
FUNCTIONAL WELLNESS – New Patient Application & Case History Today's Date________  

Name_____________________________________________________________________Age_________DOB____________ Sex: M F SSN _______-_____-_________ 
Address_______________________________________________________________________________City_________________________State____Zip ___________ 
Email___________________________________________________________________________ Home/Cell Phone___________________________________________ 
Occupation/Employer_______________________________________________________________Length of employment _________________________________  

How did you hear about us? _________________________________________________________________________________________________________________  

Present Complaints  
1. My main health problems are _________________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________________________________________  

2. Which of your main problems is/are the most concerning? ___________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________  

3. You, more than anyone else, know most about your health condition. In your own words and opinion, why do you think your health problems exist? 
________________________________________________________________________________________________________________________________________________________________________ 
________________________________________________________________________________________________________________________________________________________________________ 
________________________________________________________________________________________________________________________________________________________________________ 

4. How often are you aware of your health problems? 
❏ I never really notice them.  

❏ I rarely notice them, maybe monthly.  

❏ I notice them sometimes, maybe weekly.  

❏ I definitely notice them, maybe daily.  
❏ I am constantly dealing with them.  

6. Have others noticed or commented on your health? Y N  
5. How severe are your health problems?  
❏ Minimal: I can mostly do whatever I want.  
❏ Slight: I can usually push through my day.  
❏ Moderate: It’s challenging getting through my day. ❏ Severe: 
I’m having a very difficult time functioning day to day. ❏ 

Extreme: I can hardly function in my life anymore. 

What have they said? _________________________________________________________________________________________________________________________________________  

7. Has your health caused you to lose time or miss out from the following? (Please provide a brief description.)  
Work? Y N ____________________________________________________________________________________________________________________________________________________________ 
Family? Y N ___________________________________________________________________________________________________________________________________________________________ 
Leisure? Y N __________________________________________________________________________________________________________________________________________________________ 
Other: _________________________________________________________________________________________________________________________________________________________________ 
8. What measures (diet or exercise programs, counseling, medical programs, Google, WebMD, etc) have you tried?________________________________________________ 
__________ ______________________________________________________________________________________________________________________________________________________________  
________________________________________________________________________________________________________________________________________________________________________  

9. If you cannot find a solution to your health problems, what do you think will happen to you? _____________________________________________________________________ 
________________________________________________________________________________________________________________________________________________________________________ 
10. List your 3 most important health goals in order of  

importance: 
1.____________________________________________________________ 
2. ___________________________________________________________ 
3. ___________________________________________________________  

11. Rate your motivation to achieve these goals: 0 1 2 3 4 5 6 7 8 9 10 
12. Who is your biggest supporter when it comes to improving your 
health? ________________________________________________________



Medical and Lifestyle History Current 
Medications, Supplements, Vitamins 

__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
Are you currently taking insulin? Y N  

Blood Sugar (if you are currently monitoring it)  

HIGHEST your blood sugar gets WITHOUT medication ______ 
HIGHEST your blood sugar gets WITH medication ______  

_________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 
________________________________________________________________________  

LOWEST your blood sugar gets WITHOUT medication ______ 
LOWEST your blood sugar gets WITH medication ______ 

Surgeries and Hospitalizations Date  

Medical History  

Accidents and Traumas Date 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
_________________________________________________________________________________ 
_________________________________________________________________________________  

Have you had any imaging of your thyroid done recently? Y N Have you 
received or are you waiting to receive an organ transplant? Y N Are you 
currently taking antirejection or immunosuppressive medications? Y N  

Lifestyle  

How many alcoholic beverages do you drink per week? _____ 

Do you smoke? Y N  

How many times per day? _____  

How many caffeinated beverages do you drink per day? _____ 

Are you currently vegan or vegetarian? Y N  

How many days do you exercise each week? _____  

Family History  

_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
Past/Recent Illness Date  
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
Have you been diagnosed with an autoimmune condition? Y N  

Which one(s)?___________________________________________________________ 
Are you currently diagnosed as pre-diabetic? Y N  

How high would you rate your stress? 0 1 2 3 4 5 6 7 8 9 10  
What are the 3 unhealthiest diet choices you make?  
_______________________ _________________________ ___________________________ 
What are the 3 healthiest diet choices you make?  
_______________________ _________________________ ___________________________ 
What is your current height? _______ft. _______in.  
What is your current weight? _______lbs.  

Marital status S / M / W / Sep. / D Spouses Name _________________________  

Children Age 
______________________________________________________________________________________
_ 
______________________________________________________________________________________
_ 
______________________________________________________________________________________
_ 
______________________________________________________________________________________
_ 
______________________________________________________________________________________
_  

PART II (next page)  

Family Health History (mother, father, siblings, etc  



________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 

________________________________________________________________________ 
________________________________________________________________________



Doyoueatboxedfood morethantwicea week? Y N 

Doyoueat friedfoods? Y N Doyoudrinkanytypeofsoda? Y N  

Doyoufeelyougetallyourneedednutrientsfrom food? Y N 

Doyoudrinkat least4glassesof waterperday? Y N 

Doyoufeelyouareagingquickly? Y N  

Doyoueat whiteflour, whiterice,or whitebread? Y N 

Doyouhavesilveramalgamsinyour mouth? Y N Doyoueatat 

least5servingsofvegetablesperday? Y N 

Doyoureceivethefluvaccineannually? Y N 

Doyouhaveahistoryorexposureto mold? Y N How manytimesa 

weekdoyoueat raw nutsorseeds? ______ 


