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The Allergy Co,

Stella’s Touch Health Spa,

140 Craig St, Russell, K4R 1A1
Thank you for taking the time to fill out the requested information.  It will help greatly in our study of your present health and will assist us in choosing an appropriate direction to take in working toward your desired restoration of health. Confidential when completed.

PERSONAL INFORMATION




      Date today ____________

Name: ____________________________________________    Date of Birth: _​​​​​​​​​​​​​​​​​​​​​​​___________

Address: ___________________________________________________________________

Street City Postal code

Office phone: ___________________________ Home phone: _________________________

Occupation: ____________________________ E-mail: ______________________________

Marital status: S M D W Sep Name of spouse: ______________________________________

Dependants: ________________________________________________________________

How did you find out about us? __________________________________________________

LIFESTYLE

What quantity, per day, do you drink on average of the following :

Coffee_____ Tea_____ Milk _____ Herbal tea_____ Alcohol_____

Water_____ Fruit juice_____ Vegetable juice_____ Soft drinks_____ 

List all food supplements you are presently taking. Indicate the total dosage taken in one day (i.e. if you take 2 tables of Vitamin C 500 mg/day, then total is 1000 mg/day).

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Do you smoke? _________ If so, for how long? __________ How many cigarettes? ________

Have you ever smoked, and if so for how long? _____________________________________

Does anyone else smoke in your household or workplace? ____________________________

What alcoholic beverages do you drink? __________________________ How often? _______

How well do you sleep? ________________________________________________________

How many hours of sleep do you get on average? ___________________________________

What do you do for exercise? (indicate type, how often you participate, and for how long each

occasion) ___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

What do you do for recreation and relaxation? ______________________________________

___________________________________________________________________________

What level of personal stress are you experiencing right now? (check one)

Minimal 
1 2 3 4 5 
Average 
6 7 8 9 10 
Unbearable

What level of occupational stress are you experiencing right now? (check one)

Minimal 
1 2 3 4 5 
Average 
6 7 8 9 10 
Unbearable

Is the main stressor (check all that apply):

Financial_____ Marriage_____ Job related_____ Health_____ Spiritual_____

Family members_____ Interpersonal_____ Unfulfilled expectations_____

MAIN HEALTH CONCERN

Present weight: ___________Normal weight: ____________ Last time this weight: _________

What is your chief concern about your health? ______________________________________

___________________________________________________________________________

If this is a chronic illness, how long have you had this condition? ________________________

Who diagnosed your illness? ____________________________________When?__________

CURRENT TREATMENTS OR REGIMES
Name of family medical doctor: _________________________________________________

What specialist(s) have you seen?_______________________________________________

List all medications you are currently taking: ________________________________________

__________________________________________________________________________________________
__________________________________________________________________________________________
List any accidents, injuries, operations and major illnesses you have had: ________________

__________________________________________________________________________________________

__________________________________________________________________________________________

List any SEVERE allergies you have: _____________________________________________

Do you suffer from any of the following?

	Symptom
	
	Symptom
	
	Symptom
	

	Head ache / Migraine
	
	Bladder Infections
	
	Eye Disorders
	

	Poor memory
	
	Kidney Infections
	
	Mouth Ulcers
	

	Learning Difficulties
	
	Cystitis
	
	Indigestion/ Heartburn
	

	ADHD / ADD
	
	Thrush
	
	Nausea
	

	Hyperactivity
	
	PMS – Mood swings
	
	Diarrhoea
	

	Autism
	
	PMS - Pain
	
	Constipation
	

	Epilepsy
	
	Asthma
	
	Flatulence
	

	Anxiety
	
	Bronchitis
	
	Bloating
	

	Depression
	
	Breathlessness
	
	Excessive Appetite
	

	Irritability
	
	Sinusitis
	
	Poor Appetite
	

	Insomnia
	
	Colds
	
	Acne
	

	Fatigue
	
	Tonsillitis / Sore throats
	
	Eczema
	

	Dizziness
	
	Cough
	
	Hives
	

	Pins and needles
	
	Sneezing
	
	Excessive Perspiration
	

	Numbness
	
	Rhinitis
	
	Blistering
	

	Chest Pains
	
	Hayfever
	
	Dry Skin
	

	Palpitations
	
	Catarrh
	
	Rashes
	

	Low Blood pressure
	
	Osteoporosis
	
	Other Skin Problems
	

	High Blood pressure
	
	Arthritis
	
	Cramps – muscular
	

	Swelling / Oedema
	
	Swollen joints
	
	Muscular Aches
	

	Diabetes
	
	Joint Pain
	
	ME
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