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Dr. Smith & Associates

2 Narrows Rd. Westminster, MA 01473 •  978-874-1180

Esther Perreault, ND; Drestherperreault.com


PATIENT INFORMATION (Please Print)
Name__________________________Age_______Date of Birth__________Gender F/M

Address___________________________City_________________ST_____Zip_______

Home Phone#_________________________Cell#_______________________________ 
Email address ____________________________________________________________

Name of Employer_______________________________________Work#___________________
Employer's Address_____________________________________Occupation___________________

If married, name of spouse__________________________________Work#___________________________

If minor, name of parent/guardian(s)_________________________________________________________

Whom may we contact in case of an emergency?______________________________________________________________

Home#___________________Work#______________Relationship_________________

Do you have a Primary Care Doctor? ___yes ___no ________other

If yes, please print Name or Clinic____________________________________________

How did you hear about us? _________________________________________________

I understand and agree that (regardless of my insurance status), I am responsible for the balance on this account for any services, supplements, or laboratory work, collection and/or attorney fees.

SIGNATURE_________________________________________DATE______________

ADULT SYMPTOM SURVEY

NAME__________________________________________________DATE_______________________

What is your major complaint? _____________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Are you coming for any specific therapy? (i.e. homeopathy, hydrotherapy, nutritional counseling, therapeutic exercise, “whatever that works”) _____________________________________________________________________________________

______________________________________________________________________________________
This survey will help us to evaluate you more completely. Please place a check mark next to those symptoms which you NOW experience or have experienced in the PAST. Include all the complaints which are familiar to you. If there are one or more words in a line which describe your specific problem, circle those words.
	NOW
	PAST 
	GENERAL SYMPTOMS 

	_____ 
	_____ 
	tired, weak, lack of energy 

	_____ 
	_____ 
	depression, melancholy, moodiness 

	_____ 
	_____ 
	worry, anxiety, nervousness, irritability 

	_____ 
	_____ 
	sleeplessness or sleep too much 

	_____ 
	_____ 
	frequent colds or other illness 

	_____ 
	_____ 
	headaches 

	_____ 
	_____ 
	don’t sweat enough 

	_____ 
	_____ 
	sweat too much 

	_____ 
	_____ 
	night sweats 

	_____ 
	_____ 
	dizziness, fainting, convulsions 

	_____ 
	_____ 
	loss or gain of weight 

	_____ 
	_____ 
	other___________________________ 

	 
	 
	 

	NOW
	PAST 
	SKIN AND HAIR 

	_____ 
	_____ 
	acne or pimples 

	
	
	skin rashes 

	_____ 
	_____ 
	hives 

	_____ 
	_____ 
	stretch marks 

	_____ 
	_____ 
	skin ulcers or sores 

	______ 
	_____
	dryness, roughness or scaling skin, 

scalp, elbows, knees, feet, 

	 
	 
	around nose, ears, eyebrows, etc. 

	_____ 
	_____ 
	hair loss or thinning 

	_____ 
	_____ 
	dry, coarse hair or split ends 

	_____ 
	_____ 
	bruise easily 

	_____ 
	_____ 
	nails weak, ridged or split easily 

	_____ 
	_____ 
	brown spots or bronzing on skin 

	_____ 
	_____ 
	moles, warts or skin tags 

	_____ 
	_____ 
	sunburn easily 

	_____ 
	_____ 
	cuts heal slowly or scar badly 

	_____ 
	_____ 
	flush easily 

	_____ _____ 
	_____ _____ 
	hands or feet numb or tingling feet burn 

	_____ 
	_____ 
	athletes foot 

	_____ 
	_____ 
	other________________________ 

	
	
	

	NOW _____ 
	PAST _____ 
	RESPIRATORY

	_____ 
	_____ 
	cough frequently 

	_____ 
	_____ 
	spitting up mucus or blood 

	_____ 
	_____ 
	difficulty breathing 

	_____ 
	_____ 
	shortness of breath on exertion 

	_____ 
	_____ 
	chest pain 

	_____ 
	_____ 
	other________________________ 

	 
	 
	 


	NOW 
	PAST 
	EYES 

	_____ 
	_____ 
	nearsightedness or farsightedness 

	_____ 
	_____ 
	blurred or failing vision 

	_____ 
	_____ 
	dry, burning or itching eyes 

	_____ 
	_____ 
	eyes water excessively 

	_____ 
	_____ 
	eyes sensitive to light 

	_____ 
	_____ 
	night blindness 

	_____ 
	_____ 
	bloodshot or puffy eyes 

	_____ 
	_____ 
	other_______________________ 

	
	
