
 

 
 
 

Client Personal History 
 
 
 

Name ______________________________________________________ Date _____________________ 

 
Have you consistent ly experienced any of the fol lowing? Are you currently? 
 
 When? Cur rent?   When? Cur rent?  
Abdominal  Pain   Headaches   
Addict ion Problems   Heart  P roblems   
A l lergies    H igh B lood Pressure   
Arthr i t i s    Low B lood Pressure   
Asthma   Menst rual  I r regular i ty    
B ladder/K idney Problems   Mi scarr iage   
B lur red/Double Vi s ion   Menopausal  Symptoms   
Ci rculatory Problems   P re Menstrual  Symptoms   
Const ipat ion   Respi ratory Problems   
D iabetes   S inus Infect ions   
D iar rhea   Sk in Problems   
D igest ive Problems   S leeping Problems   
D i zz iness    S tomach Ulcers    
Exhaust ion/Fat igue   Thyro id Imbalance   
Faint ing   Var icose Veins    
 
Have you had any major injuries, emotional/mental stresses, diseases, illnesses or surgeries? Please 

list, including time frame and any current effects 

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 
 
Are you currently under a physician’s care? __________ Please explain ___________________________ 

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

Are you currently pregnant? ___________ If yes, how far along ___________________________________ 

Please list any medications that you are currently taking: 

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 
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