
COMPREHENSIVE HEALTH HISTORY   
HUMBLE WELLNESS CLINIC 

1707 FM 1960 BYPASS E, STE B 
HUMBLE, TX 77338 

(281) 540 7201 
 

THANK YOU FOR CHOOSING OUR OFFICE TO ASSIST YOU WITH YOUR HEALTH CARE. OUR ABILITY TO DRAW EFFECTIVE 

CONCLUSIONS ABOUT YOUR STATE OF HEALTH AND HOW TO OPTIMIZE ITS IMPROVEMENT DEPENDS LARGELY ON THE 

ACCURACY OF THE INFORMATION IN WHICH YOU PROVIDE, INCLUDING SYMPTOMS THAT YOU MAY CONSIDER MINOR.  
HEALTH ISSUES MAY BE INFLUENCED BY MANY FACTORS; THEREFORE, IT IS IMPORTANT THAT YOU CAREFULLY CONSIDER 

THE QUESTIONS ASKED IN THIS FORM AS WELL AS THOSE POSED BY THE DOCTOR DURING YOUR CONSULTATION.  THIS 

WILL ASSIST OUR GOAL TO PROVIDE YOU WITH AN OPTIMAL PLAN OF HEALTH CARE, ENHANCE OUR EFFICIENCY, AND WILL 

PROVIDE EFFECTIVE USE OF YOUR SCHEDULED TIME.   

 

DATE:_______________________________ 

NAME:_______________________AGE:_______DATE OF BIRTH:___________________________M / F 

ADDRESS:__________________________CITY/STATE:________________________ZIP:______________ 

HOME PHONE: __________________CELL PHONE:_______________________________ 

EMAL:_________________________________REFERRED BY:___________________________________ 
 
SINGLE     MARRIED     DIVORCED     WIDOWED     PARTNERSHIP      

OCCUPATION:__________________________NUMBER OF HOURS PER WEEK:________________________ 

PLEASE DESCRIBE YOUR ACTIVITIES  RELATING TO YOUR JOB (SITING AT A DESK, LIFTING, ETC.):_______________ 

________________________________________________________________ 
GENETIC BACKGROUND (CAUCASIAN, HISPANIC, ETC.):____________________________________ 

EMERGENCY CONTACT:______________________PHONE NUMBER:_________________________________ 
 

IF PATIENT IS A MINOR: 

NAME OF GUARDIAN:___________________  BIRTH DATE:_________ PHONE NUMBER:________________ 

ADDRESS:__________________________ CITY/STATE_______________ZIP:_____________ 
 
 
MEDICATIONS : PLEASE INCLUDE BOTH PRESCRIPTION AND NON-PRESCRIPTION  

CURRENT MEDICATIONS PURPOSE HOW LONG? DOSAGE TAKEN DAILY? 
     

     

     

     

     

     

     

     

 
LIST ANY MEDICATIONS YOU HAVE HAD A REACTION TO:__________________________________________________________ 
 
HOW OFTEN DO YOU HAVE TO TAKE AN ANTIBIOTIC?_____________________________________________________________ 
 
 



 
CURRENT VITAMINS & HERBALS PURPOSE HOW LONG? DOSAGE TAKEN DAILY? 

     

     

     

     

     

     

     

     

     

     

 
LIST ANY MEDICATIONS, VITAMINS, HERBALS, FOODS, POLLENS, DANDERS, ETC THAT ARE ALLERGIC TO:____________________ 
 
_________________________________________________________________________________________________________ 
 
DENTAL HISTORY 
� SORE OR BLEEDING GUMS � RINGING IN THE EARS � TMJ PROBLEMS � GRINDING AT NIGHT 
� BAD BREATH � WHITE TONGUE � PREVIOUS BRACES � PROBLEMS CHEWING 

HOW MANY SILVER OR AMALGAM FILLINGS DO YOU CURRENTLY HAVE?______________HOW LONG?______________________ 

HOW MANY OF THESE TYPE OF FILLINGS HAVE YOU HAD REPLACED WITH COMPOSITE OR SOME OTHER MATERIAL?___________ 

ARE YOU CURRENTLY SEEING A DENTIST OR ORTHODONTIST FOR A PARTICULAR PROBLEM?______________________________ 

HAVE YOU EVER HAD ANY DENTAL RECONSTRUCTIONS DONE?______________________________________________________ 
 
PLEASE LIST WHAT A TYPICAL BREAKFAST, LUNCH, AND  DINNER IS FOR YOU INCLUDING SNACKS: 
BREAKFAST SNACKS LUNCH SNACKS DINNER 
 
