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Kailo Confidential Health Report

GENERAL INFORMATION:   Date:  ____________

Name: ___________________________________________ Age: __________ Birth Date: ________________
LAST FIRST                 MIDDLE

Address:_______________________________________________________Weight:_______  % BF: _______
______________________________________________________________ Height:_______   BMI: _______
Mailing Address (if different): _________________________________________________________________
Email Address: _________________________________________________ Blood type: _________________
Home Phone:  ___________________ Other Phone:  _____________________ FAX:____________________
Occupation:  _______________________  Employer: ______________________________________________
Employment Status: _ Full-time  _ Part-time  _ School  _ Retired  _ Unemployed  _ Other ______________
Living Situation:  _ Alone  _ Friend(s)  _ Partner  _ Spouse  _ Parents     # of Children: _________________
  Names and ages of those living with you:  ______________________________________________________
_________________________________________________________________________________________
  Pets:  ___________________________________________________________________________________
Relationship Status:  _ Young person living with parent(s)   _ Single   _ Married   _ Divorced   _ Widowed
Name of Partner/Spouse/Parent: ________________________________  Occupation:  ___________________
Support activities/pursuits/groups:  _____________________________________________________________
Educational Background:  _ Elementary/Middle   _ High School   _ Some College   _ Bachelors Degree

      _ Some Graduate School   _ Masters Degree   _ PhD   _ Specialty (MD, DO, etc)
Who referred you? __________________________________________________________________________
Primary physician:_______________________________ Phone:___________________ Fax:______________
Specialist:______________________________________ Phone:___________________ Fax: ______________
Other practitioners you want to be notified:_______________________________________________________
__________________________________________________________________________________________

In Case of Emergency Contact:  ________________________________  Phone #:  ______________________
Relationship to you: _________________________________

FINANCIAL AGREEMENT
I claim full responsibility for services rendered for ___________________________________

CLIENT

and understand that payment is required in full at the time of service.

Signed: ____________________________________  Relationship to client:  ______________________

DIAGNOSIS (if any):___________________________

MAIN REASON AND GOALS FOR THIS APPOINTMENT:
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
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CURRENT MEDICAL STATUS
In general, I feel my overall health is:  _  Excellent    _ Good    _ Fair     _ Poor
Supplements (include brand names and dosages): Use other side of paper if necessary
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Medications (prescription or over the counter, include dosages):  _____________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

ALLERGIES
Drug allergies (penicillin, etc.):  _______________________________________________________________
__________________________________________________________________________________________
Allergies to foods, pollens, etc.:  _______________________________________________________________
__________________________________________________________________________________________

MARK THE FOLLOWING:    1 IF CURRENT,     2 IF PAST

___ asthma ___ ringing in ears ___ palpitations ___ migraines

___ bronchitis ___ sciatica ___ tightness in chest ___ frequent headaches

___ pneumonia ___ frequent urination ___ rheumatic fever ___ frequent depression

___ frequent colds/flus ___ dribbling urine ___ severe mood swings ___ hepatitis

___ appendicitis ___ painful urination ___ poor sleep ___ hemorrhoids

___ Crohn's ___ scanty urination ___ hypoglycemia ___ eye problems

___ gas ___ blood in urine ___ stomach ulcer ___ photophobia

___ diverticulitis ___ no/low sex drive ___ overweight ___ dizziness

___ colitis ___ impotence/frigidity ___ underweight ___ stroke

___ Epstein-Barr ___ afternoon persp/fever ___ muscle spasms ___ drug addiction

___ Chronic fatigue ___ night sweats ___ gum/teeth problems ___ alcoholism

___ HIV positive ___ hearing problems ___ lots of fillings ___ other addiction

___ AIDS ___ memory difficulty ___ TMJ ___ venereal disease

___ mononucleosis ___ anxiety ___ concussion ___ prostate problems

___ allergies ___ arthritis ___ cancer ___ parasites

___ rheumatic fever ___ diabetes ___ high blood pressure

___ epilepsy ___ eating disorder ___ varicose veins

___ phlebitis

___ jaundice
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To the best of your knowledge, have you ever been exposed to high doses of pesticides, toxic chemicals, heavy
metals, radiation, or other toxins beyond those encountered in daily life?  _ No   _ Yes, please explain:

If radiation and/or chemotherapy treatments, please indicate dates, doses, agents used, and describe your experience with the
treatment. Please use the back of this page.

DIET & LIFESTYLE
How are you sleeping? _ very well, no problems normally

_ difficulty getting to sleep

_ difficulty staying asleep

_ difficulty waking in the morning

_ groggy/sleepy during the day

_ other: _______________________

How do you feel about the following areas of your life? (Please check appropriate boxes & make any comments)

GREAT GOOD FAIR POOR COMMENTS

Self

Work
Spouse or
significant other

Sex

Family
Diet

Dietary preferences/restrictions: __________________________________________________________

Routine physical exercise:  _ None _ Yes, type:  _______________________________________________
   How often?  _________________________________________________________________________

Tobacco use: _ Never
_ Yes, but not any longer:  How long? _________ Year quit  ______
_ Yes, currently:  How much? ________  How long? _________

_ I want to quit as soon as possible
_ I have no intention of quitting

Alcohol use:   How much? ______________________________  How often?  _________________________

Caffeine use:  How much?  _____________________________ How often?  _________________________

Other mood altering substances (past/present):
Type: __________________ How much?  ______________________ How often?  ______________________
Have any of these substances become a problem in your life?  _ No _ Yes

_ I want to quit as soon as possible
_ I have no intention of quitting
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FOR WOMEN ONLY!

MENSTRUAL PERIODS
Please complete this section to the best of your ability even if you no longer menstruate. It provides valuable
information for an accurate assessment.

Menstruating since age: _______     Regular:   _ No _ Yes

Length of cycle: __________      Flow lasts how many days? _______ 

_ Light flow _ Heavy Flow Clots:  _ No _ Yes Color of blood: _ bright red _ dark red

Date of last menses: ______________

Do you experience PMS:   _ No _ Yes, describe symptoms:

Menstrual Cramps: _ No _ Yes, which days?____________________

Vaginal Discharge: _ No _ Yes    Color _____________    Frequency_________    Amount___________

MARK THE FOLLOWING:    0 = never     1 = current     2 = past

___ hysterectomy ___ irregular PAP smear ___ tubal ligation
___ fibroids ___ herpes ___ ablation
___ D&C ___ interstitial cystitis ___ irregular bleeding
___ pain with intercourse ___ infertility ___ breast cancer
___ dryness with intercourse ___ endometriosis ___ mastectomy
___ HPV ___ other _______________________________________________

DO YOU HAVE BREAST IMPLANTS:   No _ Yes; If yes, any problems?

PREGNANCY/BIRTH CONTROL
Are you pregnant now  _ No _ Yes Do you think you may be  _ No _ Yes
Number of pregnancies  _____ Number of children  ______

Terminations ______ Miscarriages  ______ Tubular pregnancies  ______

Difficulty in conceiving  _ No _ Yes

Birth control method(s):

MENOPAUSE
No menses since________________
Describe any experiences/symptoms you are feeling/having

List any hormones you are taking including dose and brand


