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Name _________________________________________   Date ________________________ 
 
Please check ANYTHING and EVERYTHING that applies to you. IT WILL BE MORE BENEFICIAL FOR 
YOUR CARE.   
 
1. Ethnic group: � Caucasian � African-American � Asian � Hispanic � American Indian � Other:_________ 
 
2. Current Marital Status:  �   Single   �  Married   �   Divorced   �  Separated �  Widowed 

If married, how long?  __________________   If divorced, how long?   ________________ 
 

3. Children: Number, total:  ________  Number, girl(s):  __________    Number, boy(s): ________ 
 

4. What are your two primary medical reasons for seeking consult at PATH Medical? 
 
When did you last feel well (absent of all symptoms)?:  _____________________________ 

 
Reason 1 (explain):  _____________________Date symptoms started:  _____________________ 
 
Date symptoms first occurred: _____________Frequency of symptoms:    ____________________ 
 
What makes condition improve? ________ What makes condition worse?     __________________ 
 
Do you think this problem will resolve itself?   � Yes    �  No 
 
 Previous treatment: 
        Name of practitioner           Phone number       Treatment/outcome 
____________________________ (_____)_____________    ____________________________ 
  
____________________________ (_____)_____________    ____________________________ 

 
Reason 2 (explain):  __________________________________________________ 
 
Date symptoms first occurred: _____________Frequency of symptoms:    ____________________ 
 
What makes condition improve? _______What makes condition worse?     __________________ 
 
Do you think this problem will resolve itself?      � Yes   �  No 
 
 
 
 
 Previous treatment: 
  Name of practitioner        Phone number        Treatment/outcome 
____________________________ (_____)_____________    ____________________________ 
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____________________________ (_____)_____________    ____________________________ 
 

5. Who suggested that you seek consult at PATH Medical? 
�   Self   �  Referring medical professional  �  My family 
�   My religious leader �  The court 

 
6. Significant birth events: 

Premature birth?       �  Yes �  No      If Yes, how many days premature?  __________ 
Were forceps used in your delivery?       �  Yes          �  No 

 
7. List all childhood illnesses (continue on reverse if necessary): 

 
     Illness              Date(s) 

______________________________________________________________     
______________________________________________________________ 
______________________________________________________________     
______________________________________________________________ 
______________________________________________________________     
______________________________________________________________ 

 
8. List all surgeries (continue on reverse if necessary): 
 

     Procedure              Date(s) 
_____________________________________________________________    
_____________________________________________________________ 
_____________________________________________________________ 
_____________________________________________________________ 
_____________________________________________________________    
_____________________________________________________________ 

 
 
9.  List all injuries (continue on reverse if necessary): 
 

Procedure              Date(s) 
_____________________________________________________________ 
_____________________________________________________________ 
_____________________________________________________________     
_____________________________________________________________ 
_____________________________________________________________ 

     ______________________________________________________________ 
 
 
 
 
 
 
 
10. Have you been diagnosed with any of the following (in past or current medical condition): 
 

(   ) Heart disease (   ) Kidney problems (   ) Stroke 
(   ) Seizure disorder (   ) Thyroid problems (   ) Arthritis 
(   ) High blood pressure (   ) Glaucoma (   ) Diabetes 
(   ) Obesity (   ) High cholesterol (   ) Ulcers 
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(   ) Periodontal disease (   ) Oral gum / bone problem (   ) Cancer 
(   ) Whiplash (   ) Liver disease (   ) Cataracts 
(   ) Depression (   ) Manic-depressive disorder 
 
(   ) Other (please list):   ______________________ ______________________ 
___________________ ______________________ ______________________ 
 

11. List any other medical conditions you have had, and dates (do not include common cold or flu): 
Illness              Date(s) 

_____________________________________________________________     
_____________________________________________________________ 

_____________________________________________________________                
______________________________________________________________ 
 
12. How often do you get a cold?  ______________________________________________ 
 
13.  If your family has a history of any of the following, please: 

a. Circle the condition and  
b. Write ÔFÕ for father, ÔMÕ for mother, and ÔSÕ for sibling within the parentheses: 

 
(   ) Heart disease (   ) Kidney problems (   ) Stroke 
(   ) Cancer (   ) High blood pressure (   ) Diabetes 
(   ) Obesity (   ) Depression (   ) Schizophrenia 
(   ) Early senility (   ) Manic-depressive disorder 
(   )Seizure disorder (   ) Alcoholism 
 
(   ) Other (please list):   ______________________ ______________________ 
 
___________________ ______________________ ______________________ 

 
14. List known allergies (including to medications):   �  No known allergies 
 

___________________ ______________________ ______________________ 
 
___________________ ______________________ ______________________ 
 
___________________ ______________________ ______________________ 
 
 
 
 
 
 
 

15. List all medications, prescription and over-the-counter, you are now taking.  For prescriptions note the 
name of the physician who prescribed (continue on reverse if necessary): 

 
Prescription Medication            Dosage                                  Physician Prescribed 

 
___________________ ______________________ ______________________ 

 
___________________ ______________________ ______________________ 
 
___________________ ______________________ ______________________ 
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16. List medications, prescription and over-the-counter, you have taken in the past.  Please note the length of 

use (continue on reverse ifnecessary): 
 
    Prescription Medication    Dosage                  Dates 

 
___________________ ______________________ ______________________ 

 
___________________ ______________________ ______________________ 
 
___________________ ______________________ ______________________ 
 

17. List all supplements/alternative remedies (vitamins, minerals, herbs, etc.) you are now taking and/or 
alternative treatments you are undergoing.  Attach a separate sheet if necessary: 
 
Supplement/Alternative Treatment   Size (mg, mcg, etc)    Daily Dose 

 
________________________ ______________ ______________________ 

 
________________________ ______________ ______________________ 
 
________________________ ______________ ______________________ 

 
________________________ ______________ ______________________ 

 
18.  List all immunizations you have received: 
 

___________________ ______________________ ______________________ 
 
___________________ ______________________ ______________________ 
 

19.  List any handicaps or impairments (such as vision or hearing loss): 
 

___________________ ______________________ ______________________ 
 
___________________ ______________________ ______________________ 
 

20.  List travel from the past two years (continue on reverse if necessary): 
 

Destination     Date(s) 
___________________________________________________________________ 

 
___________________________________________________________________ 

 
___________________________________________________________________ 
 
___________________________________________________________________ 
 
 
PLEASE READ CAREFULLY 
 
Check the appropriate answers – underscore or circle particular symptoms and/or level of severity.  If 
you had a moderate to severe condition in the past but no longer have it, circle “in past”. Circle the 
symptom and put approximate dates or age when you had it (if you can remember). 
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ALLERGY: 
1. Have you had any of the following types of allergy testing? ( ) Yes ( ) No.   

Please circle which one:  Cytotoxic,  Rast, Intradermal (Rinkel),  Scratch, Other 
2. Are you allergic to any foods? ( ) Yes ( ) No  If so, which ones: 
_______________________________ ______________________________ 
_______________________________ ______________________________ 
3. Do you have inhalant allergies? ( ) Yes ( ) No ( ) in past ( ) trees ( ) grasses ( ) molds ( ) dust ( ) smoke  

( ) other 
4. List other allergies you have: ____________________________________________ 
5. Have you ever had a serious allergic reaction? ( ) Yes ( ) No 
If yes, to what? _________________________________________________________ 
Give approximate date and symptoms: _______________________________________ 
If yes, what treatment did you receive? _______________________________________ 
6. Do you have a chronic sniffle or cough? ( ) Yes ( ) No ( ) In past 
 
ASTHMA/RESPIRATORY DISEASE: 
7. Do you have Asthma? ( ) Yes ( ) No ( ) In past.  If yes, ( ) slight ( ) moderate ( ) significant. 
8. Have you been treated for Asthma? ( ) Yes ( ) No 
9. Have you tried nutrition? ( ) Yes ( ) No 
10. Have you had allergy testing to document the cause of your Asthma? ( ) Yes ( ) No 
11. Have you had pulmonary function tests? ( ) Yes ( ) No 
12. Do you have chronic cough? ( ) Yes ( ) No 
13. Do you have phlegm? ( ) Yes ( ) No 
14. Do you have trouble breathing? ( ) Yes ( ) No 
 
NUTRITION: 
(1 = not the problem, 5 = certainly a cause of my problem). 
15. Rate the cause of your problem on a scale of 1 to 5.  

Biochemical or physical:  1 2 3 4 5 donÕt know 
Psychological:    1 2 3 4 5 donÕt know 
Spiritual:    1 2 3 4 5 donÕt know 

16. Rate your level of treatability.  
By nutrition:    1 2 3 4 5 donÕt know 
By drugs:    1 2 3 4 5 donÕt know 
By therapy:    1 2 3 4 5 donÕt know 

17. I am only interested in nutrient therapy:  True False 
18. I have no interest in drug therapy:  True False 
19. I would accept prescription drugs as a last resort:  True False 
20. I can be cured:       True False 
21. My condition canÕt be cured but only relieved: True False 
22. Are you willing to relearn how to eat? ( ) Yes ( ) No 
23. Are you prepared to take a lot of vitamins? (Circle) 10 20 30 40 50 as many as doctor prescribes. 
 