 
 

    

 
DO YOU CURRENTLY FOLLOW A NUTRITIONAL PROGRAM? 
� LOW CARB � VEGETARIAN � KOSHER � DAIRY-FREE 
� BLOOD TYPE DIET � DIABETIC � GLUTEN-FREE  
 
I FEEL WORSE WHEN YOU EAT A LOT OF: 

� HIGH FAT FOODS 

� HIGH PROTEIN FOODS 

� HIGH CARBOHYDRATE FOODS (BREADS, 
PASTA, POTATOES) 

� REFINED SUGAR (JUNK FOOD) 

� FRIED FOODS 

� 1 OR 2 ALCOHOLIC DRINKS 

� OTHER________________________ 

 
I FEEL BETTER WHEN I EAT A LOT OF: 

� HIGH FAT FOODS 

� HIGH PROTEIN FOODS 

� HIGH CARBOHYDRATE FOODS (BREADS, 
PASTA, POTATOES) 

� REFINED SUGAR (JUNK FOOD) 

� FRIED FOODS 

� 1 OR 2 ALCOHOLIC DRINKS 

� OTHER________________________ 
 

DO YOU CRAVE ANY PARTICULAR FOODS?______________________________________________________________________ 



 
BOWEL MOVEMENT HABITS 
 

FREQUENCY √ CONSISTENCY √ COLOR √ 
MORE THAN 3X/DAY  SOFT AND WELL FORMED  MEDIUM BROWN CONSISTENTLY  

1-3X/DAY  OFTEN FLOATS  VERY DARK OR BLACK  

4-6X/WEEK  DIFFICULT TO PASS  GREENISH COLOR  

2-3X/WEEK  DIARRHEA  BLOOD IS VISIBLE  

1 OR FEWER/WEEK  THIN, LONG, NARROW  VARIES A LOT  

  LOOSE BUT NOT WATERY  YELLOW, LIGHT BROWN  

  ALTERNATING HARD AND LOOSE  GREASY, SHINY APPEARANCE  

 
DO YOU CONSISTENTLY USE TOBACCO PRODUCTS?    YES     NO       CIGARETTES ____CIGAR____PIPE____SMOKELESS____ 
 

HOW MUCH?________________________HOW LONG?____________________ 
 

ARE YOU EXPOSED TO 2ND
 HAND SMOKE REGULARLY? IF YES, PLEASE EXPLAIN_________________________________________ 

 

DO YOU DRINK ALCOHOL?     YES     NO     WHAT KIND AND HOW OFTEN_______________________________________________ 
 

DID YOU EVER HAVE A PROBLEM WITH ALCOHOL? WHEN?_________________________________________________________ 
 

DO YOU CURRENTLY USE RECREATIONAL DRUGS?    YES     NO     WHAT TYPE?__________________________________________ 
 

HAVE YOU EVER USED RECREATIONAL DRUGS?   YES    NO     WHAT TYPE?_____________________________________________ 
 

DO YOU KNOW IF YOU HAVE EVER BEEN EXPOSED TO TOXIC METALS OR CHEMICALS (LEAD, MERCURY, ARSENIC, PESTICIDES, 
SOVENTS, ETC)? WHAT KIND?_________________________________________________________________________________ 
 

ARE YOU SENSITIVE TO STRONG SMELLS SUCH AS PERFUMES OR HOUSEHOLD CLEANERS?     YES     NO     SOMETIMES 
 

AVERAGE NUMBER OF HOURS OF SLEEP PER NIGHT? ____________ 
 

HOW WOULD YOU DESCRIBE YOUR SLEEP?        GREAT        GOOD        OK        POOR        TERRIBLE 
 

DO YOU 
� HAVE TROUBLE FALLING ASLEEP? 
� FEEL RESTED UPON WAKENING? 
� HAVE PROBLEMS WITH INSOMNIA? 
� SNORE? 
� USE SLEEPING AIDS? 

