
DR. STEPHENIE RILEY

Doctor of Naturopathic Medicine

Tahoe Center of Natural Medicine, 600 N. Lake Blvd., POB 5024, Tahoe City, CA 96145

Phone: 530.583.0002                    Fax : 530.583.0044

_________________________________________________________________ ____________________Name:       Date:   

______________________________ _____________________Date of Birth:       Age:       Sex:     Male  Female

Marital Status:  ! Single        ! Partnered        ! Married        ! Separated        ! Divorced        ! Widowed

_______________________________________________________________ ____________________Address:       City:   

_______________ ______________ ______________ _____________State:       Zip:       Home Phone:       Work Phone:   

_____________________________________ ___________________________________________SSN:       Occupation:   

__________________________________________________________________________________Employer Address:   

_____________________________________________ __________________Emergency Contact:    Name:       Phone:   

How did you hear about us?
! _________________________Local Ad,      ! ________________________Referral,      ! __________________Other,  

Financial Agreement:  I agree full financial responsibility for services rendered at Tahoe Center of Natural Medicine and 
understand that payment is required in full at time of service unless prior arrangements were agreed to in advance. Notice of 24 
hours is necessary for cancelled appointments. We reserve the right to charge for a missed appointment.

__________________________________________________________________Signature (patient/ parent/ guardian):   

All questions contained in this questionnaire are strictly confidential and will become part of your medical record.

PERSONAL HEALTH HISTORY

___________________________________ _______________Primary Care Physician:       Date of Last Physical Exam:   

When, where and for what did you last receive medical/ health care?

____________________________________________________________________________________________________ 

What are your most important current health concerns (listing the most important concern as #1)?

_________________________________________________________________________________________________1.   

_________________________________________________________________________________________________2.   

_________________________________________________________________________________________________3.   

Please list allergies to any food, drugs or other known allergies: (ie, penicillin, antibiotics, sulfa drugs, aspirin, latex, etc)

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

List any medical problems currently being managed by another physician, please include physician’s name:

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

Revision 08/06   Page 1 of 4

HEALTH HISTORY QUESTIONNAIRE



Major injuries, including broken bones:

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

Hospitalizations / Surgeries: (please indicate year, reason and location)

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

Special Studies: (please indicate any x-rays, CAT scans, MRI’s, EKG’s you have had and when)

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

Childhood Illness:  ! Measles    ! Mumps    ! Rubella    ! Chickenpox    ! Rheumatic Fever    ! Polio

Immunizations / Dates:   ! Tetanus, _____________    ! Pneumonia, __________    ! Hepatitis, ___________

   ! Chickenpox, __________    ! Influenza, ____________

   ! MMR (Measles, Mumps, Rubella), __________

Do you use any of the following?

! Laxatives    ! Pain Relievers    ! Antacids    ! Cortisone    ! Hormones    !Sleeping Aids
! Tranquilizers    ! Thyroid medication    ! Antidepressants

List all prescription and over-the counter drugs you are taking on a routine (daily, weekly, monthly) basis:

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

List all vitamins and supplements you are taking on a routine (daily, weekly, monthly) basis:

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

FAMILY HEALTH HISTORY

Do you have a family history of any of the following? (please indicate relationship)

! ____________________ Cancer,   ! ______________________ Diabetes,  ! _______________ Stroke,  

! ________________________________ Heart Disease,  ! __________________________ High Blood Pressure,  

! ___________________Asthma,  ! _____________________ Hayfever,  ! ________________ Hives,  

! _______________ Osteoporosis,  ! ________________________________________________________ Other,  

HEALTH HABITS

What is your average energy level on a scale of 1-10, 10 being the optimal energy level you think you should have?  ___________

Number of hours you sleep nightly?  _____________ Hours of sleep you would like to get per night, ideally?  ________

Weight (lbs):  Current:  ________    One Year Ago:  ________    Ideal:  ________    Max (adult):  _________    Min:  _______

YES   NO  YES   NO 
! ! Do you exercise? ! ! Do you wake rested?
! ! Do you have a good support system? ! ! Do you wake during the night?
! ! Do you have a spiritual practice? ! ! Do you consume alcohol?
! ! Do you follow any particular diet? ! ! Have you been treated for alcoholism?
! ! Do you exclude any foods from your diet? ! ! Do you use recreational drugs?
! ! Do you consume caffeine daily? ! ! Have you been treated for drug abuse?
! ! Do you use tobacco?
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REVIEW OF SYSTEMS

Please check the boxes of symptoms that you are currently experiencing, or have experienced in the past 6 months:

CONSTITUTIONAL:

! Generally Don’t Feel Well ! Unexplained Weight Change ! Unexplained Fever
! Weakness/ Fatigue ! Night Sweats ! Chills
! Fluid Retention

ALLERGIC/ IMMUNOLOGIC:

! Hay Fever ! Hives   !   History of Vaccines Reactions
! Food Intolerances/ Allergies/ Reactions    ! Autoimmune Disease
(circle any)  Consistent Exposure to:   Chemicals/ Pollution/ Heavy Metals/ Toxins
(circle any)  Sensitivity to:    Sugar/ Caffeine/ Chemicals/ Perfume/ Medicines

NEUROLOGICAL:

! Serious Head Injury  !   Frequent Headaches !   Migraines
! Numbness/ Tingling ! Seizures/ Epilepsy  ! Ringing in Ears
! Tremors ! Paralysis/ Muscle Weakness ! Fainting/ Dizziness

ENDOCRINE:

! Excessive Thirst !   Excessive Hunger ! Low Blood Sugar
! Hyper/ Hypothyroid ! Hot or Cold Intolerance ! High Blood Sugar

HEMATOLOGIC/ LYMPH:

! Swollen Glands !   History of Blood Transfusions, Year ________________
! Blood Clotting Disorder ! Anemia

MENTAL HEALTH:

! Relationship/ Personal/ Employment Difficulties ! General Dissatisfaction with Life
! History of Abuse (Physical, Emotional or Sexual) ! History of Chemical Dependency (Drugs/Alcohol)
! Depression ! Nervous/Anxious  ! Irritable/Angry
! Memory Loss ! Difficulty Sleeping

EYES:

! Eye Pain ! Blurred/ Double Vision ! Tearing or Dryness
! Glaucoma !   Cataracts ! Corrective Lenses

EARS/ NOSE/ THROAT:

! Frequent Ear Infections/ Earaches ! Hearing Loss   ! Hearing Aids
! Ringing in Ears ! History of Antibiotic Use !   Frequent Colds
! Stuffy Nose/ Sinus Problems ! Post Nasal Drip  !   Nose Bleeds
! Canker Sores ! Cold Sores   ! Bleeding Gums
! Gingivitis ! Dentures   !   Change in Sense of Taste
! Persistent Hoarseness ! Difficulty Swallowing                              ! Goiter

CARDIOVASCULAR:

! Chest Pain ! Palpitations ! Heart Murmur
! Leg Pain on Walking ! Phlebitis   ! Ankle/Leg Swelling
! Rheumatic Fever ! Chest Tightness/ Pressure ! Varicose Veins
! High Blood Pressure ! Angina   ! Low Blood Pressure
! Enlarged Heart !   Heart Disease
Date of Last Chest X-Ray  ________________________ Date of Last EKG  _________________________

RESPIRATORY:

! Frequent Cough/ Colds ! Coughing Phlegm  ! Coughing Blood
! Wheezing ! Asthma   !   Difficultly/ Pain upon Breathing
! Pneumonia ! Emphysema   ! Pleurisy
! Shortness of Breath at Night !   Shortness of Breath Lying Down !   Shortness of Breath on Exertion
! Bronchitis
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GASTROINTESTINAL:

! Abdominal Pain ! Changes in Appetite/ Thirst !   Daily Passing Gas/ Belching
! Change in Bowel Habits ! Nausea/ Vomiting  ! Hemorrhoids
! Indigestion/ Heartburn ! Gas/ Bloating   ! Undigested Food in Stool

! Nervous Stomach ! Gall Bladder Disease  ! Ulcers
! Jaundice/ Hepatitis/ Liver Disease ! Vomiting Blood  ! Hernia
! Black or Bloody Stool ! Rectal Bleeding  ! Food Intolerance
! Diarrhea ! Constipation   # Bowel Movements/Day  _________
Date of Last Colonoscopy  ___________

