PAGE  
1
Lynn Jennings, MD  2934 Kemp Blvd. Wichita Falls, TX  76308  (940)322-2400


Name:___________________________________________________________________________________   

Address:________________________________________________________________________________

Telephone: Home_____________________ Work_____________________   Email:____________________________             

Employer:___________________________________________  
Date of birth:______________________________
Male      Female                Marital Status:  Single     Married     Divorced     Widowed            Number of children:________

Height ___________                Weight___________
       Primary care physican_________________________________________        
ChiefComplaint:____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

      Medications:  

______________________        _________________________         __________________________

______________________        _________________________         __________________________

______________________        _________________________         __________________________

______________________        _________________________         __________________________

______________________        _________________________         __________________________

Vitamins:     

Multivitamin       Vit C______________          B12__________________           Bcomplex ________________         

Vit D________        Vit E______________          Calcium______________          Fish oil ___________________

Potassium_______________                              CoQ10________________
        L-carnitine__________________

Glucosamine/chondroitin_______________
         
                     Probiotics___________________

_________________________          _________________________          _________________________

_________________________          _________________________          _________________________

_________________________          _________________________          _________________________

Allergies: (medications, foods, etc) ____________________________________________________________________________________________________

 ____________________________________________________________________________________________________

​​​​​​​​​​​____________________________________________________________________________________________________

Previous Surgeries:  (circle if positive)

Tonsillectomy    

Appendectomy                   Gallbladder
          Hysterectomy            Ovaries removed

Coronary artery bypass
Cardiac stents

Sinus surgery
          C-section

Gastric bypass/banding

Carotid artery surgery
Aneurysm repair  

Prostate surgery
          Hip replacement

Knee replacement

Hernia repair

Breast Biopsy
        Colonoscopy
____________________________              ____________________________              ____________________________            

____________________________              ____________________________              ____________________________

____________________________              ____________________________              ____________________________

(continued)

Social History:    Occupation:_____________________________________  Homemaker     Retired     Disabled

Tobacco use:    No     Yes     Cigarettes _______pack(s) per day    Cigars _______per day 

                                            Dip ______cans per day    

Previous tobacco use:  No     Yes        How long have you been quit? ___________

Alcohol use:
No       Yes       Rare       Occasional    Daily  

                                            How many drinks per day? ___________ 

Recreational drugs:    No      Yes        _____________________________

Exercise:         No      Yes       Walk     Run     Bike     Weights     Yoga     Pilates     Swim     _____________

Diet:    Artificial sweeteners:   No       Yes     Saccharin (Sweet N Low)    Aspartame (Equal, Nutrasweet)

           Sucralose (Splenda)     Other: ________________________________________________________________

           Diet drinks: _________________________________________________________________________________

Initial phase diet:   No   Yes

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Health problems as a baby/child:   Asthma   ear infections   throat infections   bronchitis   eczema     acne _____________________________________________________________________________________________________ 

Health History: (select all that apply)  

	Abdominal pain
	Fainting
	Multiple sclerosis /ALS
	Sleep apnea

	Allergies
	Fatigue
	
	Sleeping problems

	Angina / Chest pain
	Fibromyalgia
	
	Sinus problems

	Anorexia
	GERD
	
	Shingles

	Aortic Aneurysm
	Gout
	
	Sleep apnea

	Arthritis
	Headaches
	Night sweats
	Sleep problems  /  Insomnia

	Asthma
	Heart attack
	Osteoporosis
	Snore

	Autoimmune disease
	Hepatitis  
	Pain
	Stroke / Mini stroke

	Blood disorder
	Heart murmur
	Peripheral neuropathy
	Thyroid disease

	CAD/Heart disease
	High blood pressure
	Peripheral vascular disease
	Ulcers

	Cancer
	HIV/AIDS
	Prostate problem
	Weight loss  /  weight gain

	Cholesterol problems
	Hot flashes
	Psoriasis
	

	Chronic fatigue syndrome
	Irregular heartbeat
	Rapid heart rate
	

	Congestive heart failure
	Irritable bowel syndrome
	Rheumatoid arthritis
	Yeast  or Fungal infections

	Constipation / Diarrhea
	Kidney disease
	Rheumatic fever
	

	COPD/Emphysema
	Kidney stones
	Root canals/  amalgams
	

	Diabetes
	Liver disease
	Scoliosis
	

	Dizziness
	Low blood sugar
	Seizures/convulsions
	

	Deep venous thrombosis
	Lyme disease
	Shortness of breath
	

	Erectile dysfunction
	Migraine
	Skin problems
	


Women only: Last menses: ________________       Regular   Irregular   Heavy   Light   Cramps   PMS 

      Menarche:  Age of onset__________     Pregnancies:_______   Miscarriages______

      Birthweight of children: _________________________________________________________

      Menopause:____________________  Mamograms:  Yes    No   Abnormal_______________________________   
      Fibrocystic breast disease:   Yes     No 

Pap:  Yes    No    Abnormal_________________________________ Bone density study:    Yes      No

Endometriosis:  Yes   No     Fibroids;______________________

If you have had a hysterectomy, what was reason?__________________________________________________
Do you have any other health problems not listed above? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

 Family history: (Select all that apply):

· Diabetes

· Stroke/cerebrovascular disease

· Heart disease/ Heart attacks

· Congestive heart failure

· Hypertension

· Cancer

· Thyroid disease

· Other___________________________________________________________________________________
The information provided above will be used by Dr Jennings as a reference during my consultation and will become a part of my medical record.  The above information is true and complete to the best of my knowledge.  I am requesting an alternative medical consultation with Dr. Jennings.  I understand that Dr. Jennings practices integrative/alternative medicine and that her recommendations for treatment may be considered outside the scope/standard of traditional medical practice.  I further understand that it is not her intent to criticize or denounce traditional medicine.  I am aware of my traditional medical treatment options.  No guarantees of success or outcome have been made or promised.  

By signing this form I am stating that I will not file for reimbursement with my insurance company for the alternative services rendered.  I agree to pay for services rendered as a result of this authorization
Patient’s signature:______________________________________  Date:_________________________________

Stop here

Vital signs:

Blood pressure: __________________ Height:________________________    Weight:___________

Waist circumference:_____________________________

Infrared thermometer temperatures:
   Left great toe_________________   Right great toe__________________ Sublingual_____________________

PAGE  
1
MD signature:________________________________________  Date:________________________