 
DO YOU WAKE UP AT A PARTICULAR HOUR OF THE NIGHT OFTEN?     Y     N      WHAT TIME?__________________ 

 
DO YOU EXERCISE?     YES     NO 

IF YES, PLEASE INDICATE: TIMES/WEEK 

 
 

LENGTH OF SESSION (MIN.) 

TYPE OF EXERCISE 1X 2X 3X 4X/+ ≤15 16-30                    31-45           >45 

JOGGING/WALKING         

AEROBICS         

STRENGTH TRAINING         

PILATES/YOGA/TAI CHI         

SPORTS (TENNIS, GOLF, WATER SPORTS, ETC)          

OTHER:          

 
IF YOU DO NOT EXERCISE, PLEASE EXPLAIN WHY_________________________________________________________________ 



 
  

HOW WELL HAVE THINGS BEEN GOING 
FOR YOU? 

VERY WELL FINE POORLY 
VERY 

POORLY 
DOES NOT APPLY 

AT SCHOOL      

IN YOUR JOB      

IN YOUR SOCIAL LIFE      

WITH SEX      

WITH YOUR BOYFRIEND/GIRLFRIEND      

WITH YOUR CHILDREN      

WITH YOUR PARENTS      

WITH YOUR SPOUSE      
 
 
PLEASE TELL US ABOUT THE HEALTH OF YOUR FAMILY MEMBERS 
 

FAMILY MEMBER MAJOR ILNESSES/DISEASES OR CAUSE OF DEATH 

MOTHER  

FATHER  

BROTHERS  

SISTERS  

GRANDFATHERS  

GRANDMOTHERS  

CHILDREN  

 

 

FEMALE MEDICAL HISTORY 

CHECK BOX IF YES, AND PROVIDE NUMBER OF PREGNANCIES AND/OR OCCURRENCES OF CONDITIONS 

� PREGNANCIES_____________ � CAESAREAN ______________ � VAGINAL 

DELIVERIES_________ 

� MISCARRIAGE _____________ � ABORTION ________________ � LIVING CHILDREN___________ 

� POST PARTUM DEPRESSION___ � TOXEMIA _______________ � GESTATIONAL DIABETES______ 

AGE AT FIRST MENSES?______ 

DATE OF LAST MENSTRUAL PERIOD:____/____/______ 

AVERAGE LENGTH OF YOUR CYCLE_______________HOW MANY DAYS DO YOU MENSTRUATE____________   
 

CIRCLE ALL THAT APPLY TO YOUR MENSTRUAL CYCLES: 

PAINFUL  CRAMPING LOW BACK PAIN BREAST TENDERNESS IRRITABLE CRAVINGS 

ARE YOU CURRENTLY USING ANY OF THE FOLLOWING: 

� PATCH � BIRTH CONTROL PILLS � NUVA RING  

� OTHER (PLEASE DESCRIBE)          

 



 

EVEN IF YOU ARE NOT CURRENTLY USING CONCEPTION, BUT HAVE USED HORMONAL BIRTH CONTROL IN THE PAST, PLEASE INDICATE 

WHICH TYPE AND FOR HOW LONG.          
 
ARE YOU MENOPAUSAL? YES_____  NO_____  IF YES, AGE OF MENOPAUSE     
 
DO YOU CURRENTLY TAKE HORMONE REPLACEMENT?     YES_  NO_ IF YES, WHAT TYPE AND FOR HOW LONG?_____ 
 

� ESTROGEN � OGEN � ESTRACE � PREMARIN � PROGESTERONE  � PROVERA 

� OTHER____________________________________________ 

DIAGNOSTIC TESTING 

LAST PAP TEST:_____/_____/______  NORMAL:    ABNORMAL   

LAST MAMMOGRAM_____/_____/_____  BREAST BIOPSY? DATE:_____/_____/______ 

DATE OF LAST BONE DENSITIY_____/_____/______  RESULTS: HIGH____   LOW____  WITHIN NORMAL RANGE____ 

 

 
 

IN ORDER TO IMPROVE YOUR HEALTH, HOW WILLING ARE YOU TO: RATE ON A SCALE OF: 3 (VERY WILLING) TO 1 (NOT WILLING) 
 

