
 

 

 

 

 

Family Physician's Address:

e

OHIP# :



Please check “ ” if you are experiencing the following symptoms or write ‘P’ beside the box if you have 

experienced these symptoms in the past. 

General

Poor/Change in  appetite 

Nervousness 

Weight gain 

Weight loss 

Cancer

Diabetes

Poor sleep 

Fatigue 

Allergies 

Chills and fevers 

Night sweats 

Sweat easily 

Cravings 

Strong thirst 

Skin and Hair 

Rash 

Itching 

Eczema 

Acne

Loss of hair 

Thinning hair 

Dandruff 

Recent moles 

Dryness 

Hives or allergy reaction 

Boils 

Other skin problem(s) 

Eyes Ears Nose Throat 

Ear aches 

Ear infections 

Ringing in ears 

Sinus infections 

Enlarged glands 

Enlarged thyroid 

Recurrent sore throat 

Tonsillitis 

Nasal obstruction 

Post nasal drip 

Nosebleeds 

Headaches 

Loss of taste/smell 

Eye pain 

Eye strain 

Blurry vision 

Vertigo 

Impaired vision 

Cataracts

Facial pain/tics 

Jaw pain or clicks 

Mercury fillings 

Sores in mouth 

Cardiovascular 

High blood pressure 

Low blood pressure 

Congestive heart failure 

Heart attack 

Phlebitis 

Stroke/cardiovascular 

accident

Pacemaker or similar 

device 

Artificial valve 

Irregular heartbeat 

Dizziness

Fainting 

Chest pain 

Varicose veins 

Cold hands or feet 

Swelling of limbs 

Respiratory 

Difficulty breathing 

Chronic cough 

Bronchitis 

Asthma 

Emphysema 

Shortness of breath 

Coughing blood  

Throat phlegm 

Wheezing 

Muscle, Bone & Joints

Neck pain 

Back pain 

Muscle pain 

Muscle weakness 

Arthritis 

Bursitis 

Other pain 

Artificial joint 

Gastrointestinal 

Indigestion 

Gas or burping 

Bad breath 

Constipation 

Diarrhea

Incomplete bowel 

movements 

Abdominal pain or cramps 

Nausea 

Vomiting 

Chronic laxative use 

Rectal pain 

Hemorrhoids 

Blood in stool 

Constant hunger 

Colon trouble 

Bloating 

Gall bladder trouble 

Intestinal worms 

Jaundice 

Neurological 

Loss of balance 

Irritable 

Poor memory 

Anxiety 

Depression 

Dizziness

Lack of coordination 

Seizures/Epilepsy 

Concussion 

Loss of sensation 

Emotional problems 

Other psychological 

problem 

Infections 

Hepatitis 

Tuberculosis  

HIV/AIDS 
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Genito-Urinary 

Frequent urination 

Urgency to urinate 

Pain on urination 

Wake up at night to 

urinate 

Incontinence 

Kidney stones 

Kidney infection 

Blood in urine 

Male

Prostate problem 

Impotence 

Sores on genitals 

Pain

 Infertility/low sperm 

count

STD

Hernia 

Female

Irregular periods 

Heavy

Light 

Clots 

Painful periods 

Vaginal discharge 

Pregnant 

   Infertility
      Low Sex Drive

Vaginal sores 

Sore breasts 

STD

Date of last Pap _____ 

Age of first menses __ 

Menopausal    Y     N

Age of last menses ___ 

Pregnant    Y    N

Do you practice birth control?   

Y     N  Type ____________ 

Number of: 

pregnancies    

abortions   

miscarriages   

births   

Visual Pain Rating Scale 

Make a mark ( / ) along the line which you think represents your current level of pain  

No pain at all 

Pain Diagram 

On the following diagrams, indicate all areas of: 

Pain – xxxx Stiffness - //// Numbness - 0000 

Other (Specify) - 3



*Please fill in the next sections only for the Wellness Programs, Naturopath and/or Nutrition counseling. 
 
              

yes no       D

:
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