 
 
DIET AND EATING DISORDER: 
24. Do you have a history of a weight problem? ( ) Yes ( ) No 

Type: ______________________________ 
25. Have you gained or lost 10% or more of your normal weight in a period of one year? 

( ) Yes( ) No. Gained # of pounds _______ Lost # of pounds________ 
26. Do you follow a special diet? ( ) Yes ( ) No 

In past ( ) high protein ( ) high complex carbohydrate ( ) typical American ( ) macrobiotic ( ) vegetarian  
( ) ethnic  ( ) other 



Medical History 6 

27. Do you have a family history of obesity? If so, is it your ( ) mother ( ) father 
28. Did obesity begin in: ( ) childhood ( ) before puberty ( ) adolescence ( ) after puberty ( ) adulthood  

( ) after age 18 
29. How many times per week do you exercise? ( ) none ( ) 1-2 ( ) 3-4 ( ) 5-7 ( ) more 
30. Do you feel better or worse with exercise? ( ) better ( ) worse ( ) about same 
 
 
 
Select which style of eating represents you the most:  

!  Sensory-Spiritual (flavoring food with meaning) 

!  Fresh Food, Fast Food (eating mostly processed, high calorie foods, less fresh food) 

!  Emotional Eating (eating to manage feelings) 

!  Food Fretting (judgemental thoughts and overconcern with about food) 

!  Taste-snacking (eating while doing other activities) 

!  Eating Atmosphere (dining aesthetics and surroundings) 

!  Social fare (eating alone vs with others) 

CIRCLE HOW MANY TIMES PER WEEK YOU EAT THE FOLLOWING ITEMS 
If more, write in the amount next to the number 8. 
1. peas, bean or bean curdÉÉÉÉÉÉÉÉÉ.  0 1 2 3 4 5 6 7 8 
2. nuts, seeds or peanut butter ÉÉÉÉÉÉÉÉÉ0  1 2 3 4 5 6 7 8 
3. raw green or yellow vegetables É .ÉÉÉ ÉÉ  0 1 2 3 4 5 6 7 8 
4. cooked green or yellow vegetables .ÉÉÉ ÉÉ  0 1 2 3 4 5 6 7 8 
5. other raw vegetablesÉÉÉÉÉÉÉ. ÉÉÉÉ.        0 1 2 3 4 5 6 7 8 
6. other cooked vegetablesÉÉÉÉÉÉ. ÉÉ ÉÉ  0 1 2 3 4 5 6 7 8 
7. citrus fruit, melon, strawberriesÉÉÉÉ. ÉÉÉ  0 1 2 3 4 5 6 7 8 
8. other raw and dried fruitsÉÉÉÉÉÉÉ. ÉÉ  0 1 2 3 4 5 6 7 8 
9. pasta, rice, bread or rolls (white)ÉÉÉÉÉ. É. .       0 1 2 3 4 5 6 7 8 
10. pasta, rice, bread or rolls (whole grain)É ÉÉ.  0 1 2 3 4 5 6 7 8 
11. cooked cerealÉÉ ÉÉÉÉÉÉÉÉÉÉÉ             0 1 2 3 4 5 6 7 8 
12. ready-to-eat cerealÉÉÉÉÉÉÉÉÉÉÉÉ  0 1 2 3 4 5 6 7 8 
13. homemade pancakes, waffles, biscuits, etcÉÉ.  0 1 2 3 4 5 6 7 8 
14. items listed above from deli or bakeryÉÉ ÉÉ  0 1 2 3 4 5 6 7 8 
15. pastries (e.g. pies, cakes, cookies, etc.)É ÉÉÉ  0 1 2 3 4 5 6 7 8 
16. ice cream custard or puddingÉÉÉÉÉ ÉÉ  0 1 2 3 4 5 6 7 8 
17. low fat or skimmed milk and milk productsÉÉ  0 1 2 3 4 5 6 7 8 
18. whole milk or milk products (e.g. cheese)ÉÉ  0 1 2 3 4 5 6 7 8 
19. eggsÉÉÉÉÉÉ ÉÉÉÉÉÉÉÉÉÉ. É  0 1 2 3 4 5 6 7 8 
20. bacon or sausageÉÉÉÉÉÉÉÉÉÉÉÉ  0 1 2 3 4 5 6 7 8 
21. cold cuts, tongue, hot dogsÉÉÉÉÉÉ ÉÉ. . 0 1 2 3 4 5 6 7 8 
22. trimmed beef, lamb or pork/hamÉÉÉÉ ÉÉ  0 1 2 3 4 5 6 7 8 
23. untrimmed beef, lamb or pork/hamÉÉÉ É. .ÉÉ.  0 1 2 3 4 5 6 7 8 
24. liver or organ meatsÉÉÉÉÉÉÉÉÉÉÉÉÉ.  0 1 2 3 4 5 6 7 8 
25. trimmed veal or poultryÉÉÉÉÉÉÉÉ. .É  0 1 2 3 4 5 6 7 8 
26. untrimmed veal or poultryÉÉÉÉÉÉÉ .É  0 1 2 3 4 5 6 7 8 
27. fish or shellfishÉ ÉÉÉÉÉÉÉÉÉÉÉÉ  0 1 2 3 4 5 6 7 8 
28. fried foodsÉÉÉ ÉÉÉÉÉÉÉÉÉÉ. ..É  0 1 2 3 4 5 6 7 8 
29. vegetable oils or margarineÉÉÉÉÉÉ ÉÉ  0 1 2 3 4 5 6 7 8 
30. butter or meat drippingsÉÉÉÉÉÉÉ ÉÉ  0 1 2 3 4 5 6 7 8 
31. coffee, tea or soft drinksÉÉÉÉÉÉÉ. .ÉÉ  0 1 2 3 4 5 6 7 8 
32. alcoholic beverages per week  ..ÉÉÉÉ. ÉÉ  0 1 2 3 4 5 6 7 8 
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33. water, seltzer, herb teas, etcÉÉÉÉÉÉ ÉÉ  0 1 2 3 4 5 6 7 8 
34. candy, sugar, honey or sweetened itemsÉÉÉ  0 1 2 3 4 5 6 7 8 
35. salt, olives, pickles or salted snacksÉÉÉ ÉÉ  0 1 2 3 4 5 6 7 8 
36. artificial sweetenersÉÉÉÉÉÉÉÉÉÉÉ.  0 1 2 3 4 5 6 7 8 
37. baked, broiled or steamed foodsÉÉÉÉ ÉÉ  0 1 2 3 4 5 6 7 8 
38. Do you binge with food? ( ) Yes ( ) No If yes, how often? _______ 
39. Do you fast? ( ) Yes ( ) No If yes, how often? _______ 
40. Do you buy products at a health food store? ( ) Yes ( ) No 
41. Do you buy organic fruits or vegetables? ( ) Yes ( ) No 
42. Do you try to avoid refined sugar? ( ) Yes ( ) No 
43. Do you try to avoid cholesterol intake in food? ( ) Yes ( ) No 
 
GASTROINTESTINAL: 
31. Do you have any problems chewing food? ( ) Yes ( ) No ( ) In past 
32. Do you have bloating, gas or abdominal pain, particularly after eating? ( ) Yes ( ) No ( ) In past.  If yes,  ( ) 

Slight ( ) Moderate ( ) Significant. 
33. Does your stool appear clay-colored, yellow, foul-odored, or contain undigested foods? ( ) Yes ( ) No ( ) 

In past.  If yes, ( ) Slight ( ) Moderate ( ) Significant.   
34. Are you subject to diarrhea? ( ) Yes ( ) No ( ) In past.  If yes, ( ) Slight ( ) Moderate ( ) Significant. 
35. Are you subject to constipation? ( ) Yes ( ) No ( ) In past.  If yes, ( ) Slight ( ) Moderate ( ) Significant. 
36. Do you have any of the following gastrointestinal disorders? ( ) Diverticular disease ( ) Spastic colon   ( ) 

Colitis ( ) other ________________. ( ) In past 
37. Do you frequently have bad breath or bad taste in your mouth? ( ) Yes ( ) No ( ) In past.   
If yes,  ( ) Slight ( ) Moderate ( ) Significant. 
38. When was your last proctosigmoidoscope or colon cancer screen?___________________ 

What was the result? _______________________________________________ 
39. When was your last guaiac or hemoccult stool for blood screen? ____________________ 

What was the result? _______________________________________________ 
39a. Are you aware that the American Cancer Society recommends Sigmoid Proctoscopy after the age of 40 

to be repeated every five (5) years? _______________. 
 
KIDNEY AND UROLOGICAL ILLNESSES: 
40. To your knowledge, have you ever passed albumin (protein) in your urine? ( ) Yes ( ) No ( ) DonÕt know 
41. Do you have a history of kidney stones or blood in your urine? ( ) Yes ( ) No ( ) In Past.   
If yes, ( ) Slight   ( ) Moderate ( ) Significant. 

 
Urine leakage: 

1. When does it occur? With standing, coughing, sneezing, laughing, lifting objects, on the way to the 
bathroom, golfing? __________________________________________________________________ 

2. Does it occur during the night (nocturnal enuresis)? _____________________ 
3. How frequently does it occur? Every time? Sometimes? Daily? Once or twice a week? 

