
Client Consultation Form

Personal Information

Name
 

Date of birth
 

Gender

Address
 
 

Phone number Email
 

Medical history

Name of primary care physician (if applicable)
 

Do you have any chronic medical conditions (e.g., diabetes, hypertension, asthma)?
 
 

Have you ever been diagnosed with any significant illnesses or conditions in the past?
 

 

Have you undergone any surgeries or hospitalizations? If yes, please provide details and 
dates.
 
 

List all the medications you are currently taking, including prescription, over-the-counter, 
and supplements.
 
 
 
 

Do you have any known allergies to medications, foods, or environmental factors? If yes, 
please specify.
 
 
 

Are there any significant medical conditions that run in your family? Please provide details.
 
 
 



Health concerns

Reason for the consultation
 

Duration of the issue
 

Symptoms experienced
 
 
 

Any previous treatments tried
 
 

 

Lifestyle and habits

How often do you engage in physical activity or exercise? What type of exercise do you 
prefer?
 
 
 

Describe your typical daily diet, including any specific dietary preferences or restrictions.
 
 
 

How many hours of sleep do you usually get per night? Do you have any sleep-related 
issues?
 
 
 

Do you use tobacco, alcohol, or recreational drugs? If yes, please provide details.
 
 
 

Are there any hazards or exposures at your workplace that may be relevant to your health 
concern?
 
 
 

Psychological and Emotional Health

On a scale of 1 to 10, how would you rate your stress levels? (1 = low, 10 = high)
 
 

Have you experienced any significant life changes recently, such as job changes, 
relationship status, or relocation?
 
 
 



 

Are you currently experiencing any psychological or emotional concerns, such as anxiety or 
depression?
 
 
 

Other information

Are there any social factors or support systems that may impact your health concern?
 
 
 

Is there any other information you would like to share that may be relevant to your health 
concern?
 
 
 

Additional notes

 
 
 
 

Acknowledgement

I hereby confirm that the information provided above is accurate and complete to the best of 
my knowledge. I understand that this information will be used for the purpose of providing 
healthcare services. I consent to the use of this information in accordance with applicable 
privacy laws and regulations.

   

Signature over printed name Date


	Name: Elias Slater
	Date of birth: 3/28/1990
	Gender: M
	Address: 15 Wicker St cor Crossroad Ave, Tampa Bay, FL
	Phone number: 678-999-99
	Email: elias.slater@org.com
	Name of primary care physician if applicable:  Dr. Emily Johnson
	Do you have any chronic med i cal cond i tions eg diabetes hypertension asthma: No
	Have you ever been diagnosed w i th any s i gnificant illnesses or cond i tions i n the past: No
	Have you undergone any surger i es or hospitalizat i ons If yes please provide details and dates: No
	L i st al l the medicat i ons you are currently taking includ i ng prescription overthecounter and supplements: None
	Do you have any known a l lergies to medications foods or env i ronmental factors If yes p l ease spec i fy: No known allergies
	Are there any s i gnificant medical conditions that run in your fam i ly Please provide details: Father has a history of heart disease, and mother has type 2 diabetes.
	Reason for the consultation: Experiencing persistent headaches for the past two weeks.
	Duration of the i ssue: The headaches started about two weeks ago and have been occurring daily.
	Symptoms experienced: Headaches, mostly on the left side of my head, and occasional dizziness.
	Any prev i ous treatments tr i ed: Over-the-counter pain medications, but they only provide temporary relief.
	How often do you engage in physical activity or exercise What type of exerc i se do you prefer: Exercises three times a week, mostly jogging and weightlifting
	Describe your typical daily diet including any specif i c dietary preferences or restrictions: Follows a balanced diet with a focus on vegetables, fruits, lean proteins, and whole grains. I avoid processed foods and sugary beverages.
	How many hours of sleep do you usually get per night Do you have any sleeprelated i ssues: Get around 7 to 8 hours of sleep per night. However, lately, have been having trouble falling asleep due to the headaches.
	Do you use tobacco alcohol or recreational drugs If yes please provide details: No
	Are there any hazards or exposures at your workplace that may be relevant to your health concern: Works in an office environment with no significant hazards.
	On a scale of 1 to 10 how would you rate your stress l evels 1  low 10  h i gh: 7
	Have you exper i enced any significant life changes recently such as job changes relationship status or relocation: No
	Are you currently experiencing any psychological or emotional concerns such as anx i ety or depression: Feeling a bit more anxious than usual due to the headaches.
	Are there any social factors or support systems that may impact your health concern: A supportive family and a few close friends who have been helping the patient cope with the headaches.
	Is there any other informat i on you wou l d like to share that may be re l evant to your health concern: No
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