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La Mer Holistic Medicine
601 East Daily Drive # 128
Camarillo, CA 93010
Phone: 805-388-8330
FAX: 805-388-8030

Date: ___/___/____

First Name: _______________ Last Name: ____________________ Date of Birth: __________

Welcome to the holistic medicine clinic.  This questionnaire has been designed so that we can better review your past medical history and other factors in your life that affect your health. This makes it possible for us to be more thorough during your 1st clinic visit.  Some of this information is already in your medical record, but we are going to ask you to repeat it here to be sure we are getting your complete history. You may use an additional sheet of paper if needed.  All of the information collected will be kept strictly confidential.  Thank you for your time and patience. 
What is the reason for your visit today: ____________________________________________
What life events occurred just before or around the onset of you illness? _____________________________________________________________________________
When were you last well? _______________________________________________________
If you could erase 3 problems with a magic wand, what would they be?
1. ________________________________________________________________________
2.  _______________________________________________________________________
3.  _______________________________________________________________________
What do you think caused or might be contributing to your illness? ______________________
_____________________________________________________________________________
What gives your life a sense of meaning and purpose? _________________________________

Are you (please circle):  Left handed     Right handed     Ambidextrous

Advance Directive/POLST (please circle) Yes   No   (if yes please provide a copy of your directives) 
Responsible party (please circle) Self   Other    (if other please supply their contact information) ___________________________________________________________________
Emergency Contact: __________________________________________________
Referred by: ________________________________________________________
Other providers: (Name and specialty) 
1. _____________________________________________________________
2. _____________________________________________________________
3. _____________________________________________________________
4. _____________________________________________________________

Past Medical History (please circle):
	Depression - F32A
	Anxiety - F419
	Insomnia – G47.0
	Eye Disease

	Suicide Attempts
	Suicidal Thoughts
	Psych hospital – F06
	Eating disorders

	Memory problems
	Seizures - G40.89
	Neuropathy
	Parkinson’s d/o - G20

	Accidents
	Broken bones
	Other serious injury
	Head trauma

	Anemia
	Bleeding prob - Z83.2
	Lung problems
	COPD/emphysema

	Asthma
	Pneumonia - J18.9
	Heart problems I519
	Heart attacks

	High blood press - I10
	High cholesterol E785
	Diabetes – E11.65
	Hyperthyroidism

	Thyroid problems
	Stomach ulcers
	Constipation
	Diarrhea

	Kidney problems
	Liver problems - K769
	Seasonal allergies
	Psoriasis – l40.9

	Eczema - L20.84 
	Skin cancer
	Chronic pain 
	Other:

	Cancer type – C80.0:



Surgical History (please list date and type):
	
	

	
	

	
	

	
	



Has anyone in your family has any of the following?
Include grandfather (gf), grandmother (gm), mother (m), father (f), brother (b), sister (s), aunt (a), uncle (u).  
	Alcoholism (F10)
	
	High blood press(I10)
	
	ALS (G12.21)
	

	Drug abuse (F19.10)
	
	High cholesterol E785
	
	Parkinson’s dis (G20)
	

	Psych hospitalizations (F06)
	
	Intellectual disab F70
	
	Movement d/o (G25)
	

	Blood Clots (Z83.2)
	
	Anxiety (F419) 
	
	Dementia (F03) 
	

	Bleeding issues (Z83.2)
	
	Stroke (Z82.3)
	
	Cancer (C80.0) 
	

	Depression (F32A)
	
	Tuberculosis (A15.0)
	
	Organs?
	

	Diabetes (E11.65)
	
	Osteoporosis (M81) 
	
	
	

	Heart attack (I519) 
	
	Liver disease (K769)
	
	Seizures (G40.89)
	



Family History:
	Relationship
	Name
	Age 
	Living or deceased

	Father
	
	
	

	Mother
	
	
	

	Brother/s
	
	
	

	Sister/s
	
	
	

	Children
	
	
	

	
	
	
	

	
	
	
	



Social History: (Please circle yes or no questions) 
	Are you adopted?
	Yes    No  

	Alcohol use?
	Per day?               Per week?                      Per Month?  