______________ 
4. How bad is it? Is the person using something to contain the urine-tissue, pads or briefs? How often do 

they need to be changed per day? 
_______________________________________________________ 

5. How long has the problem with leakage existed? 
___________________________________________ 

Awareness of need to urinate 
1. Does the person know when he or she has to urinate or have the urge sensation? 

__________________ 
2. When the bladder feels full or there is the urge to urinate, how soon after the urge occurs does the 

urine start to flow? 
________________________________________________________________________ 

Frequency of Urination 



Medical History 8 

1. How often is the person urinating during the day? (More than six to eight times is considered 
abnormal.  Normal time between urinations is three to four hours.) 
_______________________________________ 

2. How often is the person getting up during the night to urinate? (Nocturia) 
________________________ 

Initiation of Urination 
1. Once on the toilet, can the person initiate the stream within a minute? ____________________ 
2. Does it take coaxing, such as running water or other techniques? ________________________ 
3. What is the number of times when on the toilet that the person actually urinates? __________ 

 
Characteristics of the urinary stream 

1. When and how does the stream start once the person tries to initiate it? _______________________ 
2. Is the stream continuous or does it start and stop? How strong is it? Does the person strain to get the 

urine out? 
__________________________________________________________________________ 

3. Is there pain (e.g., grimacing, wincing, and moaning) with urination? 
____________________________ 

4. Is there post void dribbling? __________________________ 
 
 
 
Characteristics of the urine 

 - What is the color of the urine? Is there sediment or mucus? 
_____________________________________ 

Emptying of the bladder 
      - Does the bladder feel completely empty once the person is finished urinating? 
______________________ 

 
Please answer the following questions using this scale: 
(0 = not al all, 1= infrequently, 2 = less than half the time, 3 = about half of the time, 4 = more than half the 
time, 5 = almost always): 
 
1. Incomplete emptying.  Over the past month, how often have you had to urinate again less than two hours 

after you finished urinating? 0 1 2 3 4 5 
2. Frequency.  Over the past month, how often have you had to urinate again less than two hours after you 

finished urinating?   0 1 2 3 4 5 
3. Intermittency.  Over the past month, how often have you found you stopped and started again several 

times when you urinated? 0 1 2 3 4 5 
4. Urgency.  Over the past month, how often have you found it difficult to postpone urination? 
      0 1 2 3 4 5 
5. Weak Stream.  Over the past month, how often have you had a weak urinary stream? 
      0 1 2 3 4 5 
6. Straining.  Over the past month, how often have you had to push or strain to begin urination? 
      0 1 2 3 4 5 
7. Nocturia.  Over the past month, how many times did you most typically get up to urinate from the time you 

went to bed at night until the time you got up in the morning? 
      0 1 2 3 4 5 
 
 
 
OBSTETRICS, GYNECOLOGY AND WOMEN’S HEALTH: 
42. Do you have recurring vaginal or urinary infections? ( ) Yes ( ) No 
43. Did you have any miscarriages? ( ) Yes ( ) No 
44. At what age did your first menstrual period (MP) occur? ______________ 
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45. Are your cycles regular? ( ) Yes ( ) No 
46. How frequently does your MP occur? ________________________________ 
47. Is your menstrual flow heavy? ______________________________________ 
48. Do you bleed or spot between your menstrual cycle? __________________ 
49. Do you bleed or spot after intercourse? ______________________________ 
50. Do you have a vaginal discharge or itch or history of sexually transmitted disease? 

_______________________________ ___________________________________________. 
51. Do you have premenstrual symptoms? ( ) Yes ( ) No ( ) In past.  ( ) bloating ( ) irritability ( ) fatigue ( ) 
other 
52. During your period, do you have cramps, feel nervous, depressed, nauseous? (Circle symptom(s)). ( ) 
Yes  

( ) No ( ) In past.  If yes, ( ) Slight ( ) Moderate ( ) Significant. 
53. Are you pregnant? ( ) Yes ( ) No Due Date ____________________ 
54. # of pregnancies _____ # of miscarriages _____ # of abortions _____ 
55. Type of birth control used: ___________________________________________________ 
56. If applicable, date of your last Pap Smear __________Abnormal results: ( ) Yes ( ) No 
57. Date of last menstrual period: _________________________________________________ 
58. Did your mother take DES or hormones while pregnant? _________________________ 
59. Do you experience any menopause symptoms? ( ) Yes ( ) No ( ) In past.  If yes, what are your 

symptoms:___________________________________________________________________________
__. 

60. At what age did you reach menopause? ______________ N/A ____________ 
61. Do you have cystic breasts, history of breast mass, or nipple discharge? ( ) Yes ( ) No ( ) In past. 
62. Do you practice breast self-examination? ( ) Yes ( ) No 
63. Are you receiving hormone therapy? ( ) Yes ( ) No 
 
The following reasons may put you at risk for early breast cancer and indicate more frequent mammograms 
and follow-up: 
64. Do you have family or personal history of: 

( ) breast cancer ( ) early onset of menstruation ( ) never having a child ( ) having the first child after 30  
( ) late menopause ( ) previous biopsy of abnormal cells  

65. If applicable, when was your last mammogram? What was the result? 
_______________________________ _______________________________ 

 
OPTIONAL: 
66. Have you lost sex drive? ( ) Yes ( ) No 
67. How often do you have sex relations? _____________________________________ 
68. How often would you like to have sex relations? ____________________________ 
68A. Are you aware that sex drive is directly proportional to overall energy and health in many individuals 

and would you be willing to take something to improve your sex drive? 
_________________________________________________________________________ 

 
FOR MALES: 
69. Do you have difficulty urinating, starting urination, burning or getting up nights?  ( ) Yes ( ) No ( ) In past. 

If yes, ( ) Slight ( ) Moderate ( ) Significant. 
70. Have you been told you have prostate trouble? ( ) Yes ( ) No ( ) In past. 
71. Do you have difficulty obtaining or maintaining an erection, impotence, or premature ejaculation? ( ) Yes  

( ) No ( ) In past.  If yes, ( ) Slight ( ) Moderate ( ) Significant. 
72. Are you receiving hormone therapy? ( ) Yes ( ) No ( ) In past 
73 Do you have abdominal obesity? ( ) Yes ( ) No 
 
OPTIONAL: 
74. Have you lost sex drive? ( ) Yes ( ) No 
75. How often do you have sex relations? __________________________________________ 
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76. How often would you like to have sex relations? ________________________________ 
76A. Are you aware that sex drive is directly proportional to overall energy and health in many individuals 

and would you be willing to take something to improve your sex drive? 
_________________________________________________________________________ 

 
DERMATOLOGY AND SKIN DISEASE: 
77. Do you have any of the following skin problems? ( ) Yes ( ) No ( ) In past.  If yes, please check which 

ones: ( ) itchiness ( ) dryness ( ) red & rough ( ) psoriasis ( ) eczema ( ) oily skin ( ) seborrhea ( ) boils ( ) 
warts  
( ) sores ( ) dandruff ( ) acne ( ) cold sores. 

78. What treatment have you been given for this disease? __________________________ 
 
DIABETES/HYPOGLYCEMIC: 
79. Do you feel drowsy after meals? ( ) Yes ( ) No ( ) In past.  If yes, ( ) Slight ( ) Moderate ( ) Significant.   
80. Have you had a glucose tolerance test? ( ) Yes ( ) No.  If yes, when? ________________________ 
81. Were you diagnosed as being hypoglycemic or diabetic? ( ) Yes ( ) No 
82. What treatment have you been given for this condition? 

____________________________________________________________ 
83. When was your last EKG? _________________ What was the result? _______________ 
84. When was your last cholesterol screening? ______________________ 

What was the result? __________________________________________ 
85. After walking or exercise, do you have chest pain, a cramp in your leg, or feel short of breath? ( ) Yes ( ) 

No ( ) In past.  If yes, ( ) Slight ( ) Moderate ( ) Significant. 
86. Have you had a heart attack? ( ) Yes ( ) No 
87. Have you had bypass surgery? ( ) Yes( ) No 
88. Are you interested in Chelation? ( ) Yes( ) No 
 
HEART DISEASE/CARDIOVASCULAR DISEASE: 
89. Have you had an echocardiogram? ( ) Yes( ) No 
90. Have you had a stress Thallium? ( ) Yes( ) No 
 
INFECTIOUS DISEASE: 
91. Have you ever had a blood transfusion? Please give dates: ________________ 
92. Have you ever engaged in unsafe sex i.e., anal intercourse? ( ) Yes ( ) No 
93. Are you at risk for AIDS or any other sexually transmitted diseases? ( ) Yes ( ) No 
94. Are you: ( ) homosexual ( ) heterosexual or ( ) bisexual 
95. Do you get canker sores (cold sores or herpes simplex) on the inside of your cheeks or on your tongue?  

( ) Yes ( ) No ( ) In past.  If yes, ( ) Slight ( ) Moderate ( ) Significant. 
96. Do you get genital herpes? ( ) Yes ( ) No ( ) In past.   