	

	NOW
	PAST
	EARS 

	_____ 
	_____ 
	earaches 

	_____ 
	_____ 
	noises or ringing in ears

	______ 
	______ 
	ear discharges 

	_____ _____ 
	_____ _____ 
	loss of hearing, lots of wax

	_____ 
	_____ 
	other_______________________ 

	
	
	

	NOW
	PAST
	NOSE AND THROAT

	_____
	_____
	Hay fever, sinusitis, runny nose

	_____
	_____
	dry mouth or nose nosebleeds 

	_____ 
	_____ 
	cracks in corners of mouth 

	_____
	_____
	dry or chapped lips sore throats or tonsillitis 

	_____ 
	_____ 
	clear throat often 

	_____ 
	_____ 
	sore, red or cracked tongue 

	_____ 
	_____ 
	cold sores or herpes 

	_____
	_____ 
	inability to smell or taste, lots of cavities 

	_____
	_____
	bleeding gums hoarseness 

	_____ 
	_____ 
	other________________________ 

	
	
	

	NOW
	PAST
	MUSCULOSKELETAL 

	_____ 
	_____ 
	muscle pain or stiffness 

	 
	 
	where?______________________ 

	_____ 
	_____ 
	swollen, painful or stiff joints 

	_____ 
	_____ 
	bone pains 

	_____
	_____
	painful feet, ankles or calves tremors or twitches 

	_____
	_____
	loss of strength, hernia 

	_____ 
	_____ 
	muscle wasting

	_____ 
	_____ 
	other________________________ 

	 
	 
	

	NOW
	PAST 
	GASTROINTESTINAL 

	_____ 
	_____ 
	loss of appetite 

	_____ 
	_____ 
	gagging, difficulty swallowing 

	_____ 
	_____ 
	nausea or vomiting 

	_____ 
	_____ 
	bad breath 

	_____ 
	_____ 
	metallic or bitter taste in mouth 

	_____ 
	_____ 
	food cravings or strong desires 

	_____ 
	_____ 
	can’t eat fats 

	_____ 
	_____ 
	heartburn 

	_____ 
	_____ 
	indigestion or distress 

	_____ 
	_____ 
	heaviness after eating 

	_____ 
	_____ 
	belching or gas 

	_____ 
	_____ 
	bloating 

	_____ 
	_____ 
	stomach or abdomen tender or painful 

	_____ 
	_____ 
	symptoms relieved by eating 

	_____ 
	_____ 
	symptoms worse after eating 

	_____ 
	_____ 
	avoid certain foods 

	_____  
	_____ 

 
	headache, dizziness or irritability if

skip meal 

	_____ 
	_____ 
	diarrhea or loose stools 

	_____ 
	_____ 
	constipation 

	_____ 
	_____ 
	change in bowel movements 

	_____ 
	_____ 
	light colored or greasy stools 

	_____ 
	_____ 
	dark stools or blood in stool 

	_____ 
	_____ 
	feeling of incomplete evacuation 

	_____ 
	_____ 
	undigested food in stool 

	_____ 
	_____ 
	foul odor of stool or gas 

	_____ 
	_____ 
	hemorrhoids 

	_____ 
	_____ 
	other_________________________ 

	 
	 
	 

	NOW 
	PAST 
	CARDIOVASCULAR 

	_____ 
	_____ 
	heart beats fast or irregularly 

	_____ 
	_____ 
	tightness in chest 

	_____ 
	_____ 
	discomfort at high altitude 

	_____ 
	_____ 
	dizzy or weak upon standing up 

	_____
	_____
	swollen feet, ankles or legs cold hands or feet 

	_____ 
	_____ 
	hands or feet turn blue 

	_____ 
	_____ 
	blue fingernails 

	_____
	_____
	leg pains when walking varicose veins 

	_____ 
	_____ 
	tendency to anemia 

	_____ 
	_____ 
	high blood pressure 

	_____ 
	_____ 
	low blood pressure 

	_____ 
	_____ 
	other________________________ 

	
	
	