	Recreational drug use?
	Yes    No               Type?     

	Smoking history?
	Yes    No               Packs per day?                Quit date?

	Where were you born?
	

	Where did you grow up?
	

	Religion/Spiritual life?
	

	Highest Education?
	Grade School   High School   Some College   Finished College

	Childhood trauma?
	

	Adult trauma?
	

	Marital history?
	Married  Never married  Divorced  Widowed  Single  Cohabitate 

	Children (how many)?
	Sons:                         Daughters:

	Occupation? Retired? 
	

	Military history? 
	

	Do you exercise? 
	What kind/how often: 



Medication Allergies:  
	Medication name: 
	Reaction: rash/swelling/etc…
	Mild/Moderate/Severe 

	
	
	

	
	
	

	
	
	

	
	
	



Current Medications: (please list all that you are taking use additional paper if needed) 
	Name:
	Dosage:
	Frequency: 
	Ordering clinician:

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Over the counter supplements: (please list all you are taking) 
	Name/Dosing/Frequency:
	Name/dosing/Frequency:

	
	

	
	

	
	

	
	

	
	



Past psychotherapeutic medications you have used for mood/anxiety/sleep/etc.….
	Name:
	Dosage:
	Frequency: 
	Last date used: 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



What pharmacy service do you prefer to use:  _______________________________________

Procedures in the past year: 
	Type of procedure: 
	Date: 
	Type of procedure:
	 Date: 

	Last Physical Exam
	
	ECG/EKG
	

	Blood Work
	
	EEG
	

	Urine Test
	
	X-ray
	

	MRI
	
	Ultrasound
	

	CT Scan
	
	Colonoscopy 
	

	Other: 
	
	Other: 
	



Review of System: (the past 2 weeks – please circle)  
	How is your general health?
	Excellent   Good   Fair    Poor 

	How is your enjoyment of daily activities?
	Excellent   Good   Fair    Poor

	How well do you sleep?
	Excellent   Good   Fair    Poor

	How is your appetite?
	Excellent   Good   Fair    Poor

	How are your bowel movements?
	Normal   Constipated   Diarrhea

	Any nausea or vomiting?
	Yes   No

	How is your bladder functioning?
	Normal    Incontinent 

	Any sedation from your medications?
	Yes   No 

	How well can you ambulate?
	Excellent   Good   Fair    Poor  Need assist

	Have you fallen?
	Yes   No              When:  

	Any dizziness while lying or moving around?
	Yes   No

	Any pain? 
	Yes   No              Where: 



Stress questionnaire: 
	Questions
	None or Mild/
Moderate/Severe

	Do you feel stress is a problem in your life?
	

	Are you currently providing care for a disabled or elderly family member?
	

	Do you have concerns about your children or your relationship with them?
	

	Are you afraid of your own temper or that of anyone else in your family?
	

	Do you have problems with getting angry frequently or at little things?
	

	Do you sometimes feel out of control?
	

	Do you sometimes feel you are no good or you can’t do anything right?
	

	Have you ever thought about or tried to commit suicide?
	

	Does someone you live with have serious health or emotional problems?
	

	Have you or anyone on your block been shot or mugged in the last year?
	

	Is there any history of violence in your family?
	

	Has anyone close to you ever physically hit you or hurt you?
	

	Do you feel unsafe in your current relationship?
	

	Is there a partner from a previous relationship who is making you feel unsafe now?
	



Social Support:
How do you deal with conflict in your life? __________________________________________ _____________________________________________________________________________
Who provides you with emotional support? (Family, friends, religious advisor, etc.…) 
_____________________________________________________________________________
Spiritual life:
Is there a particular spiritual practice or belief system that is meaningful to you? ___________
_____________________________________________________________________________


Thank you for your time and effort we really appreciate it.

Patient’s signature/or person filling out this questionnaire:

X: _______________________________ Printed Name: ______________________________

Relationship to the patient: ________________________________

Date: ____________
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