If yes, how often? _______________________________________________ 
97. Have you been diagnosed with Epstein-Barr virus, mono or any other infectious disease? ( ) Yes ( ) No 
 
POTENTIAL SYMPTOMS OF CANCER 
Check any symptoms that you may be experiencing: 
BREAST CANCER 
 ( ) A lump or swelling in the breast    ( ) Nipple pain or the nipple turning inward 
 ( ) Redness, scaliness or the nipple or breast skin ( ) Discharge from the nipple other than breast milk 
LUNG CANCER 
 ( ) A cough that does not go away ( ) Chest pain ( ) Hoarseness ( ) Bloody or dark spit or phlegm 
OVARIAN CANCER 
 ( ) Bloating or fullness in the abdomen ( ) Unusual abdominal or lower back pain  
 ( ) Unusual lack of energy  ( ) Constipation or diarrhea 
PROSTATE CANCER 
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 ( ) Blood in the urine  ( ) Impotence  ( ) Pain in the hips, spine, ribs  ( ) Loss of bladder or bowel control 
 
COLORECTAL CANCER 

( ) Change in bowel habits, such as diarrhea, or constipation, that lasts for more than a few days 
( ) Rectal bleeding or blood in the stool  ( ) Cramping or steady pain in the abdominal area 
( ) Weakness or fatigue 

ORAL CANCER 
 ( ) Sore or pain in the mouth that does not go away  ( ) Difficulty chewing or swallowing 
 ( ) Lump or mass in the neck  
 ( ) Persistent white or red patch on the gums, tongue, tonsils or lining of the mouth 
PANCREATIC CANCER 
 ( ) Jaundice  ( ) Diabetes mellitus  
 Pain in the abdomen or back 
 Digestive problems 
  
 
MUSCLES, JOINTS AND RHEUMATOLOGY: 
98. Do you have pain and/or stiffness in the muscles and joints? ( ) Yes ( ) No ( ) In past.   
If yes,  ( ) Slight ( ) Moderate ( ) Significant.  If yes, which areas hurt? 
__________________________________________ 
99. Have you had testing for lupus or any other rheumatological conditions? ( ) Yes ( ) No 
 
DENTAL: 
100. Do you wear a dental appliance of any kind (including a bridge or dentures? ( ) Yes ( ) No 
101. Do you use an electric toothbrush? ( ) Yes ( ) No 
102. Do you use aluminum toothpaste? ( ) Yes ( ) No 
103. Do you use an anti-plaque mouthwash such as Viadent? ( ) Yes ( ) No 
 
ELECTROMEDICINE: 
104. Have you ever been shocked or hurt by electricity? Have you been exposed to high-tension wires, 

electromagnetic fields or television or video screens? If so, please explain. List exact details and duration 
of exposure.  
____________________________________________________________________________________
__________________________________________________________________________ 

105. Have you used a TENS device machine for chronic pain? ( ) Yes 
106. Are you will to use electrical devices as an antidote for electromagnetic fields and to enhance your 

mental function? ( ) Yes ( ) No 
 
ENVIRONMENT AND TOXINS: 
107. Have you ever been exposed to anything toxic? ( ) Yes ( ) No.  If yes, which: ( ) lead ( ) cadmium  

( ) mercury ( ) copper ( ) aluminum ( ) solvents ( ) asbestos ( ) pesticides ( ) radiation ( ) other 
108. Are you or have you been exposed to excessive noise? ( ) Yes ( ) No 

If yes, when? ___________________________________________________________ 
 
BRAIN CHEMICAL IMBALANCES AND ADDICTIVE BEHAVIOR: 
109. Do you smoke? ( ) Yes( ) No ( ) in past.  If yes, check one: ( )1-6 cigarettes/day ( )7-14 cigarettes/day ( 

)15 to 1 pack/day ( )one pack/day ( )two or more packs/day. 
110. Do you gamble, do you have a family history of gambling? How many times per week or over a year? 

_______________________________________________ 
111. What is your average alcohol consumption? (1 drink = 1 ounce hard liquor or 1 beer or 1 glass of wine) 

( ) None ( ) less than 4 drinks/month ( ) less than 2 drinks/week ( ) 2-6 drinks/week ( ) 1-2 drinks/day ( ) 3-
4 drinks/day ( ) 5 or more drinks/day 
111a. What is your average alcohol consumption at special occasions? ( )1-2 ( )3-4 ( )5-6 ( )7-8 ( ) 8 or 
more 
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112. Do you tolerate alcohol poorly or feel bad with alcohol? ( ) Yes ( ) No.  If yes, ( ) Slight ( ) Moderate  ( ) 
Significant.  
113. Do you frequently abuse alcohol? ( ) Yes ( ) No.  If yes, ( ) Slight ( ) Moderate ( ) Significant. 
114. Do you have a family history of alcohol/drug abuse? ( ) Yes ( ) No.   
If yes, is it your ( ) Mother ( ) Father  ( ) Other relatives. 
115. What is your average daily caffeine consumption? 

Instant coffee:  none  1-2 cups  3-4 cups  5 or more cups 
Brewed or drip:  none  1-2 cups  3-4 cups  5 or more cups 
Tea:    none  1-2 cups  3-4 cups  5 or more cups 
Soda w/caffeine:  none  1-2 drinks  3-4 drinks  5 or more drinks 

116. Have you ever used or abused street drugs, such as marijuana, cocaine, amphetamines, barbiturates, 
etc?  

( ) Yes ( ) No.  If yes, indicate which drug and to what extent. 
____________________________________________________________________________________
__________________________________________________________________________ 

 
 
Please answer all questions listed below. Do no leave any answers blank. This information will be kept 
strictly private and confidential. 
 
Drug Ever Used? 
 
Alcohol     ________              
Marijuana   ______            
Cocaine      _______        
Amphetamines ____      
Sleeping Pills ______   
Tranquilizers  _____      
Hallucinogens _____     
Diet Pills   ________             
Painkillers ________            
Heroin   _________                 
Inhalant Abuse  ____ 
Glue     __________                
Gasoline _________              

Ever a 
Problem? 
____________
____________
____________
____________
____________
____________
____________
____________
____________
____________
____________
____________ 
 
 

Past? 
____________
____________
____________
____________
____________
____________
____________
____________
____________
____________
____________
____________
__________ 
 

3 months? 
______________
______________
______________
______________
______________
______________
______________
______________
______________
______________
______________
______ 
______________ 
 

Week 
____________
____________
____________
____________
____________
____________
____________
____________
____________
____________
____________
____________
____________ 
 

Other drugs: (please name these drugs) 
_____________________________________________________ 
______________________________________________________________________ 
 

 
117. Have you ever tried to cut down consumption of any drug, alcohol, or any food? Please list: 

___________________________________________________ 
118. Have you ever been annoyed about somebody elseÕs comments regarding your use of alcohol, drugs, 

or any food? ( ) Yes ( ) No 
119. Do you feel guilty of the use of excessive alcohol, drugs or food? ( ) Yes ( ) No 
120. Do you ever take an eye-opener in the morning or over-utilize a craving the first thing in the morning 

(consumption of any food or drug). Please list: 
_______________________________________________________________ 
_______________________________________________________________ 

 
 
NEUROLOGY, PSYCHIATRY, PSYCHOSOCIAL ASPECT OF MEDICAL CARE 
121. Are you: ( ) left handed ( ) right handed ( ) ambidextrous 
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122. Is it difficult for you to get started in the morning? ( ) Yes ( ) No In past.   
If yes,  ( ) Slight ( ) Moderate  ( ) Significant. 
123. Do you hear a ringing, buzzing or clicking in your ears? ( ) Yes ( ) No ( ) In past.   
If yes,  ( ) Slight  ( ) Moderate ( ) Significant. 
124. Do you crave sweets? ( ) Yes ( ) No ( ) In past.  If yes,  ( ) Slight ( ) Moderate ( ) Significant. 
125. Do you crave salt or salt food heavily? ( ) Yes ( ) No ( ) In past.   
If yes, ( ) Slight ( ) Moderate  ( ) Significant.   
126. Sex drive is: ( ) Diminished ( ) Moderate ( ) High 
127. Which of the following do you have? 

( ) headaches.  
If YES, rate the degree of pain on a scale from 1-10 (  ) 
What type of pain?: ( )pulsating ( ) pounding ( )throbbing  
Location of pain? ( ) frontal, ( ) temporal (side of head), ( ) parietal (top of head), and/or  
( ) occipital (back of head)  
Associated symptoms? ( )nausea/vomiting ( ) sensitivity to light ( ) sensitivity to noise  ( ) dizziness.  
( ) little body fat ( ) low pain threshold ( ) 1-2 head colds yearly ( ) normal skin pigmentation  
( ) few, if any, allergies ( ) many dental fillings ( ) preoccupation with the idea of travel 
( ) excess hair on face, hands or legs ( ) none of the above 

128. Which of the following do you have? 
( ) ideas of grandeur  ( ) paranoia ( ) hallucinations  ( ) mania ( ) depression  
( ) feelings that someone controls my mind ( ) feelings that I am not important at all ( ) none of the 

above 
129. Which of the following symptoms do you have? 