MODIFY YOUR DIET         3 _____ 2 _____ 1 _____ 
TAKE NUTRITIONAL SUPPLEMENTS EACH DAY       3 _____ 2 _____ 1 _____ 
MODIFY YOUR LIFESTYLE (E.G. WORK DEMANDS, SLEEP HABITS)       3 _____ 2 _____ 1 _____ 
ENGAGE IN REGULAR EXERCISE          3 _____ 2 _____ 1 _____ 
HAVE PERIODIC LAB TESTS TO ASSESS PROGRESS      3 _____ 2 _____ 1 _____ 

 
AUTHORIZATION AND RELEASE 

 
_________ I, THE UNDERSIGNED, CERTIFY THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES, WHETHER OR NOT MY 

INSURANCE COMPANY PAYS THEM. I HEREBY AUTHORIZE HUMBLE WELLNESS TO RELEASE ANY AND ALL INFORMATION 

NECESSARY TO SECURE THE PAYMENT OF BENEFITS. I ALSO ACCEPT THE RESPONSIBILITY FOR ANY FEES ASSOCIATED 

WITH PROVIDING SUCH INFORMATION TO MY INSURANCE COMPANY. I ALSO UNDERSTAND THAT IF I SUSPEND OR 

TERMINATE MY SCHEDULE OF CARE AS DETERMINED BY MY TREATING DOCTOR, ANY FEES FOR PROFESSIONAL SERVICES 

WILL BE IMMEDIATELY DUE AND PAYABLE.  
 
WE WANT TO THANK YOU FOR CHOOSING US AS YOUR CHIROPRACTIC HEALTH PROVIDER. IN ORDER TO PROVIDE YOU AND OUR 

OTHER PATIENTS WITH THE MOST OPTIMAL CARE, WE REQUEST THAT YOU FOLLOW OUR GUIDELINES REGARDING BROKEN AND/OR 

CANCELLED APPOINTMENTS. PLEASE REMEMBER THAT WE HAVE RESERVED APPOINTMENT TIMES ESPECIALLY FOR YOU. THEREFORE, 
WE REQUEST AT LEAST 24-HOUR NOTICE IN ORDER TO RESCHEDULE YOUR APPOINTMENT. THIS WILL ENABLE US TO OFFER YOUR 

CANCELLED TIME TO OTHER PATIENTS. 
 
_________OUR OFFICE DOES RESERVE THE RIGHT TO CHARGE FOR CANCELLATION WITH LESS THAN 24 HOURS NOTICE AND 
BROKEN APPOINTMENTS. WE ALSO RESERVE THE RIGHT TO RETAIN AN ACTIVE CREDIT CARD ON HAND FOR SECURING 
RESERVED APPOINTMENTS. THANK YOU FOR YOUR CONSIDERATION OF OUR POLICIES AND FOR THE OPPORTUNITY TO TAKE PART IN 

YOUR JOURNEY TOWARDS OPTIMAL HEALTH. 
 
 
_________I  UNDERSTAND AND AGREE TO ALLOW HUMBLE CHIROPRACTIC & KINESIOLOGY TO USE MY PATIENT HEALTH 

INFORMATION FOR THE PURPOSE OF TREATMENT, PAYMENT, HEALTHCARE OPERATIONS, AND COORDINATION OF CARE.  
 
IF YOU WOULD LIKE TO HAVE A MORE DETAILED ACCOUNT OF OUR POLICIES AND PROCEDURES CONCERNING THE PRIVACY OF YOUR 

PATIENT HEALTH INFORMATION, WE ENCOURAGE YOU TO READ THE HIPAA NOTICE ENTITLED NOTICE OF PRIVACY PRACTICES 

FOR PROTECTED HEALTH INFORMATION THAT IS AVAILABLE TO YOU AT THE FRONT DESK BEFORE SIGNING THIS CONSENT. IF 

THERE IS ANYONE YOU DO NOT WANT TO RECEIVE YOUR MEDICAL RECORDS, PLEASE INFORM US. 
 
PATIENT / GUARDIAN SIGNATURE ________________________________________DATE ____________________ 


