
STEP ONE:! ! PLEASE TAKE THE TIME TO FILL OUT THE HEALTH HISTORY QUESTIONNAIRE THAT 
! ! ! ! FOLLOWS AS ACCURATELY AS POSSIBLE. YOUR ANSWERS ARE VERY IMPORTANT AND 
! ! ! ! WILL PROVIDE AN UNDERSTANDING OF YOUR CURRENT SYMPTOMS, PERSONAL 
! ! ! ! HISTORY, AND HEALTH GOALS.  THE MORE INFORMATION WE HAVE, THE MORE 
! ! ! ! EFFECTIVE DR. LARSEN WILL BE IN TREATING YOU.

STEP TWO:! ! THE DOCTOR WILL REVIEW YOUR QUESTIONNAIRE RESPONSES AND DISCUSS THEM 
! ! ! ! WITH YOU.

STEP THREE:! AN EXAMINATION WILL THEN BE CONDUCTED TO DETERMINE A DIAGNOSIS AND IF OUR 
! ! ! ! METHODS OF HEALTH CARE ARE APPROPRIATE FOR YOUR CONDITION. YOU WILL BE 
! ! ! ! ADVISED AS TO WHETHER ADDITIONAL PROCEDURES SUCH AS LABORATORY TESTING OR 
! ! ! ! X-RAYS ARE RECOMMENDED.

STEP FOUR:!! WHEN YOU RETURN FOR YOUR REPORT OF FINDINGS ON YOUR SECOND VISIT, THE 
! ! ! ! DOCTOR WILL INFORM YOU OF THE RESULTS OF YOUR EXAM AND SUGGEST 
! ! ! ! APPROPRIATE TREATMENT.

STEP FIVE:! ! ONCE YOU CLEARLY UNDERSTAND YOUR CASE AND DIAGNOSIS, CUSTOMIZED 
! ! ! ! TREATMENT WILL BE RECOMMENDED.  YOUR TREATMENT PLAN WILL BE TAILORED 
! ! ! ! TO YOUR DIAGNOSIS AND HEALTH GOALS. WHEN YOU ARE COMFORTABLE 
! ! ! ! WITH THE FINDINGS AND RECOMMENDATIONS, TREATMENT CAN BEGIN.

OUR GOAL IS TO HELP YOU ACHIEVE YOUR HEALTH GOALS AS QUICKLY AND REASONABLY AS POSSIBLE, SO 
YOUR BODY WILL FUNCTION AS IT WAS CREATED TO.

  THANK YOU FOR CHOOSING LARSEN WELLNESS CENTER!
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NEW PATIENT INFORMATION
PERSONAL INFORMATION

FULL NAME:                                                                                                        D.O.B: (MM/DD/YY)

STREET ADDRESS:

CITY, STATE, ZIP:

EMAIL:                                                                                                                  RECEIVE OFFICE NEWSLETTER:  Y     N

HOME PHONE:                                                                                                    CELL PHONE: 

AGE:                      HEIGHT:                                WEIGHT:                                OCCUPATION:

MARTIAL STATUS:    M    W    S    D    PREGNANT:  Y   N         PREFERRED TO BE CALLED:

BLOOD TYPE:     A     B     AB     O                 REFERRED BY:

EMERGENCY CONTACT INFORMATION:

PRIMARY HEALTH CONCERNS

FAMILY HEALTH HISTORY (YOU, CHILDREN, PARENTS, GRANDPARENTS, SIBLINGS)
PLEASE CIRCLE ALL THAT APPLY
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• ADD/ADHD 

