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Proactive Health
Health Assessment Form

	Date:  



	Name: 

	Age: 
	DOB: 


	Cell Phone:  

	Home Phone:  

	Email Address: 

	Occupation:

	Home Address: 


	                 City:  


	State: 


	Zip Code:  


	Marital status:


	Spouse’s Name: 
	Childrens: 



	Current weight:  

	Height: 
	

	Referred by:    

                         


CONSENT TO RECEIVE HEALTH ADVICE

I understand that Ela Corcoran is not a medical doctor (MD) and do not portray herself to be, but is providing wellness services, homeopathy and Emotional Freedom Technique. I fully understand that she does not offer allopathic drugs, surgery, chemical stimulants, or any other conventional treatments. In addition, she does not diagnose, treat or otherwise prescribe for my disease, conditions or illness, or perform any act that would constitute the practice of medicine for a license is required. I have solicited her in good faith, exercising my free will and following the dictates of my own conscious, which allows me to select what I understand is most beneficial to my (or my child’s) health. I am fully aware and release the practitioner to consult, balance, recommend, educate, and suggest the health improvement protocols and products. By signing below I acknowledge that I have read and understand all parts of the waiver, that I had the opportunity to ask any questions with regard to the described procedures, and that I hereby affirm: I am not here for medical diagnostic or treatment procedures and I am here on this and any subsequent visit solely on my own behalf. Any action or inaction as a consequence of your consultation is undertaken entirely at your own risk and liability. 
Patient’s Signature: 



Date:    
ALL INFORMATION GIVEN ON THIS FORM IS KEPT STRICTLY CONFIDENTIAL. Thorough completion of this form with all your symptoms will increase the quality and speed of recovery.  So please complete the form to the best of your knowledge any and all details are useful to establish your correct prescription. Expand each section as needed.
NOTE: Upon completion mail this form back to
info@ocproactivehealth.com
Main Complaints: List your health issue in order of the most importance to the least importance. Evaluate each symptom on the scale from 0 – to 10 (0 = not having it now, 10 = most intense)
	1. 

2.

3. 
(add more, if needed)



About Main Complaints:      

When did each condition start and what was going on in your life at that time?  
	


Was there anything traumatic (physically or emotionally) in your life at that time or just before the condition started?

	


Where is it located? 

	


Can you describe the sensation or pain?

	


Concomitants: What else accompanies this complaint?

	


What makes the complaint better or worse in any way?

	


Is the complaint better or worse at any particular time of day?
	


	Current Prescription Medication: 


	

	Current or Past Homeopathic Medication: 


	

	Vitamins and other Nutritional Supplements:  


	

	Other Current Therapies:


	


Medical History (major diseases, accidents, hospitalizations, treatments, traumas, medications - in order if possible.  Please include childhood illnesses and any long-term prescriptions. Continue on by adding more rows, if necessary:

	Age
	Condition
	Treatment

	
	
	

	
	
	

	
	
	


	Vaccinations (List all vaccinations and any severe reactions.): 




	Allergies (List any allergies, past and/or present. Including medications and food): 




	Family Medical History (List all serious diseases of blood relations with age & cause of death if applicable.):

Mother side
Father side
   Sisters/Bros
  Sisters/Bros
  Grandmother
  Grandmother
  Grandfather

  Grandfather

  Cousins

  Cousins




Time line:
Please tell me about all salient features of your life: examples- your birth (traumatic or not?), any vaccinations you have had and whether you had bad reactions to them, any accidents/hospitalisations you may have had, operations, emotional trauma of any kind, skin problems, asthma, eczema, hay fever, warts, glandular fever, anything which stands out and could have had a deep effect on you:
	Year
	What happened

	
	

	
	

	
	

	
	


Food: 
	What food are you allergic to?


	

	What are your very favourite foods? (whether they agree with you or not)


	

	What foods do you really dislike?


	

	What temperature do you prefer your food to be?


	

	Which tastes do you prefer? Mark them with ‘x’.


	spicy ______ bland _______ 

salty ______pickled ______ 

sweet _____ sour _____ ______



	Any problem with your BM (constipation, diarrhoea, bleeding, mucous, etc.) ? 


	

	How often do you have a BM?: 


	


Thirst: 
	How thirsty are you on scale 1-10?
	

	How much water do you drink daily?
	

	What else do you drink apart from water? 


	

	What temperature you like your drinks?

(mark with ‘x’)
	hot_____ ice cold____  room temperature____ 

	Any problem with urination?
	

	How often do you get up at night to pee?
	

	
	


Sleep:  
	What problems do you have with sleep? 

	

	What position do you sleep in (i.e. on your back, side, tummy, foetal position)?
	

	What recurrent dreams/nightmares do you have?

	


Body Temperature:  
	What temperatures do you feel more affected by?

	


Weather/Climate: 
	What kind of weather or environment makes you feel better or worse (like rain, wind etc)?


	


Perspiration:  
	How much you perspire and when?
	

	What does it smell like?
	


For Women only:  

	What concerns do you have with your reproductive system? 


	

	Are you pre-menopausal? 

menopausal? 

post-menopausal
	__________ if yes, since __________


	Your libido level on scale 0-10?_________


	


	If you are still menstruating:

What specific problems do you have with or around your menstruation? 
How long is your cycle?
If they are painful, describe the pain?


	


For Men only:
	Your latest PSA test result was?
	

	Your libido level on scale 0-10?
	

	Describe any problems you might experience in reference to erections, prostate, urination and etc.?


	


Energy level: 
	What is it on scale 1-10?
	

	What is the best time of day for you?

	


​
Mental/Emotional:
	Do you get depressed and if so, what about?


	

	How much do you worry on scale 0-10?
	

	What do you worry about?


	

	Do you cry very easily and if so, what might trigger tears?

	

	What scares you, or do you have any hidden fears (animals, insects, death, the dark, disease, claustrophobia, agoraphobia, anything…)?


	

	What do you do with your anger (e.g. bottle it up, explode, shout, throw things…)?
	

	Are you a “people person” or do you prefer your own company?


	

	How tidy/organized are you on scale 1-10?_________ 


	

	How would someone who knows you very well (your mother, your best friend, your partner, your children…) describe you?


	

	What is the very worst thing that has ever happened to you and how did it affect you?


	

	What do you do in your spare time?


	


HEAD TO TOE SCAN:  Please go down this list and list the symptoms you get in each area of your body that might not be covered in by your main complaint:

	Headaches? 


	

	Eyes?


	

	Ears? 


	

	Nose? 


	

	Throat? 


	

	Thyroid? 


	

	Chest? 


	

	Upper Abdomen - Stomach/digestion/pain? 


	

	Lower Abdomen - Bloating/gas/constipation/diarrhoea? 

	

	Joints? 


	

	Bones? 


	

	Skin? 


	

	Feet?  


	

	Other?
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