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New Patient Questionnaire
Name: ______________________________________________________
Date: ______________

Briefly describe your health problems:





DOB: ____/____/____
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
When was the last time you really felt good? ______ Days ago/ _______Months ago/ _______ Years ago
What makes your problems worse? (Stress, weather, poor sleep, etc): ____________________________

__________________________________________________________________________________________________________________________________________________________________________

Were you healthy as a child? _____Yes
_____No

If no, please explain problems had as a child: ________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you been diagnosed with any of the following:

_____Fibromyalgia

_____Chronic Fatigue Syndrome
_____Autoimmune Diseases

_____Arthritis


_____Hepatitis 



_____Irritable Bowel Syndrome
_____Fatty Liver
Date of diagnosis __/__/__ Who Diagnosed you _______________________ Type of Doctor _________

Are you experiencing any of the following: (please indicate 1=mild, 2=moderate, 3=severe):
_____Headaches

_____Vision Problems

_____Hearing problems

_____Dizziness


_____Frequent Colds 

_____Chest Pain

_____ Palpitations

_____High Cholesterol

_____High Blood Pressure 

_____Coughing


_____Wheezing

_____Breathing problems

_____Swallowing Problems
_____Stomach Pains

_____Nausea
_____Vomiting


_____Diarrhea


_____Constipation
_____Digestive Difficulties
_____Food Allergies

_____Urinary Frequency

_____Urinary Hesitancy

_____Irregular Periods

_____Decreased Sex Drive
_____Rashes 


_____Dry Skin


_____Fungus Infection

_____Eczema


_____Psoriasis


_____Feeling Drained
_____Pressure in Ears

_____Heartburn

_____Dry mouth

_____Rectal Itching

_____Cramps


_____Bad Breath

_____Prostatis


_____Burning Eyes

_____Sore Throat
_____Abdominal Pain

_____Hives


_____PMS

_____Headaches

_____Migraines


_____Asthma

_____Irritability


_____Depression

_____Loss of concentration

Do you smoke? _____Yes   _____No
If yes, how long have you smoked?________________________

How much do you smoke: _______________________________________________________________

Family History of: 

_____Cancer


_____Diverticulitis

_____Thyroid Problems

_____Heart Disease

_____Diabetes


_____Stroke

_____Diabetes


_____High Cholesterol

_____Alzheimer’s
_____Arthritis


_____High Blood Pressure
Diet: honestly please describe your primary diet.


Breakfast_______________________________________________________________________


Lunch_________________________________________________________________________


Dinner________________________________________________________________________


Snacks_________________________________________________________________________

How often do you eat raw vegetables? _____Daily     _____Weekly     _____Occasionally      _____Never

How often do you eat processed foods? _____Daily     _____Weekly     _____Occasionally     _____Never

Do you crave sugar? _____Yes   _____No

Do you drink any of the following:


_____Coffee

_____Alcohol

_____Sodas

_____Tea
Please list ALL of your current medications / what you take them for: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have trouble falling asleep? _____Yes   _____No
; If so, how long has this been going on?_______

Do you have trouble staying asleep? _____Yes   _____No

Do you have a normal daily bowel movement? (At least 1 a day) _____Yes   _____No

Do you ever experience:_____Diarrhea

 _____Floating stools 
_____Constipation              _____Bloating

 _____Gas

_____Indigestion


_____Burning during urination




Have you or are you currently taking any anti-depressants? _____Yes   _____No


If yes, how long have you been taking them/or took them? ________________________________ 

Have you ever taken antibiotics? _____Yes   _____No


If yes, how long have you been taking them/or took them? ________________________________

Have you ever been on long term (weeks) steroid therapy? (prednisone, cortisone)? _____Yes   _____No
Have you ever been on or are on nonsteroidal anti-inflammatory medications? (Vioxx, Celebrex, Naprosyn, Advil, Bextra, Mobic): _____Yes   _____No

Females only: 


Have you ever had a vaginal yeast infection? _____Yes
_____No


If yes, when was your most recent infection? ___________________________________________


Do you currently have a chronic vaginal yest infection? (more than 2 years) _____Yes   _____No


Have you been pregnant? _____Yes   _____No


Have you been pregnant more than twice? _____Yes   _____No


Have you taken birth control pills? _____Yes   _____No


If yes, how long were/have you been on birth control? ___________________________________

Pain Evaluation: Please mark the areas of your pain below. 
Please list in order of importance your priorities you are concerned about: 

1.) ______________________________________________________________________________

2.) ______________________________________________________________________________

3.) ______________________________________________________________________________

4.) ______________________________________________________________________________

5.) ______________________________________________________________________________

Do you have any scars? _____Yes   _____No 
Please indicate on the diagram below any trauma, scars, surgical procedures.

When was the last time you had a blood panel done? __________________________________________

How have your health problems affected your job, relationships, finances, family or other activities?
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What has that cost you? (time, money, happiness, freedom, sleep, production)?

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are you most concerned with regarding your problem?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Where do you picture yourself in 1-3 years?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What do you desire most to get from working with us?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What is that worth to you?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Anything else you are concerned with:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Patient Signature:_______________________________________________
Date:_______________

Thank you for taking the time to help us evaluate your current health and make proper recommendations to get the care that is right for you!









In health & happiness,









Dr. Whitman & Dr. Hagedorn

Pain Evaluation: Please mark the areas of your pain below.  (This is duplicated because it will go into your chart so we can evaluate at each visit your primary priorities).

Please list in order of importance your priorities you are concerned about: 

1.) ______________________________________________________________________________

2.) ______________________________________________________________________________

3.) ______________________________________________________________________________

4.) ______________________________________________________________________________

5.) ______________________________________________________________________________
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