• ARTHRITIS

• ASTHMA

• AUTO-IMMUNE DISORDER

• BI-POLAR DISORDER

• BLEEDING DISORDER

• BLOOD PRESSURE PROBLEMS

• CANCER

• CHILDHOOD DISEASES

• CHRONIC FATIGUE

• DIABETES

• DIZZINESS

• EMOTIONAL DISTRESS

• FIBROMYALGIA

• HEARING PROBLEMS 

• HEART DISORDER

• HEPATITIS

• HERNIA

• LIVER DISORDER

• MEMORY PROBLEMS

• NAUSEA/VOMITING

• NEUROLOGIC DISORDER

• NUMBNESS

• OSTEOPOROSIS/BONE DENSITY

• PACEMAKER

• PNEUMONIA

• RESTLESS LEG SYNDROME

• SEIZURES

• STOMACH PAIN/DISCOMFORT

• SUICIDAL THOUGHTS/ACTIONS

• THYROID PROBLEMS

• TREMORS/SHAKING

• TUMORS/GROWTHS

• VISION PROBLEMS

• OTHER_____________________
• OTHER_____________________

LIST YOUR HEALTH CONCERNS ACCORDING 
TO SEVERITY

RATE OF SEVERITY
1= MINIMAL

10= UNBEARABLE

WHEN DID 
IT BEGIN?

HAVE YOU EVER 
HAD THIS 
BEFORE?

% OF THE DAY 
THAT SYMPTOMS 
ARE PRESENT?

BETTER?
WORSE?
SAME?

1)

2)

3)

4)

5)



DIAGNOSTIC TESTS (PLEASE BRING ALL REPORTS WITH YOU, OR FAX TO 651-982-1855)

RECEIVED A DIAGNOSIS FOR ANY CONDITION BY ANOTHER HEALTH CARE PROVIDER?     Y     N
IF YES, WHAT WAS THE DIAGNOSIS? ____________________________________________________________________
WHO PROVIDED THE DIAGNOSIS? ______________________________________________________________________
OTHER HEALTH CARE PROVIDERS (EVEN IF YOUR CONCERNS ARE UNRELATED TO THE DOCTORʼS SPECIALITY)

NAME:                                                                                                                    TYPE OF DOCTOR:

ADDRESS:

REASON FOR CARE:

DID IT HELP:                                                                                                        ARE YOU STILL SEEING THEM:

WHAT DID THEY DO:

NAME:                                                                                                                    TYPE OF DOCTOR:

ADDRESS:

REASON FOR CARE:

DID IT HELP:                                                                                                        ARE YOU STILL SEEING THEM:

WHAT DID THEY DO:

HEALTH GOALS (WHAT YOU WISH TO ACHIEVE BY BEING A PATIENT IN OUR OFFICE)

DAILY ACTIVITIES: PLEASE DESCRIBE IN DETAIL THE AFFECTS THE HEALTH CONCERNS OR DIAGNOSIS HAVE ON YOUR DAILY LIFE (FOR 
EXAMPLE: WORK, PLEASURE, RECREATION, HOBBIES, SLEEPING, ETC.)
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TYPE OF TEST (BLOOD WORK, X-RAY, MRI, ETC) DATE OF TEST POSITIVE FINDINGS

1)

2)

3)

4)



SCAR / TRAUMA CHART
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Directions

All Scars: Please draw a red line on the drawing where you have scars, even if they are very old.  
Don’t forget C-sections, vaccination scars, episiotomies, surgeries, earring puncture holes, tattoos, 
facelift scars, vasectomies, etc.
All Trauma Areas: Please put a red”X” where you have had trauma even if it is very old.  Don’t 
forget previous sprains, burns, falls, whiplash (from auto accidents), radiation, etc.
Internal Metal: Please draw a circle on the drawing if you have any type of internal metal objects, 
such as surgical steel pin, metal plate, hip replacement, surgical wire mesh, etc.
Date of injury and type of injury: Draw a line form each of the above injury areas and print the 
type of injury and approximate date of injury.  (For example, draw a line from a shoulder trauma area 
and print “car accident, 1988”)



MEDICATIONS AND SUPPLEMENTS

PLEASE LIST ALL MEDICATIONS AND SUPPLEMENTS THAT YOU ARE TAKING, THE REASON YOU ARE TAKING THEM, AND THE PERSON 
THAT PRESCRIBED THEM TO YOU (INCLUDING YOURSELF). THIS INCLUDES OVER THE COUNTER, PRESCRIPTION, RECREATIONAL, 
VITAMINS, HERBS, ETC. PLEASE BRING ALL MEDICATIONS AND SUPPLEMENTS YOU ARE CURRENTLY TAKING TO YOUR INITIAL 
CONSULTATION.
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SUPPLEMENTS REASON

MEDICATIONS PRESCRIPTION? WHO PRESCRIBED? REASON

Y     N

Y     N

Y     N

Y     N

Y     N

Y     N

Y     N

Y     N

Y     N

Y     N



PLEASE CIRCLE ALL THAT APPLY TO YOU:
HEADACHES:"! BASE OF SKULL / TEMPLES / CLUSTER / TOP OF HEAD / TMJ (JAW) / FRONT OF HEAD / MIGRAINE / BEHIND EYES

EARS:!! NOISE (RING/HISS/POUND) / PLUGGED / POP / ACHE / DRAIN / ITCH / HEARING LOSS / DIZZY / VERTIGO / EXCESS WAX 

EYES:!! BURN / TEAR / ACHE / RED / DRY / FILMY / ITCH / BLURRY VISION / FLOATERS / SPOTS IN VISION / TIRED / PUFFY / 

! ! STYE / TWITCH / DARK CIRCLES UNDER EYES / PROBLEMS DRIVING AT NIGHT OR NIGHT BLINDNESS

SINUS:! DRY / DRAIN / PLUGGED / MUCUS (WHITE/YELLOW/GREEN/GRAY/BROWN/CLEAR) / SNEEZE / SMELL LOSS / TASTE 

! ! LOSS / THIRSTY / BLEED

THROAT: ! SORE/HOARSENESS!! ! !

