Luna Coaching ~ Medical History Form ~ Strictly Confidential 


Step 1: Please complete and sign this form and fax it to:

Monica Magnetti, Luna Coaching (604) 921-8128

Step 2: Mail the original document to:

5362 Montiverdi Place

West Vancouver, B.C.
V7W 2W8, Canada

Date ___________________

Signature _______________________________________________________            
First Name________________           _ Last Name_____________         ____                                                                 

Age 

_          Height 
       ___     Weight 

_____        __                 
Address                       __                                                                         _        

                                              Apt # _______    City 

______         _                  

Province

_   State 
___     Postal Code 

_____        __                 
Home phone

_______                 Business 

______         _                                                                                                           
Mobile phone

_______                 Alternate # 

____          ___                                                                                                           
E-mail 

____                                 Fax #    
                   
____   _                                                                                                                                                                                                      
Occupation                                                                                               __                                                                         
MEDICAL HISTORY


      

Family Physician 

Name                          __                                                                         _        

Address                       __                                                                         _        

                                              Suite # _______    City 

______         _                  

Province

_   State 
___     Postal Code 

_____        __                 
Telephone 
____                                 Fax #    
                   
____   _                                                                                                                                                                                                      
MEDICAL HISTORY


      

Alternative Health Practitioner  

Name                          __                                                                         _        

Address                       __                                                                         _        

                                              Suite # _______    City 

______         _                  

Province

_   State 
___     Postal Code 

_____        __                 
Telephone 
____                                 Fax #    
                   
____   _                                                                                                                                                                                                      
Other Doctor(s) 

Name 1                         __                                                                         _        

Address                       __                                                                         _        

                                              Suite # _______    City 

______         _                  

Province

_   State 
___     Postal Code 

_____        __                 
Telephone 
____                                 Fax #    
                   
____   _                                                                                                                                                                                                      
Name 2                          __                                                                         _        

Address                       __                                                                         _        

                                              Suite # _______    City 

______         _                  

Province

_   State 
___     Postal Code 

_____        __                 
Telephone 
____                                 Fax #    
                   
____   _                                                                                                                                                                                                      
In order to better achieve my goals, I give permission for Monica Magnetti to consult with my doctor(s) whenever I deem necessary.

Signature_______________________________  Date _________________

MEDICAL HISTORY


      

Main Health Concern 

In your own words:  _________________________                  _   ___________________________________                    __  

________________________________________________________________________________________________

Other issues:  _________________________                         _   ___________________________________                    __  

________________________________________________________________________________________________

Current Medications (vitamins, birth control, supplements, etc.):  _________________________                                        _   ___________________________________                    __  

________________________________________________________________________________________________

Examinations 

Date of last physical examination: _____________________     ____                                       Reason: ______________________                                  __                                        

Date of hospitalizations: ___________________           __     ____                                       Reason: ______________________                                  __                                        
Date of lab tests: ___________________           __     ___       _                                       Reason: ______________________                                  __                                        
Other: ___________________           __                ___       _                                       Reason: ______________________                                  __                                        
Habits (How much of the following do you regularly use?):


	Alcohol: 

____ 0-3 drinks a week 

____ 3-5 drinks a week 

____ 5+ drinks a week 

____ 10+ drinks a week 

____ other: __________

	Tobacco: 

____ less than a pack/day 

____ one pack a day 

____ more than a pack/day 

____ other: __________


	Coffee: 

____ 0-5 cups a weeks

____ 1-2 cups a day

____ 3-5 cups a day 

____ 5+ cups a day 

____ other: __________



	Water: 

____ 0-1 glass a day 

____ 2-4 glasses a day

____ 4-6 glasses a day

____ 6-8 glasses a day

____ other: __________


	Soft Drinks: 

____ 0-1 cans a day 

____ 2-3 cans a day

____ 4-5 cans a day

____ other: __________

	


Practice (How much of the following does your schedule regularly include?):

	Exercise: 

____ 0 minutes a day 

____ 1 workout a week

____ 2 workouts a week

____ 3 workouts a week

____ 30 minutes a day

____ 30+ minutes a day

____ other: __________


	Sleep: 

____ less than 4 hrs/night 

____ 4 hours a night

____ 4-6 hours a night

____ 6-8 hours a night

____ 8+ hours a night 

____ other: __________


	Work: 

____ less than 40 hrs/wk

____ 40 hours a week

____ 40+ hours a week

____ 50+ hours a week

____ 60+ hours a week 

____ other: __________




Family History 
Please tell me a bit about your immediate family’s health:  

Father’s Health: _________________________                  _   

His current age or if deceased, how long was his life?  ______________________

Was his death caused by health problems?
________________________________________________

Mother’s Health: _________________________                  _   

His current age or if deceased, how long was his life?  ______________________

Was his death caused by health problems?
________________________________________________

Siblings:     

M / F?  Age: ___  Living or Deceased?  Cause of death: _______________________

M / F?  Age: ___  Living or Deceased?  Cause of death: _______________________

M / F?  Age: ___  Living or Deceased?  Cause of death: _______________________

M / F?  Age: ___  Living or Deceased?  Cause of death: _______________________

Family Diseases: Please check diseases known in your parents. 

