
Please print 
Salish Island Naturopathic.L.L.C., Dr. Trina Doerfler, N.D.,D.C.

Name (first, middle, last) 

Please give names and dates 
Major Illnesses: ___

_________________ _ 

Preferred Pharmacv 

PAST HISTORY 

Medications: -----· -�-------·. _____ .. _, 
__ ----�·-·-� ·----- ----� -----

Previous hospitalizations or surgeries: __________________________________________ _ 

     NOW 

STRENGTHS/WEAKNESSES: 

What practices or adivi1ies do you use to sustain your health and well being? __________ _ 

Today's Date: 

�u tum to for support? Who are in your community? _______________________________________________ _ 

Who lives In vour household? 
What causes stress for you? ____________________________________________________ .. ____________ _ 
---·-· -------------•-- ------- - -----------·-- ---- ---- .. - - - - - -------------- ·-- --- -

OIET: ______ Fast Food __ All American __ Vegetarian Balanced Other
=--
-=,......="""==="",..,..,=-,=-- - - -�-------�-- -

SMOKING: Packs per day====------_ Number of years Years stopped flipe _ Cigar Chew _ ___ _ 
ALCOHOL: Never Occasional Moderate Heavy Alcohol Problem? �!!.- _!i_<>.'!! much each���l__ 
EXERCISE: Never Occasional Moderate Often_ Favorite types? ___________________________ _ 
�AFFEIN�_ Co!!_�: cupsperday Tea: cupsper day __________________________ _ 
':l_':!_ght: Weight Weight at age 20 =-.,..,.,...,....,=----- Weight change last year: _____ gain lbs. lost lbs. 
OCCUPATIONAL EXPOSURES: Asbestos Other (describe) 
DRUGS: Please check off drugs presently used and explain frequency of use (dally, weekly, etc.) 
__ Sleeping pill___________ 

!
Allergy medicine(s) _________ Teiood thinner _ __ -=�_!l!i��otics _____ _____________ _ 

Tranquilizer ____________ f-�se sprays _ _ _ _____ {:_Hard d_!llg� __ �t!!m�__111edicine ______ _ 
___ An
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--· ______ Shots_ _ _____ _ _ 

-+ J Other(s) - Specify _________ _ 
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ntrol plll ---- --i:::::�:::�;� -------------"--tro�

mins __________ ______ • __ _ _____ ·-·-· --· __ _ 

Please complete other side 

(what kind)



SALISH ISLAND NATUROPATHIC, LLC: HEAL TH HISTORY  

SYSTEM REVIEW: Check if you have any symptoms or 
r

blems to any imp�rtant� significant d�gree. _______ _ 
==r

r
red allthe time Frequent chest colds _________ Indigestion _____________ --�r in urine ______________ _ 

-

�1�;------�-- S=··:--� -��
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��- ��- J;.f�M-��•=-
�:J_Lack of exercise Hayfever Black or bloody stools 
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�:: 
PHYSICAL EXAM: __ -:i:V- - --

� ==�:mw.- �- - - J�::'.:;· - - -- - --
Migraine Heart murmur _ ___________ Co6tls _______ _________ .. _--iKidney stone __ . ________ _ 
Fainting • Heart palpi1atlon/racing Diarrhea � Difficulty with urine 
Dizziness ______ _ Chest tightness/pressure ___ Constipation �-· _____________ Protein or blood in urine ___ _ 
EpHepsy/selzure Angina ___ _ ___ Change in bowel habl

.
ts ____

_
____ . ___ 

��

�exual!y transmltte

-

d disease _-
_
-

_

___ _ 
Ear/hearing problem Tire easl!y ___________ Hemormoids _____ Skln rash _____________ _ 
Ringing in the ears Enlarged heart _________ �a�der trouble ______________ Skin trouble _ _ __ __ _ __ 
Stuffy nose _____________ Rheumatlc fever ______ Hepatitis ___________________ Allergy _______________ _ 
Nose bleeds Leg pain on walking _________ Liver disease __________ Food avoidance 
Sinus trouble Varicose veins _____________ Hernia _____________ . __ Bl�_�i_�i�easl!y ____ _ 

DATE OF LAST DENTAL EXAM: Phlebitis Food intoleran�------ __ __ Anemia _______ _ 
--------------+--�An_kl_e/l __ e-=g'-swel __ lin-=g.___ ___________ Nervous __________________ Blood disease _________ _ --.Persistent hoarseness DATE OF LAST CHEST X-RAY: Tense/irritable __ + _,Infertility problem _____ _ 

+G_l_ass _es ________________________ 11_-+-B_ore_d _____ �----·------- f---
Sexual difficulty __ �- ___ _ 

1---�Vi_s_io_n/_eye�_trou_b_ le _ __________ DATE OF LAST Electrocardiogram: ,____,_D_e�p_re_s _sed ____________
_
__ ··-+--......_ _________________ ----1 

1_---1-G_l_au_co_m_a __________ .--_____________________ ,__T_rou_bl_e_sl_ee�p�ing _______ MEN ONLY: 
Cataract Arthritis/joint pain .. ___________ Relallonshlp problems _ _ f-- _pischa!9e �m penis _ 

DATE OF LAST EYE EXAM: Gout Job problems ------•-----f---J:>_rostate trouble _________ _ 
Neck pain -�---- __ .. __ 

,
Personal problems __________ ---�--- Streamweak_or slow ____ _ 
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----1-F_re_q_,__u _e_nt_c_ou__,g,_h _________ B_a_ck�pa'--
in_o_r_ trouble_______ _ Nervous breakdown____ ___ __ _ ___ Swelling or pain in testes _____ _ 

1-----1-C_o_u=gh__,_ph_leg-=-m __________ t-B_ u_rs_iti_s/t_e_n _de_n_tio_u_s__ ___ _ 7Psychiatrist seen ___ DATE OF VASECTOMY: 
I Cough blood Swallowing trouble High blood sugar 

WOMEN ONLY: 

Age menstruation began: ___ _ Periods: __ Regular __ Irregular _Painful _Heavy Every _____ days 

Comments: Last menstrual period date(s):. ___ _ 

Number of PREGNANCIES:_ Number of BIRTHS: __ Number of Miscarriages/Abortions: __ 

Dates of PREGNANCIES / outcome: 

Type of birth control: _______ _ How Long? __ _ IUD? __ Yes __ No Years inserted ____ _ 

Date of last mammogram _____ _ History of breast disease? 

Symptoms of menopause? 

(Additions to health history) 

Please complete other side 

What brings you in today?:




