date:
first name

last name (s)

date of birth

phone number

occupation

cell phone number

place of work

home address

please complete the following information for your medical consultation.

part 1. hereditary family background.
Please mark with an “X” if any family member has had any of the following illnesses. In affirmative
cases, in the space beside it, also indicate with an “X” how you are related (whether it is your father,
mother, sibling, parent’s sibling, grandparent).
illness

father

mother sibling

High blood pressure
Low blood pressure
Diabetes mellitus
Asthma
Allergies
Cancer
Alzheimer’s disease
Dementia
Parkinson’s disease
Epilepsy
Psychiatric illness
other illnesses:
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parent's
sibling

grandfather

grandmother

part ii. non-hereditary personal background.
Please fill in the following spaces with your personal information:

Tabacco
smoking

Alcohol
drinking

How many cigarettes per day or how
often do you smoke?

no
yes
Smoked in the past

How long ago did you quit?

no

What kind of alcohol do you like to
drink?

yes

Why don't you drink alcohol?
How often do you drink alcohol?

ocasionally

How much do you think you can drink without it causing secondary effects
the day after drinking?

If you have secondary effects the day after drinking alcohol (but without
overdrinking), what are they?

Drugs

Do you have
allergies?

Which one(s)?

no
yes

How often?

no

Specify:

yes

Do you have known allergies to medications?

no

yes
Specify:
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employment information
occupation
Employer:
Does your job cause stress?

no

Do you oversee other employees?

yes
no

yes

Do other employees oversee you?

no

Is your employer a family business?

no

Is your boss a family member?

no

How many?:

yes

how many?

yes
yes Specify relationship:

information regarding home life
With whom do you live?
Do you have a partner/spouse?
Do you have children?

no

no

YES

YES How many?:

Do you have dogs?

no

YES

How many?:

Do you have cats?

no

YES

How many?:

Do you have other pets?

Age of partner/spouse:

no

YES

age (s) children

what kind (s)?

information regarding daily habits
In general, what time do you go to bed?
What time do you like to/think is the perfect time to go to bed?
Do you dream while asleep?

no

YES

How many dreams do you have per week?
Are there colors in your dreams?

no

Are they pastels or black and white?

Do you have erotic dreams?

no

Are they bright colors?

no

YES
YES

How many erotic dreams do you have per month or how often?
Do you get up before dawn to urinate?

no

What time?
Are you able to fall back asleep?

no
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YES

YES

YES

What time do you get up in the morning?
What time do you get up during vacations or on Sundays?
Do you have back and/or neck pain in the morning?

no

yes

In the morning, do you have allergies, cough, snot, rhinitis?

no

yes

How many years of use does your mattress have?
How many years have you had your pillows?
Which do you prefer:

savory food

sweet food

How much pure water do you drink per day?
How many times do you urinate per day?
Do you have constipation or bowel movement issues?

no

yes

occasionally

How often do you have a bowel movement?
How is the stool/BM?:

hard

How is your memory?

paintful

very good

How is your ability to learn?

Ball-shaped

good

very good

When do you have the most energy?
When are you the most alert?

poor
good

morning
morning

poor
afternoon

afternoon

part iii. personal medical background
Do you take medications?

yes

no

which one (s)?

Specify the dosage(s) you take:
Time(s) when you take them:
Do you take them before eating breakfast?
Do you take vitamins?

yes

yes

which one (s)?

no

Specify the dosage(s) you take:
Time(s) when you take them?

part iv. surgical background
Have you had surgeries?

yes

no

Specify which surgeries and what age you were:
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no

normal
very poor
very poor
evening
evening

part v. ob-gyn background

(women only)

How old were you when you had your first menstruation?
At what age did you grow arm pit hair and develop body odor?
How old were you when you grew pubic hair?
At what age did your breasts develop?
Date of last menstruation:
How long does (or did) your menstrual cycle last?
21-28 days

28-35 days

How many days did you bleed?
Which day was the bleeding heaviest?
Menstrual pain?

weak

strong

If you have pain, how often?:

Monthly

very strong
Alternately (one month yes but not the next)

Do you experience water retention in your breasts, breast pain or breast
tenderness during your menstrual cycle?

yes

no

During which part of the month?
Do you experience water retention, heaviness or cramping in your legs during
yes
no
your menstrual cycle?
During which part of the month?
yes

Do you have endometriosis (endometrium forms outside uterus)?
What degree of endometriosis do you have?

Slight

Severe

Do you have uterine fibroids or any other uterine tumors?
Do you have polycystic ovary syndrome?

yes

no
very Severe

yes

no

no

Do you have fibrocystic breast disease (adenomas, fibroids or fibroadenomas
in the breast)?
yes
no
Do you experience changes in humor during your menstrual cycle?
crying

anger

sadness

all three

none

date of last pap smear:
Date of last mammogram:
Date of last breast ultrasound:
Date of last bone density test:
How is your libido or sex drive?

low

normal

Do you prefer to sleep rather than have sexual intercourse?
Do you easily reach an orgasm?

yes

yes

no

no

Do you experience vaginal dryness or other issues during sex?
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hight

yes

no