( ) weakness ( ) fatigue  ( ) nervousness  ( ) faintness  ( ) palpitations  ( ) anxiety  
( ) depression  ( ) irritability  ( ) trembling  ( ) confusion  ( ) fear  ( ) nausea 
( ) dizziness  ( ) ÒblackoutsÓ ( ) forgetfulness ( ) craving for sweets   ( ) usually cold  
( ) usually warm  ( ) constant hunger  ( ) inability to concentrate ( ) none of the above 

130. Which of the following symptoms do you have? 
( ) school phobia  ( ) emotions from flat to hysteria  ( ) mood swings  ( )depression-suicidal  
( ) delinquency  ( ) severe inner tension   ( ) anti-social  ( ) confusion  
( ) nervous   ( ) difficulty falling asleep   ( ) exhaustion  ( ) anxiety attacks  
( ) fear of people  ( ) difficulty staying asleep   ( ) insomnia   ( ) prefer to be alone  
( ) dislike being alone 

131. Which of the following symptoms do you have? 
( ) limping  ( ) painful knees  ( ) scoliosis  ( ) slow wound healing ( ) acne ( ) white spots on fingernails  

( ) none of the above 
Paranoid Symptoms:  

( ) No reported suspiciousness ( ) Mildly suspicious of others  
( ) Moderately suspicious of others ( ) Extremely suspicious/Delusions of persecution 

         Conflicts with others (fights, arguments, etc.): 
( ) No conflicts with others ( ) Infrequent conflicts with others (1-2 times/week) 
( ) Frequent conflicts with others ( 3 or more times/week) 

132. Which of the following do you have? 
( ) inability to visualize  ( ) images in your mind ( ) suicidal depression  
( ) compulsive behavior ( ) ritualistic behavior   ( ) obsessive thoughts 
( ) abnormal fears   ( ) none of the above 

133. How often do you recall your dreams?  
( ) nightly  ( ) one or twice a week  ( ) once weekly  ( ) once monthly  ( ) never 

134. Do you have nightmares? ( ) Yes ( ) No ( ) In past.  If yes, How often? ___________________ 
135. Have you ever suffered from whiplash and/or a head injury? ( ) Yes  ( ) No 

a. If so, how old were you at the time? 
b. Please describe the incident: _______________________________________ 
________________________________ _________________________________ 
c. Were you unconscious? If so, for how long? __________________________ 
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d. Did you receive any medical treatments for the injury? If so, please describe 
________________________________ __________________________________ 

e. After the injury, did you experience any of the following symptoms? (Please check): 
( ) Headaches  ( ) blurred vision  ( ) doubled vision  ( ) nausea 
( )Drowsiness  ( ) seizures   ( ) fainting   ( ) memory loss 
( ) Confusion 

136. Have you ever had an MRI or a CAT Scan? ( ) Yes  ( ) No.  If so, what was the result? 
 _____________________________________________________________________________ 
137. Self description: Please complete the following sentences: 

a. I am a person who___________________________________________________________ 
b. All my life___________________________________________________________ 
c. Ever since I was a child _____________________________________________________ 
d. One of the things I feel proud of is __________________________________________ 
e. ItÕs hard for me to admit ______________________________________________________ 
f. One of the things I canÕt forgive is _______________________________________________ 
g. One of the things I feel guilty about is ____________________________________________ 
h. If I didnÕt have to worry about my image __________________________________________ 
i. One of the ways people hurt me is ________________________________________ 
j. Mother was always __________________________________________________________ 
k. What I needed from Mother and didnÕt get was ____________________________________ 

 l. Father was always _________________________________________________________ 
m. What I want from Father and didnÕt get was ___________________________________ 
n. If I werenÕt afraid of myself, I might ______________________________________ 
o. One of the things IÕm angry about is ________________________________ 
p. What I need and never received from a woman (man) is __________________________ 
q. The bad thing about growing up is ___________________________________ 
r. One of the ways I could help myself but donÕt is __________________________________ 
s. My religious affiliation is _____________________________________________________ 

 
138. How many ( ) brothers and ( ) sisters do you have? 

What birth order are you?   ____________________________________________________ 
What was your birth weight? _______________ 
Were you a twin? _____________ 
Have you been adopted? ______________________________________________________ 

139. Have you ever been sexually abused or harassed? ( ) Yes ( ) No 
139a. Have you ever been a victim of domestic violence? ( ) Yes ( ) No.   
If so, do you have a plan for safety? ( ) Yes ( ) No 
140. Do you live with any pets? ( ) Yes ( ) No 
141. How would you describe your level of academic performance in: (Please circle) 

Elementary school?   Very poor  Below average  Above average  Excellent 
Junior high and high school? Very poor  Below average        Above average         Excellent 
College and/or graduate school, if any? Very poor  Below average    Above average  Excellent 

142. What were your best subjects, if any? _____________________________________ 
143. What were your worst subjects, if any? ____________________________________ 
144. Did you have any hobbies? (music lessons, sports, etc.) If so, what were they? 
___________________________________ _____________________________________ 
145. Were you ever involved with the law, due to your behavior? ( ) Yes  ( ) No. 
146. Has your partner ever harmed you or threatened to harm someone you love? ( ) Yes  ( ) No. 
 
SOCIAL SUPPORT 
(Please Circle: 1= strongly disagree, 2= mildly disagree, 3= neutral, 4= mildly agree, 5= strongly agree) 
1. There is a special person who is around when I am in need.   1 2 3 4 5 
2. I get the emotional help and support I need from my family.   1 2 3 4 5 
3. I can count on my friends when things go wrong.     1 2 3 4 5 
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4. I can talk about my problems with my family.     1 2 3 4 5 
5. I have friends with whom I can share my joys and thoughts.   1 2 3 4 5 
6. There is a special person in my life who cares about my feelings.  1 2 3 4 5 
7. Have you ever been involved in domestic violence?    1 2 3 4 5 
Ref.: Blumenthal, et al. Psychosomatic Med. 1987. 49:339-40 
 
CHILDHOOD AND ADULTHOOD DISORDERS: 
DIAGNOSTIC CRITERIA FOR ATTENTION DEFICIT 
Please place a C next to any of the following that you currently have and place a P next to any that you have 
had in the past. 
A. Inattention. At least three of the following: 

1. often fails to finish things he or she starts _____   
2. often doesnÕt seem to listen   _____     
3. easily distracted _____ 
4. has difficulty concentrating on schoolwork or other tasks requiring sustained attention _____ 
5. has difficulty sticking to a play activity _____ 

B. Impulsivity. At least three of the following: 
1. often acts before thinking _____ 
2. shifts excessively from one activity to another _____ 
3. has difficulty organizing work (this not being due to cognitive impairment) _____ 
4. needs a lot of supervision _____ 
5. frequently calls out in class  _____ 
6. has difficulty awaiting turn in games or group situations _____ 

C. Hyperactivity. At least three of the following: 
1. excessively runs about or climbs on things  _____ 
2. has difficulty sitting still or fidgets excessively _____ 
3. has difficulty staying seated _____ 
4. moves about excessively during sleep _____ 
5. is always Òon the goÓ or acts as if Òdriven by a motorÓ _____ 

D. Onset before the age of seven  ( ) Yes   ( ) No 
E. Duration of at least six months ( ) Yes   ( ) No 
 
TEMPORAL LOBE DYSFUNCTION SYMPTOMS 
Check any symptom(s) that you may have: 

( ) head injury ( ) smell hallucinations  ( ) bruise easily ( ) taste hallucinations 
( ) cold hands, feet ( ) sexual drives  ( ) religiosity   ( ) ritualistic behavior 
( ) headaches ( ) compulsive behavior ( ) synesthesia (sounds you can see) 
( ) amnesia or stupor   ( ) compulsive writing ( ) outer body experiences 
( ) space perception aberrations   ( ) time loss moments or more 
( ) seasonal sporting spots, rims, flashes  ( ) ADD history as a child, in past, or diagnosed 
( ) elevator plummeting feeling, stomach rises (halo)     ( ) numbing or detachment 
( ) an experience of feeling automated or as if in a dream 
( ) Jamais Vu (something unfamiliar about familiar places or happenings) 
( ) an experience of feeling detached from, as if one is an outside observer of oneÕs mental processes 

or body. 
 
SAFETY AND HEALTH SOCIETY QUESTIONS 
1. Do you wear seatbelts? ( ) Yes ( ) No      
2. What kind of car do you drive? _____________________________ 
3. Do you wear a bike helmet? ( ) Yes ( ) No   
4. Do you have a living will? ( ) Yes ( ) No 
5. Do you have a donor card? ( ) Yes ( ) No 
 
My three (3) major fears are: 
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1. ____________________________________________________________________________ 
2. ____________________________________________________________________________ 
3. ____________________________________________________________________________ 

My three (3) major health fears are: 
1. ____________________________________________________________________________ 
2. ____________________________________________________________________________ 
3. ____________________________________________________________________________ 

Three (3) major health goals: 
1. _____________________________________________________________________________ 
2. _____________________________________________________________________________ 
3. _____________________________________________________________________________ 

 
SPIRITUAL HISTORY 
1. When you are ill or have other problems, who or what helps you to get through? (How does this work for 

you?) 
____________________________________________________________________________________
__________________________________________________________________________ 

2. Has any part of your illness been scary for you? Or raised any puzzling questions about your life? 
____________________________________________________________________________________
__________________________________________________________________________ 

3. Has your illness affected your attitude or thinking about spiritual matters? In what way? (Or has your 
illness changed your view of God?)  
____________________________________________________________________________________
__________________________________________________________________________ 

4. Most patients express a need for more personal religious faith. Do you feel that knowing God in a personal 
way would be helpful to you? 
____________________________________________________________________________________
__________________________________________________________________________ 
If yes, would you like to meet with someone? 
_______________________________________________________________________________ 

5. Do you believe that sin or guilt is a factor in your current illness? 
___________________________________ 
6. Would you like to participate in spiritual research to better understand how mind and body problems 

impact spirituality? 
_____________________________________________________________________________ 

 
 
 
MENTAL HEALTH HISTORY 
1. Describe history of symptoms and give approximate date of onset. Give brief description of symptoms and 

psychotherapy or counseling if any was obtained. If not applicable, write N/A. List hospitalizations below: 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 

2. How many psychiatric hospitalizations have you had? Please list (include place, date, diagnosis) in 
chronological order. 
_______________________________________________________________________________ 
_______________________________________________________________________________ 

3. Have you had electric shock treatments? ( ) Yes ( ) No # of times______________ 
4. Present psychiatric diagnosis, if any 
__________________________________________________________ 
5. Are you presently seeing a psychiatrist, psychologist, counselor of any type, or attending a day-care 
center?  

