Medical History for Adult Client

Name: Today’s date:

Age: Date of Birth:

Please complete the following questionnaire about your health, development, and early
experiences. If you do not know or cannot answer a question, leave it blank.

Current Concerns

What are the main concerns you are looking to get support with? Please describe.

Health & Development

How were you born? [] Vaginal birth [] C-section

Did your mother experience any difficulties during pregnancy, birth, or shortly after, including any
medical treatment needed for her or for you as a newborn? [_] No [] Yes

If yes, describe:

Did you crawl as a child?[_] No [] Yes [] Notsure

Was it a[Jtypical crawl, or was it [_] abnormal (e.g., scooting on your bottom, dragging a leg)?

Did you have any language or speech delays? [ ] No [] Yes [] Notsure

If yes, please describe:




Have you ever had fluid in the ears? [ ] No [] Yes Ifyes, were tubes placed? [ JNo [] Yes

Do you have any known allergies or intolerances? Check any that apply and describe:
[] No known allergies [] Food allergies [] Environmental allergies [] Other allergies

If yes, please describe:

Have you ever had a seizure or epilepsy? [] No [] Yes

If yes, are you currently taking any anti-seizure medication(s)? [] No [] Yes

Are you currently taking any other medication(s)? [] No [ Yes

If yes, what medication(s) and for what condition(s)?

Have you ever lost consciousness (e.g., after a fall or accident)? [ ] No [] Yes

Have you ever had a concussion? [ ] No [] Yes

Have you ever had any serious illnesses, operations, or other medical conditions not already
mentioned?[ ] No [] Yes

If yes, describe:




Early Development & Experiences

Did you experience any major traumas or significant life changes during childhood (e.g., divorce,
moving, death in the family)? Please describe and include your approximate age at the time, if
known.

What was learning like for you in school?

Do you have difficulty falling or staying asleep? [ ] No [] Yes

If yes, please describe.

Do you have any current concerns with appetite, digestion, or eating patterns? [ ] No [] Yes

If yes, please describe.

How often do you feel emotionally overwhelmed or find it difficult to manage your emotions?

[] Never [] Rarely [] Sometimes [] Often

If there is any other information you wish for your practitioner to know about your physical,
emotional, or mental well-being, please share it below.
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