	· High Blood Pressure

· Allergy

· Anemia

· Kidney Disease

· Heart Trouble

· Migraines

· Rheumatic Fever

· Obesity


	· Strokes

· Epilepsy

· Cancer

· Diabetes

· Arthritis

· Bleeding

· Other




Conditions: Please check and date when you have had any of these conditions. 

DATE OF OCCURANCE

· Weight loss






__________
· Weight gain






__________
· Usual weight






__________
· Easily fatigued





__________
· Tiredness






__________
· Lack of ambition





__________
· Depression






__________
· Excessive worry 





__________
· General sense of not feeling well 



__________
· Skin rash






__________
· Eczema






__________
· Hives







__________
· Heart trouble






__________
· High blood pressure





__________
· Shortness of breath





__________
· Chest pain






__________
· Palpitations






__________
· Ankle swelling






__________
· Joint pain






__________
· Muscle aches






__________
· Arthritis 






__________
· Fibromyalgia 






__________
· Chronic fatigue





__________
· Anxieties






__________
· Trouble sleeping





__________
· Night sweats






__________
· Bronchitis






__________
· Headaches






__________
· Migraines






__________
· Kidney disease





__________
· Bladder disease





__________
Menstrual History:

First period at age: _________ Flow: Light____ Medium______  Heavy_____

Duration of bleeding: ________ 28 days cycle? ____ If no, how many days?_____

Weight History: (Please complete if weight is a wellness issue for you.)  
When did you first become over or under weight? _________________________

What was your weight gain or loss? _____________________________________

How did your gain or loss start? ________________________________________

Please describe the circumstances: _____________________________________

________________________________________________
When and where do you do the most of your over-eating or under-eating? 

________________________________________________
Please provide any comments that you think may be helpful: 

________________________________________________
________________________________________________
________________________________________________
________________________________________________
Weight after initial gain or loss: _____________________________________

Weight at which you feel the best: _____________________________________

Height: __________ Your current weight is: _________  Your goal is: _________ 

Chronic Pain History: (Please complete if weight is a wellness issue for you.)  
When did your pain first start? _________________________________________

Is it related to a surgery? If so, please indicate what type of surgery and when:  

___________________________________________________________________

Please describe the pain you experience:   

________________________________________________
Have you been diagnosed? 

________________________________________________
What therapy are you currently doing? Please describe your current plan.

________________________________________________
________________________________________________
Can you exercise? Please describe your current plan. 

________________________________________________
________________________________________________
How do you describe your life living with this pain? 

________________________________________________
________________________________________________
What other issues are you experiencing because of chronic pain? 

________________________________________________
Please provide any comments that you think may be helpful: 

________________________________________________
________________________________________________
________________________________________________
Stress History: (Please complete if stress is a wellness issue for you.)  
When did your stress symptoms first start? ___________________________________________________________________

___________________________________________________________________

Please describe your life with stress:   

________________________________________________
________________________________________________
________________________________________________
Do you know what causes your stress?  

________________________________________________
What are your main concerns? 

________________________________________________
________________________________________________
Can you exercise? Please describe your current plan. 

________________________________________________
________________________________________________
Can you sleep? Please describe your current sleep schedule. 

________________________________________________
________________________________________________
What other issues are you experiencing because of stress? 

________________________________________________
Please provide any comments that you think may be helpful: 

________________________________________________
________________________________________________
Sleep History: (Please complete if sleep is a wellness issue for you.)  
When did you first have trouble sleeping? 

___________________________________________________________________

Please describe your sleeping pattern:   

________________________________________________
________________________________________________
Have you been diagnosed with a sleeping disorder?  

________________________________________________
Do you know what causes your lack of sleep? 

________________________________________________
________________________________________________
What are your main concerns? 

________________________________________________
________________________________________________
When was the last time you slept well? 

________________________________________________
What are your eating habits? 

________________________________________________
Do you have trouble falling asleep? 

________________________________________________
Please provide any comments that you think may be helpful: 

________________________________________________
________________________________________________
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