( ) Yes ( ) No.  If yes, please explain: 
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_______________________________________________________________________________ 
_______________________________________________________________________________ 

 
CURRENT LIFE EVENT STRESS 
Circle any of the following if it has occurred in the last year. Put an X if it occurred in the last two years. 
 
1. Death of spouseÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. É  100 
2. Divorce ÉÉÉÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. ..ÉÉÉ. . 73 
3. Marital separation from mate ÉÉÉÉÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. ..ÉÉ É  65 
4. Detention in jail or other institution ÉÉÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ.  63 
5. Death of a close family member ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. .ÉÉÉÉ.  63 
6. Major personal injury or illness ÉÉÉÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. ...  53 
7. Marriage ÉÉÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. ÉÉÉÉÉ  50 
8. Being fired from work ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. ÉÉÉÉÉ. . 47 
9. Marital reconciliation with mate ÉÉÉÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. ÉÉÉÉ. . 45 
10. Retirement from work ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. .ÉÉÉ  45 
11. Major change in the health or behavior of a family member ÉÉ ÉÉÉÉÉÉÉÉÉÉÉ. .. 44 
12. PregnancyÉÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. .ÉÉÉÉ  40 
13. Sexual difficultiesÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. .ÉÉÉÉ  40 
14. Gaining a new family member (e.g., through birth, adoption. Oldster  

moving in, etc.)ÉÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. . 39 
15. Major business readjustment (e.g., merger, reorganization, bankruptcy, etc.)ÉÉÉÉÉ ..  39 
16. Major change in financial state (e.g. a lot worse off or a lot better than usual)ÉÉÉÉ. ÉÉ  38 
17. Death of a close friend ÉÉÉÉÉÉÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. .ÉÉÉÉÉ.  37 
18. Changing to a different line of work ÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. . 36 
19. Major change in the number of arguments with spouse (e.g. either a lot more or  

a lot less than usual regarding child rearing, personal habits, etc.)ÉÉÉÉÉÉ. ÉÉÉÉÉ  35 
20. Taking on a mortgage greater than $100,000 (e.g. purchasing a home, 

business, etc.) ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. ÉÉÉÉÉÉ  31 
21. Foreclosure on a mortgage or loanÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. . 30 
22. Major change in responsibilities at work (e.g. promotion, demotion, lateral transfer)É ÉÉ  29 
23. Son or daughter leaving home (e.g., marriage, attending college, etc.)ÉÉÉÉ. .ÉÉÉ É.  29 
24. In-law troublesÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. É. É  29 
25. Outstanding personal achievementÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. .É. ... 28 
26. Wife beginning or ceasing work outside the homeÉÉÉÉÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉ  28 
27. Beginning or ceasing formal schoolingÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. ÉÉÉÉ  28 
28. Major change in living conditions (e.g., building a new home, remodeling,  

deterioration of home and neighborhood)ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. .ÉÉÉÉÉ. . 25 
29. Revision of personal habits (dress, manners, associations, etc.)ÉÉÉÉÉÉÉ. ..ÉÉ ÉÉ.  24 
30. Trouble with bossÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. ÉÉÉ. .. 23 
31. Major change in working hours or conditionsÉÉÉÉÉÉÉÉ ÉÉÉÉÉÉÉÉ. ÉÉÉÉ  20 
32. Change in residenceÉÉÉÉÉÉÉÉÉÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ.  20 
34. Change to a new schoolÉÉÉÉÉÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ  20 
34. Major change in usual type and./or amount of recreationÉÉÉÉÉÉÉÉÉÉ. ÉÉÉÉ. .. 19 
35. Major change in religious activities (e.g., a lot more or a lot less than usual)É. ÉÉÉÉ É  19 
36. Major change in social activities (e.g., clubs, dancing, movies, visiting, etc.)ÉÉÉÉÉÉÉ  18 
37. Taking on a mortgage or loan less than $10,000 (e.g., purchasing a car,  

TV, freezer, etc.) ÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. ÉÉÉÉÉ  17 
38. Major change in sleeping habits (a lot more or a lot less sleep, or change 

in part of day when asleep)ÉÉÉÉÉÉÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. É  16 
39. Major change in family get-togethers (e.g., a lot more or a lot less than usual)ÉÉ. ÉÉ É. .. 15 
40. Major change in eating habits (a lot more or a lot less food intake or very 

different meal hours or surroundingsÉÉÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ  15 
41. VacationÉÉÉ. É ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ.  13 
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42. Christmas time or any other religious holidayÉÉÉÉÉÉÉÉ ÉÉÉÉÉÉ. ..ÉÉÉ É  12 
43. Minor violations of the law (e.g., traffic tickets, jaywalking, disturbing 
the peace, etc.)ÉÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. ...ÉÉÉ É.  11 
44. Other: List other stressors you have had in the past two years, including such things as a friend dealing 

with an illness, and events such as parental divorce, etc ÉÉÉÉ ÉÉÉÉÉÉÉÉÉÉÉ  45 
Day care orÉÉÉÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. ..É  10 
Single parentingÉÉÉ ÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉÉ. .. 10 

45. Rate your level of stress on scale of 1 to 5. (1= low stress, 5=high stress) 
Stress level at work (or school)     1 2 3 4 5 
Stress level at home      1 2 3 4 5 
Overall stress level       1 2 3 4 5 

46. Rate your level of contentment with your life right now 1 2 3 4 5 
 
 
PERCEIVED STRESS SCALE 
The questions in this scale ask you about your feeling and thoughts during the last month. In each case, 
please indicate how often you felt or thought a certain way. Although some of the questions are similar, there 
are differences between them and you should treat each one as a separate question. The best approach is 
to answer each question fairly quickly. That is, donÕt try to count up the number of times you felt a particular 
way, but rather the alternative that seems like a reasonable estimate. 
 
1. In the last month, how often have you been upset because of something that happened unexpectedly?  

( ) Never ( ) Rarely ( ) Sometimes ( ) Often ( ) Frequently 
2. In the last month, how often have you felt that you were unable to control the important things in your life?  

( ) Never ( ) Rarely ( ) Sometimes ( ) Often ( ) Frequently 
3 In the last month, how often have you felt nervous and ÒstressedÓ?  

( ) Never ( ) Rarely ( ) Sometimes ( ) Often ( ) Frequently  
4. In the last month, how often have you dealt successfully with the irritating life hassles?  

( ) Never ( ) Rarely ( ) Sometimes ( ) Often ( ) Frequently  
5. In the last month, how often have you felt that you were effectively coping with important changes that 

were occurring in your life?  
( ) Never ( ) Rarely ( ) Sometimes ( ) Often ( ) Frequently 

6. In the last month, how often have you felt confident in your ability to handle your personal problems?  
 ( ) Never ( ) Rarely ( ) Sometimes ( ) Often ( ) Frequently 
7. In the last month, how often have you felt that things were going your way?  

( ) Never ( ) Rarely ( ) Sometimes ( ) Often ( ) Frequently  
8. In the last month, how often have you found that you could not cope with all the things you had to do?  

( ) Never ( ) Rarely ( ) Sometimes ( ) Often ( ) Frequently 
9. In the last month, how often were you able to control irritations in your life?  

( ) Never ( ) Rarely ( ) Sometimes ( ) Often ( ) Frequently  
10. In the last month, how often have you felt that you were on top of things?  

( ) Never ( ) Rarely ( ) Sometimes ( ) Often ( ) Frequently  
11. In the last month, how often have you been angered because of things that happened that were outside 

of your control?  
( ) Never ( ) Rarely ( ) Sometimes ( ) Often ( ) Frequently 

12. In the last month, how often have you found yourself thinking about things you have to accomplish?  
( ) Never ( ) Rarely ( ) Sometimes ( ) Often ( ) Frequently  

13. In the last month, how often have you been able to control the way you spend your time?  
( ) Never ( ) Rarely ( ) Sometimes ( ) Often ( ) Frequently  

14. In the last month, how often have you felt difficulties were piling up so high that you could not overcome 
them?  

( ) Never ( ) Rarely ( ) Sometimes ( ) Often ( ) Frequently 
 
What are your basic needs? 
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1.____________________________________________________________________________ 
2.____________________________________________________________________________ 
3.____________________________________________________________________________ 

What results do you expect at PATH? 
1.____________________________________________________________________________ 
2.____________________________________________________________________________ 
3.____________________________________________________________________________ 

 
What would you desire to have accomplished here beyond the expected? 