	NOW 
	PAST  
	URINARY

	_____ 
	_____ 
	difficulty urinating 

	_____ 
	_____ 
	urinate frequently at night 

	_____ 
	_____ 
	bedwetting 

	_____ 
	_____ 
	incomplete urination or dribbling 

	_____ 
	_____ 
	pain when urinating 

	_____ 
	_____ 
	bladder infections 

	_____ 
	_____ 
	kidney infections 

	_____ 
	_____ 
	kidney stones 

	_____ 
	_____ 
	lower back pain 

	_____ 
	_____ 
	other_______________________ 

	 
	 
	 


	NOW
	PAST 
	MALE 

	_____
	_____
	prostate problems difficult or unusual urination 

	_____
	_____
	discomfort or pain in genital area other___________________________ 

	_____ 
	_____ 
	diminished sexual desire 

	_____ 
	_____ 
	excessive sexual desire 

	_____ 
	_____ 
	difficulty achieving/maintaining an erection 

	 
	 
	 

	NOW
	PAST 
	FEMALE 

	_____ 
	_____ 
	irregular menstruation 

	_____ 
	_____ 
	pain prior to or with periods 

	_____ 
	_____ 
	depressed, tense or irritable around periods 

	_____ 
	_____ 
	painful or swollen breasts 

	_____ 
	_____ 
	lumps in breasts 

	_____ 
	_____ 
	discharge from breasts 

	_____ 
	_____ 
	symptoms occur in monthly pattern 

	_____ 
	_____ 
	pain, discomfort or itching in genital area 

	_____ 
	_____ 
	vaginal discharge 

	_____ 
	_____ 
	hot flashes 

	_____ 
	_____ 
	diminished sexual desire 

	_____ 
	_____ 
	excessive sexual desire 

	_____
	_____
	difficulty having orgasm inability to conceive number of pregnancies number of children 

	_____
	_____
	miscarriages or abortions other________________________ 


Gynecologic:

Date of last period___________________ # of days_____________ length of cycle___________________

Date of last PAP smear_______________ Have you ever had an abnormal PAP? _____________________

Present type of birth control_____________________ 

Have you ever used birth control pills or an IUD? _________

What type and for how long?_______________________________________________________________

Please list any vitamins or medication which you are taking. 
Use the back of the page if necessary. Please include doses and brand information:
VITAMINS OR MINERALS 


PRESCRIPTION MEDICINES

________________________________________ ___________________________________________

________________________________________ ___________________________________________

________________________________________ ___________________________________________

________________________________________ ___________________________________________
________________________________________ ___________________________________________

________________________________________ ___________________________________________

________________________________________ ___________________________________________

HERBS OR FOOD SUPPLEMENTS 

OVER-THE-COUNTER MEDICATIONS

________________________________________ ___________________________________________

________________________________________ ___________________________________________

________________________________________ ___________________________________________

________________________________________ ___________________________________________

________________________________________ ___________________________________________

________________________________________ ___________________________________________

________________________________________ ___________________________________________

________________________________________ ___________________________________________

Family History 
	
	Father
	Mother
	Brother/s
	Sister/s
	Mat/Paternal Grand M/F
	Spouse
	Children

	
	
	
	
	
	MGM
	MGF
	PGM
	PGF
	
	

	Age if living:
	
	
	
	
	
	
	
	
	
	

	Age when died:
	
	
	
	
	
	
	
	
	
	

	Reason for death:
	
	
	
	
	
	
	
	
	
	

	If cancer, type:
	
	
	
	
	
	
	
	
	
	

	Please indicate who has had which condition by checking the appropriate box

	High Blood Pressure
	
	
	
	
	
	
	
	
	
	

	Heart Attack
	
	
	
	
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	
	
	
	
	

	Heart Disease
	
	
	
	
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	
	
	
	
	

	Allergies
	
	
	
	
	
	
	
	
	
	

	Thyroid Problems
	
	
	
	
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	
	
	
	
	

	Epilepsy
	
	
	
	
	
	
	
	
	
	

	Migraines
	
	
	
	
	
	
	
	
	
	

	Arthritis
	
	
	
	
	
	
	
	
	
	

	Osteoporosis
	
	
	
	
	
	
	
	
	
	

	Gallbladder disease
	
	
	
	
	
	
	
	
	
	

	Autoimmune disease(s)
	
	
	
	
	
	
	
	
	
	

	If autoimmune, which:
	
	
	
	
	
	
	
	
	
	

	Alcoholism/
Addictions
	
	
	
