diarrhoea, (frequent) digestive troubles			from: 		 	to:
Frequent feverish colds					from:			to:
Temporary hardness of hearing				from: 			to:

Other symptoms:

_____________________________________________________________________________________


4. Have you been diagnosed with any allergies, or have you noticed any allergic reactions by yourself?

Allergies diagnosed by a doctor	______________________________________________________

					______________________________________________________

					______________________________________________________




Allergies noticed by yourself		______________________________________________________

					______________________________________________________
					
					______________________________________________________


5. Do you suffer from an intolerance to medicaments?

O YES			O NO

_____________________________________________________________________________________

_____________________________________________________________________________________

                                                                                                                                                                                             


6. Which medicaments do you take respectively did you take in the past?

O I do not take medicaments

O At present, I take these medicaments:    _______________________________________________

						________________________________________________pattern

						
						________________________________________________


7. Have you already undergone a naturopathic therapy?

O YES		O NO				If yes: Which? When? Where?_									_______________________________________________
	
						________________________________________________

						________________________________________________


8. Which other therapies have you undergone so far?

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________










9. How do you judge the success of the methods of treatment that have been applied to you?

_____________________________________________________________________________________

_____________________________________________________________________________________


10. Which inoculations you had so far?
(The information supplied should be as precise as possible, e.g. tuberculosis immunization on the 3rd day after birth etc.).

_____________________________________________________________________________________

_____________________________________________________________________________________


11. Have you already been hospitalized or taken a cure because of your illness?

O YES		O NO				If yes: When? Where? With which success?

						________________________________________________

						________________________________________________

						________________________________________________


12. When have the complaints indicated under point 1 been especially strong so far?

At which age?					_______________________________________________________________________________

In which months? 				_______________________________________________________________________________

At which daytimes respectively nighttimes?
 	_______________________________________________________________________________

During a change of location (move, visits, etc.)?
	_______________________________________________________________________________

In which year / month?				_______________________________________________________________________________

When you have your period?			_______________________________________________________________________________

At your workplace (If yes: during which activity?)
 	______________________________________________________________________________

pattern








13. Where do the complaints mainly occur?

· In your apartment (which room?)
		________________________________________________________________________
· In the cellar
· In the loft
· In a stable
· In a circus or in a zoo
· In a field or in a meadow
· In a forest or close to bushes (which?)

	________________________________________________________________________
· In a car
· At your friends place (why?)
			________________________________________________________________________
· At your workplace
· In other places (which?)	

	________________________________________________________________________

· The complaints are location-independent

	

pattern


14. Have there been any periods of time during which you were free of complaints?

O YES		O NO

On which occasion (e.g. holidays, move, visits to relatives, etc.)

_____________________________________________________________________________________

_____________________________________________________________________________________


15. During which activities the complaints are especially strong?

· Not applicable		 


· Housework (which?)

_______________________________________________________________________________

· Hobby and job activities	 (which?)

_______________________________________________________________________________
· Sports activities

· Animal contacts (which?)

_______________________________________________________________________________

· Turning on of the heating
· Lawn-mowing
· Walks, e.g. in the fog
· Outdoor bathing
· Sauna visits, etc.
· Other activities (which?)
· _______________________________________________________________________________


16. How do you react on the following intense smells that are caused by vapors or dust?
(Please indicate the nature and duration of the reaction – more than one answer is possible)

· Not applicable	
		
· House dust		________________________________________________________________________

· Flour dust			________________________________________________________________________

· Detergents			________________________________________________________________________pattern


· Cement				________________________________________________________________________

· Paints				________________________________________________________________________

· Disinfectants			________________________________________________________________________

· Hair and body sprays		________________________________________________________________________

· During cooking			________________________________________________________________________

· During fog or smog		________________________________________________________________________

· House dust after the begin-
ning of the heating period
_______________________________________________________________________________

· Other smells (e.g. fish food, 
glue, impregnation agents, etc.)
_______________________________				____________________________


17. Do you have contact with animals? If yes, during which animal contact do the complaints occur?

O not applicable

O Dog			O Cattle		O Cat		O Dove		O Horse
O Gold hamster	O Guinea pig		O Rabbit	

Other Animals: _____________________


18. Do you have skin problems? If yes which?



19. On which parts of the body?

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________


20. Do you suffer from difficulties of breathing? If yes, when do these occur?

O All the time				O in phases			O in certain circumstances


21. Please describe briefly the circumstances in which your difficulties of breathing occur.
pattern

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

22. If you believe that your complaints are work-related, please indicate the substances at your workplace, which – in your opinion – cause the difficulties of breathing. How much time is there between the exposure to these substances and the appearance of the complaints?

_____________________________________________________________________________________

_____________________________________________________________________________________


23. Do you smoke?

O YES			O NO			O SOMETIMES		O IN THE PAST	

If yes, how many cigarettes per day?								





24. Do you frequently stay in rooms in which many people are smoking?

O YES			O NO

If yes, how much time per day? ________________________________________________________


25. Which dental fillings do you have at present?

O Amalgam		O Ceramic		O Gold		O Plastic


26. Which dental fillings did you have in the past?

O Amalgam		O Ceramic		O Gold		O Plastic


27. Do you have any dental bridges? If yes, how many? 

O YES		O NO		(Number:)______________


28. Do you have any dental crowns? If yes, how many?

O YES		O NO		(Number:)______________


29. If you have any metal-bearing dental fillings, crowns and/or bridges, have you noticed any redness, swelling and/or discoloration of the gums and the oral mucosa?

O YES		O NO


30. Do you live near a muche-ravelled road?

O NO
O YES		Since when? ____________________________________________________________


31. Do you live near a petrol station?

O NO
O YES 		Since when? ____________________________________________________________



32. Do you live near an industrial plant?

O NO
O YES		Since when? ____________________________________________________________






33. Have you noticed that your complaints have any connection with your apartment, household materials or textiles? If yes, which?

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________



34. Have you noticed any food intolerances? If yes, which?

O YES		O NO

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________
pattern

_____________________________________________________________________________________

35. Do your complaints frequently occur in connection with meals?

O YES		O NO

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________




36. From which intolerance, weakness or burden do you believe you suffer?

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________




37. Do you suffer from one of the following diseases?

							Month/Year		Month/Year

Liver diseases						from:			to:
Gastrointestinal diseases				from:			to: 
High blood pressure					from:			to:
Low blood pressure					from:			to:
Cramps						from:			to:
Vertigo						from:			to:
Hot flushes						from:			to:
Disturbed sleep					from:			to:
Migraine						from:			to:
Arthrosis/ Arthritis					from:			to:
Rheumatism						from:			to:
Cardiac diseases					from:			to:
Loss of vitality						from:			to:
Kidney and bladder diseases			from:			to:
Circulatory disturbances				from:			to:
Disturbances of the verebral blood supply		from: 			to:
Varicose veins					from: 			to:
Depressions						from:			to:


Important notes of the patient:

_____________________________________________________________________________________

_____________________________________________________________________________________pattern


_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________
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