ADULT MEDICAL HISTORY FORM

Robert Ullman, N.D. and Judytlﬁ Rcichenberg—u”man, N.D, L.C.5W.
The Northwest Center for Homcopa‘chic Medicine
13154 Ave, N. Edmonds, WA 98020
Tel: (425) 774-5599 Fax: (425) 670-0319

www.healthqhomeopathu.com nchmclinic@gmail.com

Please cornPlete this form and return to us before your first aPPointment along with a current
Photo of gourself that we can lccel:x Your doctor will review this information cluring your first

aPPointment. Bring with you any nutritional supplements and medications that you may be taking.

Name Date
Address

City, State, Zip, Country E-mail (oP’ciona])
Age_ Date of Birth Referred By

Phone: home cell other

Fax: Social Security Number

Occupation Spouse/ Signiﬁcant Other

In case of emergency, call Phone

Insurance information (onlg if it covers our care)

What brings you to consult us?




Signi{:icant health concerns and when thcg bcgan (hc not mentioned above)

Wlﬂy did you choose homcopathic care?

Is there angtl'ling about your life that you are unhappg about or would like to cl’lange’?

Onascale of 1to 10, how would you rate your current level of:
1. Phgsical energy and vi’cali’cg

2. mental and emotional wc”—bcing

Have you exPerienced any signhcicant traumas in your fife? 1f 50, what?

What have been the most difficult cxperienccs or cha”engcs?




Signi{:icant Past health Problemsj acciclents, hospi’calizations or surgeries? (include dates)

4.

Familg I’n’story of serious illnesses? (who and wlﬁat)

Please include the Fo”owing information on a separate sheet:

1. List of current medications and nutritional suPPlements (include ciosages) .

2. ngou are seeing other Phgsicians, Please include their names and addresses.
3. Ang uPcoming diagnostic testing or medical or dental treatment?

4. Ang’clﬁing else you would like us to know about you?