	
	
	
	
	
	
	


Childhood Illnesses 
Did you have the following Disease (D), Immunized (I), or Neither (N): 

Hepatitis (A / B) D I N 

Varicella (Chicken Pox) D I N 

Hemophilus (Hib) D I N 

Rotavirus D I N 


Diptheria (DTaP) D I N 


Measles (MMR) D I N 

Pneumococcal (PCV) D I N 
Tetanus (DTaP) D I N 


Mumps (MMR) D I N 

Polio (IPV) D I N 

Pertussis (DTaP) D I N 


Rubella (MMR) D I N 

Did you have any significant reaction to any immunization? 
Y 
N 

If yes, explain: _________________________________________________________________________
Doctor, Hospitalization, Surgery, Imaging 
Have you ever been hospitalized or had surgery, a serious illness or accident?

what when where…
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
Please Note When & Why You Have Had Each of the Following: 
X-Rays: ______________________________MRI/CT Scans: ___________________________________
Ultrasounds: __________________________EKG: ____________________________________________ 

TB Test: _____________________________Last Doctor Visit: __________________________________
Last Dental Visit: ______________________Last Eye Exam: ____________________________________
List any other major illness, trauma, medical interventions not yet mentioned: _______________________
______________________________________________________________________________________

______________________________________________________________________________________
Allergies 
Are you hypersensitive or allergic to: ________________________________________________________
Any drugs? ____________________________________________________________________________
Any foods? ____________________________________________________________________________
Any substances in the environment or chemicals?______________________________________________
Have you ever had allergy testing? _______If yes, indicate when, type and details. ___________________
______________________________________________________________________________________
General 
Current Height: ______________
Weight: 
_______________
Weight 1 year ago: _____________
Maximum Weight: ___________
When: 
_______________
Ideal Weight: _________________ 
Do you have sufficient energy throughout day? 
Y
 N 
If not, when is energy best?____________ Worst? _________
Habits/Lifestyle 
Main interests and hobbies? _______________________________________________________________
Do you exercise? 

Y
 N 

If yes, what kind/how often? ______________________________________________________________
Hours of sleep each night? _________________________
Enjoy your work? 
Y
N 

Sleep well? 
Y 
N 



Take vacations? 

Y 
N 

Awake rested? 
Y 
N 



Spend time outside? 
Y 
N 

Do you need naps during day? 
Y 
N 

How many hours of TV per day? _________
If nap, how long/often? ____________________

How much time/day in relaxation? _______
Have a supportive relationship? 
Y 
N 

Do you eat 3 meals a day?  Y 
N 

Have a history of abuse? 

Y 
N 

Do you go on diets often? 
 Y 
N         P 

Been treated for drug dependence? 
Y 
N 
P 
Do you eat out often? 
Y 
N 

Treated for alcoholism? 

Y 
N 
P 
 

Do you have a religious/spiritual practice? 
Y 
N       P 
Do you have a sweet tooth? Y 
N         P 

If yes, what? _________________________
If yes, what and quantity per day/week 

Is your diet? 
____typical American
 ____Kosher 

____vegetarian 

____fast food: what? how often?______________________________________

____vegan 

____low fat ______________________________________________________

____macrobiotic 

____other ________________________________________________________

Do you use any of the following? 
____cigarettes or tobacco 

____packs per day 

____coffee or black tea 

____cups per day __________________________________________
____soda/soft drinks

____cups per day __________________________________________
____marijuana or other drugs 
____times per week ________________________________________

____alcohol ____times day/week
Environmental Exposure
Did you grow up in an industrial area such as chemical factories, refineries, agriculture, etc.?    Y      N 
If yes, name the type of industry. ___________________________________________________________

Do you currently live in an area where you are exposed to possible environmental pollutants?    Y      N 
If yes, name the type of industry. ___________________________________________________________

Do you work in an environment where you are exposed to solvents, fumes, paint, chemicals etc.? Y   N 
If yes, provide detail. ____________________________________________________________________

Have you ever had problems when exposed to new carpeting, new paint, gasoline, etc.?              Y      N 
If yes, provide detail. ____________________________________________________________________

Are you particularly sensitive to perfumes, new cars, other odors? 


          Y      N 
If yes, provide detail. ____________________________________________________________________

Do you use pesticides, herbicides, or other chemicals around your home?                                      Y      N 
If yes, provide detail._____________________________________________________________________
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