1.____________________________________________________________________________ 
2.____________________________________________________________________________ 
3.____________________________________________________________________________ 

 
PLEASE CIRCLE ONE FROM EACH LINE THAT PERTAINS TO YOU 
(Circle one description from either the left or right side on each line) 

E (75% of population) versus I (25% of population) 
Sociability…………………………………………………………………….………. Territoriality 
Interaction…………………………………………………………………………… Concentration 
External…………………………………………………………………………….………. Internal 
Breadth………………………………………………………………………...………….….. Depth 
Extensive…………………………………………………………………..…………….... Intensive 
Multiplicity of relationships……………………………………….………. Limited relationships 
Expenditure of energies…………………………………………..……. Conservation of energies 
Interest in external events ………………………………………….. Interest in internal reaction 

S (75% of population) versus N (25% of population) 
Experience………………………………………………………………………………… Hunches 
Past…………………………………………………………………………………………... Future 
Realistic…………………………………………………………………………………. Speculative 
Perspiration…………………………………..…………………………………………. Inspiration 
Actual……………………………………………………………………………………….. Possible 
Down-to-earth……………………………………………………..………………. Head-in-clouds 
Utility…………………………………………………………………….….………………. Fantasy 
Fact…………………………………………………………………………….……………. Fiction 
Practicality……………………………………………………………………………….. Ingenuity 
Sensible……………………………………………………………………..………….. Imaginative 

T (50% of population) versus F (50% of population) 
Objective…………………………………………………………………………………… Subjective 
Principles………………………………………………………………...…………………….. Values 
Policy…………………………………………………………………………………….. Social values 
Laws……………………………………………………………………… Extenuating circumstances 
Criterion……………………………………………………………………………………… Intimacy 
Firmness…………………………………………………………………………………… Persuasion 
Impersonal……………………………………………………………………………………… Personal 
Justice…………………………………………………………………………………………… Humane 
Categories…………………………………………………………………………...……….… Harmony 
Standards……………………………………………………………………...……………. Good or bad 
Critique…………………………………………………………………….…………………. Appreciate 
Analysis……………………………………………………………………..…………………. Sympathy 
Allocation…………………………………………………………………………….…………. Devotion 

J (50% of population) versus P (50% of population) 
Settled……………………………………………………………………………………………. Pending 
Decided…………………………………………………………………………….….. Gather more data 
Fixed…………………………………………………………………………………….………… Flexible 
Plan ahead……………………………………………….……………………………… Adapt as you go 
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Run one’s life………………………………………...…………………………………… Let life happen 
Closure……………………………………………………………………………………… Open options 
Decision-making……………………………….………………………………………. Treasure Hunting 
Planned……………………………………………………………………………………….. Open ended 
Completed………………………………………………………………………………………. Emergent 
Decisive………………………………………………….……………………………………….. Tentative 
Wrap it up…………………………..……………………………………………. Something will turn up 
Urgency ……………………………………………………………………………. There’s plenty of time 
Deadline!……………………………………..…………………………………………… What deadline? 
Get show on the road………………………………….…………………………… Let’s wait and see…. 
 
Taken from ÒPlease Understand MeÓ by David Kersey and Marilyn Bates 
Thank you for your time and effort in completing this questionnaire. Please know that this Information will be 
kept confidential. 
 
 
 
 
 
 

COMFORT ASSESSMENT 
Please complete if your symptoms include pain. 
 
1.   Where is your pain?  
___________________________________________________________________ 
 
2.   Circle the words that describe your pain. 
 

aching sharp penetrating 
throbbing tender nagging 
shooting burning numb 
stabbing exhausting miserable 
gnawing tiring unbearable 

  
     Circle One: occasional continuous 
 
     What time of day is your pain the worst? 
 
 morning afternoon evening nighttime 
 
3.   Rate your pain by circling the number that best describes your pain at its worst in the last month. 
 
No Pain    0     1     2     3     4     5      6     7    8     9   10   Pain as bad as you can imagine                                                                                          
 
4.   Rate your pain by circling the number that best describes your pain at its least in the last month. 
 
No Pain    0     1     2     3     4     5      6     7    8     9   10   Pain as bad as you can imagine                                                                                          
 
5.   Rate your pain by circling the number that best describes your pain on average in the last month. 
 
No Pain    0     1     2     3     4     5      6     7    8     9   10   Pain as bad as you can imagine                                                                                          
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6.   Rate your pain by circling the number that best describes your pain right now. 
 
No Pain    0     1     2     3     4     5      6     7    8     9   10   Pain as bad as you can imagine                                                                                          
 
7.   What makes your pain better?  __________________________________________________________ 
 
8.   

What makes your pain worse?  __________________________________________________________ 
 
9.  What treatments or medicines are you receiving for your pain?  Circle the number to describe the  
 amount of relief the treatment or medicine provide(s) you. 
 

a) Treatment or medicine (include dose): ________________________ 
  

No Relief     0  1      2      3       4       5       6       7       8      9      Complete Relief 
b) Treatment or medicine (include dose): ________________________  
 
No Relief     0  1      2      3       4       5       6       7       8      9      Complete Relief 
c) Treatment or medicine (include dose): ________________________  
No Relief     0  1      2      3       4       5       6       7       8      9      Complete Relief 
d) Treatment or medicine (include dose): ________________________  
No Relief     0  1      2      3       4       5       6       7       8      9      Complete Relief 
 

10.  What side effects or symptoms are you having?  Circle the number that best describes your experience 
during the past week. 
 
11.  Circle the one number that describes how during the past week pain has interfered with your: 
 
a.  General 
Activity 

Does Not 
Interfere 

0 1 2 3 4 5 6 7 8 9 10 Completely 
Interferes 

a.  Nausea Barely 
Noticeable 

0 1 2 3 4 5 6 7 8 9 10 Severe Enough 
to Stop Medicine 

b.  Vomiting Barely 
Noticeable 

0 1 2 3 4 5 6 7 8 9 10 Severe Enough 
to Stop Medicine 

c.  Constipation Barely 
Noticeable 

0 1 2 3 4 5 6 7 8 9 10 Severe Enough 
to Stop Medicine 

d.  Lack of 
Appetite 

Barely 
Noticeable 

0 1 2 3 4 5 6 7 8 9 10 Severe Enough 
to Stop Medicine 

e.  Tired Barely 
Noticeable 

0 1 2 3 4 5 6 7 8 9 10 Severe Enough 
to Stop Medicine 

f.   Itching Barely 
Noticeable 

0 1 2 3 4 5 6 7 8 9 10 Severe Enough 
to Stop Medicine 

g.  Nightmares Barely 
Noticeable 

0 1 2 3 4 5 6 7 8 9 10 Severe Enough 
to Stop Medicine 

h.  Sweating Barely 
Noticeable 

0 1 2 3 4 5 6 7 8 9 10 Severe Enough 
to Stop Medicine 

i.   Difficulty 
Thinking 

Barely 
Noticeable 

0 1 2 3 4 5 6 7 8 9 10 Severe Enough 
to Stop Medicine 

j.   Insomnia Barely 
Noticeable 

0 1 2 3 4 5 6 7 8 9 10 Severe Enough 
to Stop Medicine 
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b.  Mood Does Not 
Interfere 

0 1 2 3 4 5 6 7 8 9 10 Completely 
Interferes 

c.  Normal Work Does Not 
Interfere 

0 1 2 3 4 5 6 7 8 9 10 Completely 
Interferes 

d.  Sleep Does Not 
Interfere 

0 1 2 3 4 5 6 7 8 9 10 Completely 
Interferes 

e.  Enjoyment of 
Life 

Does Not 
Interfere 

0 1 2 3 4 5 6 7 8 9 10 Completely 
Interferes 

f.   Ability to 
Concentrate 

Does Not 
Interfere 

0 1 2 3 4 5 6 7 8 9 10 Completely 
Interferes 

g.  Relations 
with 
Other People 

Does Not 
Interfere 

0 1 2 3 4 5 6 7 8 9 10 Completely 
Interferes 

 
Purdueª  Committed to Managed Care 
Prepared by Elizabeth J. Narcessian, M.D., Clinical Chief of Pain Management, Kessler Institute for Rehabilitation, Inc. 
A5375  00MC59  6/97 0698 
 
 
 
RUSH SEXUAL FUNCTION INVENTORY 
Only Adults Need Complete 
 

Patient Instructions: Often, people with depression suffer from sexual problems, including changes in 
desire/interest or in physical functioning. Some medications can cause sexual dysfunction. The purpose of this 
questionnaire is to determine whether you are experiencing any sexual problems in order to assess the effects 
of medication on sexual functioning.  
It is important that all the questions be answered so that the evaluation is complete, but it is understood that the 
nature of the questions may make it difficult to answer every question. Please be assured that all information 
you provide is strictly confidential. Please read the questions carefully: some questions allow more than one 
answer. 