NECK: ! STIFFNESS / TENSION / DIFFICULTY SWALLOWING / SWOLLEN GLANDS

MOUTH:"  DRY / PRODUCTIVE (COUGH) / UPPER RESPIRATORY TRACT INFECTION / FEVER / CHILLS / BAD BREATH / CANKER 

! ! SORES / FEVER BLISTERS

LIPS/TEETH:!CRACKED LIPS / DRY MOUTH / TEETH GRINDING / BLEEDING GUMS (WHEN BRUSHED OR FLOSSED) / LOOSE TEETH / 

! ! ROOT CANALS / METAL FILLINGS / EXTRACTED TEETH / BRIDGES / BRACES / RETAINER / OTHER METALS IN MOUTH

CHEST:! TENSION / TIGHTNESS / PRESSURE / HEAVINESS / CONGESTION / PAIN / ANGINA

SHORTNESS OF BREATH:! CONSTANT / WITH EXERTION / ASTHMA / WHEEZE / AIR HUNGER / ALWAYS YAWNING

HEART:! PALPITATIONS / MITRAL VALVE PROLAPSE / HEARTBEAT TO FAST / HEARTBEAT TO SLOW / MURMUR / ARM PAIN / 

! ! PACEMAKER

DIGESTION:! HEARTBURN / INDIGESTION / ACHES AFTER EATING / CRAMPS / NAUSEA / QUEASY / BLOAT / GAS / BELCH / 

! ! ANALITCHING / STOMACH ULCERS / HIATAL HERNIA

BOWELS:! REGULAR (______ BOWEL MOVEMENTS PER DAY) / SLUGGISH (EVERY _____ DAYS) / CRAMPS / HEMORRHOIDS NEED 

! ! LAXATIVES / USE SUPPOSITORIES / NEED ENEMAS

FECAL CONSISTENCY:! SOFT / RIBBONS / MUCOUS / NORMAL / HARD / PEBBLES / DRY / PAIN / DIARRHEA / CONSTIPATION 

BREAST: ! FEEDING / FIBROIDS / LUMPS / DISCHARGE / PROSTHESIS / AUGMENTATION / REDUCTION / TENDERNESS 

LEGS/FEET/ARMS/HANDS: ! CRAMPING (CHARLIE HORSE) / SPASM / RASH / ACNE / DRY / ITCH / FUNGUS / FLUID RETENTION / 

! ! ! ! ! COLD / SWEATY 

URINATION:! WAKE UP AT NIGHT TO URINATE / FREQUENCY DURING DAY / URGENCY / BURNING / PAIN / ODOR / SPASM

! ! LEAKY BLADDER / URINARY TRACT INFECTION

SLEEP:! DIFFICULTY FALLING ASLEEP / INSOMNIA / INTERRUPTED / DREAM / NIGHTMARES / NIGHT SWEATS / RESTLESSNESS

EMOTIONAL (MORE THAN NORMAL):! SAD / GRIEF / DEPRESSION / MOODY / IRRITABLE / WORRY / ANGRY / NERVOUS / 

! ! ! ! ! ! FRUSTRATED / ANXIETY / PANIC / CRY / FEAR / SHAME

APPETITE:! NORMAL / LOW / HIGH! CRAVINGS: SWEET / COFFEE / CHOCOLATE / ALCOHOL / SODA / SALT / CRUNCHY / OTHER 

ENERGY:! NORMAL / LOW / HIGH / VARIABLE / SLOW TO START! SEXUAL DRIVE: FLAT / LOW / NORMAL / IMPOTENT MEMORY/

COORDINATION/CONCENTRATION:   NORMAL / DECREASED! ! SLOW HEALING/BRUISE EASILY: YES / NO 

DO YOU CONSUME: ALCOHOL / TOBACCO / RECREATIONAL DRUGS / COFFEE / TEA!

DO YOU EXERCISE: YES / NO
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WOMEN ONLY:
MENSES:" REGULAR / IRREGULAR – EVERY __________ DAYS! ! ! BIRTH CONTROL: YES / NO 

FLOW:" HEAVY / MODERATE / LIGHT / LONG (7+ DAYS) / BRIEF (<3DAYS) / SPOTTING / CLOTS

FLUID RETENTION: FACE / HANDS / FEET / BODY / ABDOMINAL PUFFINESS! ! PMS: MOOD SWING / IRRITABLE / DEPRESSION

CRAMPS: MILD / MODERATE / SEVERE / STOMACH / BACK / HEAVY BLADDER! ACNE: BEFORE / DURING / AFTER / OILY SKIN

OVULATION: PAINS/CYSTS/DISCHARGE/REGULAR/IRREGULAR/FIBROIDS! ! DIFFICULTY LOSING WEIGHT: YES / NO

VAGINA: BURN / ITCH / DRY / PAIN / PAINFUL INTERCOURSE " " DISCHARGE: CLEAR / WHITE / YELLOW / GREEN / BROWN

MENOPAUSE:   NATURAL / SURGICAL (PARTIAL/COMPLETE) / HORMONE REPLACEMENT / HORMONE PATCH / HOT FLASHES

HISTORY OF MISCARRIAGE: YES / NO! ! DIFFICULTY GETTING PREGNANT: YES / NO! ! C-SECTION: YES / NO 

MEN ONLY:
PROSTATE:" HISTORY / CURRENT / BURN / ACHE / PAIN / RESTRICTED / DRIBBLE / NOCTURNAL EMISSION / SWOLLEN 

! ! ERECTILE DYSFUNCTION

HISTORY OF MISCARRIAGE (YOUR FEMALE PARTNER): YES / NO! ! ! INFERTILITY: YES / NO

DIFFICULTY GETTING PREGNANT (YOUR FEMALE PARTNER): YES / NO

LIST ALL ORGANS/GLANDS/BODY PARTS THAT HAVE BEEN REMOVED FROM YOUR BODY:_____________________________

_________________________________________________________________________________________________

PLEASE INCLUDE ANY ADDITIONAL INFORMATION YOU FEEL WE SHOULD KNOW:
_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________
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