 
1.   Have you ever experienced sexual dysfunction while taking any medications? 
 � No  
 � Yes (explain) _____________________________________________ 
 
2. Do you and your sexual partner(s) use birth control? 
 � Not applicable; no partner 
 � No 
 � Yes (check all that apply) 
 � condoms � diaphragm � spermicidal foam � rhythm method � birth control pills 
 � intrauterine device (IUD) � sterilization (vasectomy, tubal ligation, hysterectomy) 

� withdrawal of penis from vagina prior to ejaculation 
 � other (explain) _________________________________________ 
 
3. Have you ever had any surgical or medical procedure performed on your reproductive organs (for 

example, hysterectomy, prostate surgery, penile implant, hymenectomy)? 
 � No 
 � Yes (explain) _____________________________________________ 
 
4. Have you ever had a non-routine investigation of your reproductive organs?  
 � No 
 � Yes (explain) ___________________________________________ 
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5.a. Have you ever been evaluated for a sexual dysfunction? 
 � No  
 �Y es (explain) _______________________________________________ 
 
5.b.  Have you ever received treatment for a sexual dysfunction? 
 � No  
 � Yes (explain) ___________________________________________ 
 
6.  Please list any circumstances in your life that you feel may have affected your sexual experience (either 

positively or negatively). Give date, where appropriate. 
 ____________________________________________________ 

 
7.   Rate each of the following items by placing a mark at the point on the line that best describes you during 

the last 8 weeks (or since last visit, if follow-up): 
a.  How frequently do you have pleasurable sexual thoughts? 

  _____________________________ 
infrequent       very frequent 

 
b.  Rate your ability to become sexually excited. 
_____________________________ 
unable        always able 

 
c.  How frequently do you have the desire to initiate sexual activity? 
_______________________________ 

           infrequent          very frequent 
 
d.  How frequently do you initiate sexual activity? 
_______________________________ 
infrequent                    very frequent 
 
e.   Rate your overall degree of sexual satisfaction. 
_______________________________ 
low             high 

 
8.  How many times in the past 8 weeks (or since last visit, if follow-up) did you engage in the following 

sexual activities?  How many times in the last year _____ (√ )? 
a.  Masturbation (solitary or by partner): 
 � Never 
 � Once per week 
 � 2 to 4 times per week 
 � 5 to 10 times per week 
 � More than 10 times per week 
b.  Intercourse (anal or vaginal): 
 � Never 
 � Once per week 
 � 2 to 4 times per week 
 � 5 to 10 times per week 
 � More than 10 times per week 
c. Oral sex:  
 � Never 
 � Once per week 
 � 2 to 4 times per week 
 � 5 to 10 times per week 
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 � More than 10 times per week 
 

--------------------------------------------  Glossary  ------------------------------------------------- 
 
anal intercourseÑ see intercourse 
clitorisÑ a prominent area of the female located just above the urethra and vaginal entrance; see genitals 
ejaculationÑ expulsion of semen from the penis, usually associated with orgasm  
erectionÑ the stiffening and enlargement of the penis 
genitalsÑ sex organs: in men, penis, scrotum, testicles; in women, vagina, breasts, clitoris, external outer 
genitals 
intercourseÑ sexual union in which the penis is inserted into the vagina; or anal intercourse, the penis is 
inserted into the partnerÕs anus 
multiple orgasmÑ more than one orgasm experienced within a single, continuous sexual encounter 
oral sexÑ mouth/genital contact 
orgasmÑ pleasurable sexual experience associated with the release of physical tension involving muscle 
contractions at the peak of emotional and physical gratification 
swellingÑ physiologic change occurring during sexual arousal consisting of enlargement, fullness, and 
increased blood supply to the external genitalia 
vaginal lubrication—a clear fluid that appears on the wall of the vagina, associated with sexual arousal 
 
9. Men only:   �  Not applicable (female patient) 
Please answer every question. Check Yes if you have experienced the item or No if you have not 
experienced it during the last 8 weeks (or since last visit, if follow-up). 
  Yes No 

1) Decreased sex drive  �  �  
2) Weaker erections �  �  
3) Decreased strength or endurance �  �  
4) Decline in height �  �  
5) Decreased enjoyment of life �  �  
6) Sad and/or grumpy mood �  �  
7) Lack of energy �  �  
8) Difficulty staying awake after dinner �  �  
9) Recent deterioration in ability to play sports �  �  
10) Recent deterioration in work performances �  �  
11) Spontaneous daytime erections �  �  
12) Painful erections �  �  
13) Erection when sexually aroused �  �  
14) Difficulty getting an erection when sexually stimulated �  �  
15) Difficulty maintaining an erection to complete sexual act �  �  
16) Waking up from sleep with an erection �  �  
17) Requiring more stimuli than usual to achieve an erection �  �  
18) Requiring more stimuli than usual to maintain an erection �  �  
19) Decreased fullness of erection �  �  
20) Increased sensitivity of genitals upon physical stimulation �  �  
21) Decreased sensitivity of genitals upon physical stimulation �  �  
22) Orgasm �  �  
23) Ejaculation  �  �  
24) Painful orgasm/ejaculation �  �  
25) Orgasm without ejaculation �  �  
26) Delay in achieving orgasm/ejaculation but eventually doing so �  �  
27) Inability to achieve orgasm/ejaculation �  �  
28) Orgasm without erection �  �  
29) Orgasm occurring during sleep �  �  
30) Genital pain during sexual contact �  �  
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31) Orgasm/ejaculation occurring earlier than desired �  �  
32) Experiencing orgasm without sexual provocation �  �  
  (spontaneously, except in sleep) 
33) Generally decreased intensity of orgasm �  �  

 
10. Women only:  � Not applicable (male patient) 
Please answer every question. Check Yes if you have experienced the item or No if you have not 
experienced it during the last 8 weeks (or since last visit, if follow-up). 
                                                  Yes No 

a.  Increased sensitivity, other than pain, in breasts �  �  
  upon physical contact 
b.  Increased sensitivity, other than pain, in genitals �  �  
    upon physical contact 
c.  Pain in breasts upon physical contact �  �  
d. Pain in genitals upon physical contact �  �    
e. Decreased sensitivity in breasts upon physical contact �  �  
f. Decreased sensitivity in genitals upon physical contact �  �  
g. Inadequate swelling or vaginal lubrication during sexual contact �  �  
h. Orgasm �  �  
i. Multiple orgasm �  �  
j. Difficulty achieving orgasm, but eventually being able to �  �  
k. Inability to achieve orgasm �  �  
l. Experiencing orgasm without sexual provocation (spontaneously) �  �  
m.  Painful orgasm �  �  
n. Decreased intensity of orgasm �  �  
o. Involuntary vaginal contractions that prevent vaginal penetration �  �  
  If Yes, check one:   � always   � intermittently 
p. Physical pain during sexual activity �  �  
 
Date of most recent menstrual period:   _____ / ____ / _________ 
                month      day       year 

 
Adapted from the Rush Sexual Function Inventory. This handout may be used as a physician guide for patient interviewing, before 
and during antidepressant treatment.  Permission to reprint has been received from Rush Sexual Center, Chicago, Illinois.  0698 
 
Screening for Substance Abuse 
 

1. Have you felt you should cut down and stop using drugs?  ________ 

2. Has anyone annoyed you by criticizing your drug use? __________ 

3. Have you felt guilty about your drug use? ________ 

4. Have you ever wanted to use drugs first thing in the morning? ______ 

 
Rainbow Lifestyle Diary 
 
This lifestyle diary will allow us to evaluate your current lifestyle in relation to work, family, relationships, 
exercise, fun/play, and stress.  Keeping healthy requires a TOTAL Rainbow Lifestyle! 
 
INSTRUCTIONS: 

1. Complete three (3) days of your lifestyle diary. 
a. 2 work days, 1 weekend day 
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b. If you are currently employed, then disregard above 
2. Help us help you by being as honest as possible. 
3. If you want to any additional information, please do so anywhere you like. 

 
Work: 

1. Commute time/issues: __________________________________________________ 
2. Job satisfaction [1 (low) Ð 10 (high)]: ______________________________________ 
3. Work stressors: ________________________________________________________ 

 
Family: 

1. Time spent with spouse/partner: ___________       with children: ______________ 
2. Family satisfaction: [1 (low) Ð 10 (high)]: ______________ 
3. Family stressors: ______________________________________________________ 

 
Relationships: 

1. Describe your social network: ____________________________________________ 
2. Time spent with social network (friends): _________________ 
3. Social network satisfaction [1 (low) Ð 10 (high)]: ______________ 
4. Social network stressors: ________________________________________________ 

 
Exercise: 

1. Did you exercise: _____________ 
2. What kind? ________________  How often? _________   How long? ____________ 
3. How did exercise make you feel? _________________________________________ 
4. Obstacles to maintaining a consistent exercise program? 
 _______________________________________________ 
 _______________________________________________ 
___________________________________________ 
 

Fun/Play: 
1. What did you do for fun/recreation? _______________________________________ 
2. How often? _______________________ 
3. Level of satisfaction [1 (low) Ð 10 (high)]: ______________ 

 
Stress: 

1. Rate your level of stress [1 (low) Ð 10 (high)]: ______________ 
2. List your main stressors: ________________________________________________ 
3. How did you manage your stress? _____________________________________________ 
4. Obstacles to managing your stress effectively? ___________________________________ 

 
Spiritual: 

1. Did you engage in any spiritual activities? __________________________________ 
2. What kind? ____________________    How long? ___________________________ 
3. Describe challenges/obstacles to maintaining a spiritual life? 
____________________________________________________________________________________
____________________________________________________________________________________
______ 
 
Thank you! 