SKIN:

! Rashes ! Multiple Skin Tags  ! Bleed or Bruise Easily
! Persistent Itch ! Eczema, Hives  ! Hair/ Nail Changes
! Psoriasis ! Hair Loss   ! Acne, Boils
! Changing Skin Lesion(s), Changing Skin Color

MUSCULOSKELETAL:

! Arthritis/Joint Pain ! Bursitis/ Tendonitis  ! Gout
! Neck Pain ! Muscle Cramps ! Back Pain
! Restless Legs Date of Last Osteoporosis Screen_____________

GENITOURINARY:

! Bladder Problems/ Infections !   Frequent Kidney Infection !   Increased Frequency of Urination
! Kidney Stones ! Wake at Night to Urinate ! Bedwetting
! Pain/ Difficulty with Urination ! Incontinence   ! Sexually Active
! Practice Safe Sex Methods ! Recent HIV Screen  ! Chronic Urinary Tract Infections
! History of Sexually Transmitted Disease  Date of Last STD Testing   _______________

Please circle sexual preference(s):  Heterosexual     Homosexual     Bisexual     Monogamous

MEN ONLY:

! Discharge from Penis ! Erectile Dysfunction  ! Libido/ Sexual Difficulties
! Testicular Masses/ Pain ! Prostate Trouble  !   Hernia

! Stream Weak or Slow ! Fertility Problems  ! Vasectomy

Date of Last Prostate Exam_________________ Do you do regular testicular self-exams?      Yes        No

WOMEN ONLY:

Age at Onset of Menstruation  ________________ Date of Last Menstrual Period  ___________________

Onset of Menopause  ___________________

! Regular Periods ! Vaginal Discharge Number of Pregnancies  _________

! Irregular Periods ! Breast Masses Number of Live Births  __________

! Painful Periods ! Breast Discharge Number of Miscarriages  _________

! Heavy Periods !   History of Breastfeeding Number of Terminations  _________

! Spotting  ! Libido Changes   !   Identified Fertility Problems

History of Abnormal PAP Date of Last PAP  ________________ ! Hormone Replacement Therapy

Type of Birth Control  ________________________  Do you do regular self-exams?      Yes        No

Date of Last Mammogram  _________________
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DR. STEPHENIE RILEY

Doctor of Naturopathic Medicine

Tahoe Center of Natural Medicine, 600 N. Lake Blvd., POB 5024, Tahoe City, CA 96145

Phone: 530.583.0002                    Fax : 530.583.0044

INFORMED CONSENT FOR NATUROPATHIC TREATMENT

I acknowledge that I am accepting treatment from a licensed Naturopathic Doctor (N.D) at the Tahoe Center of 
Natural Medicine. I understand that there are intrinsic differences between the care of Naturopathic Doctors 
(N.D.’s) and Medical Doctors (M.D.’s).

Stephenie Riley is licensed by both the States of Washington and California as a Naturopathic Doctor. In the State 
of California, Naturopathic Doctors are licensed to diagnose and treat disease and have limited prescriptive rights.

I hereby authorize the Naturopathic Doctors of Tahoe Center of Natural Medicine to perform the following 
specific procedures as necessary to facilitate my diagnosis and treatment:

Common diagnostic procedures: e.g. venipuncture, Pap smears, urine analysis.

Minor office procedures: e.g. ear lavage, skin scraping, skin cryotherapy.

Medicinal use of nutrition: e.g. therapeutic nutrition, nutritional supplementation, and intramuscular vitamin 
injections.

Botanical medicine: e.g. botanical substances may be prescribed as teas, alcoholic tinctures,  capsules, tablets, 
creams, plasters, or suppositories.

Homeopathic medicine: the use of highly dilute quantities of naturally occurring plants,  animals,  and minerals to 
gently stimulate the body’s healing responses.

Lifestyle counseling and hygiene: diet therapy, promotion of wellness including recommendations for exercise, 
sleep, stress reduction, and balancing of work and social activities.

Physical medicine: e.g. massage, hot and cold therapy, stretching, manipulation, electrical muscle stimulation, 
and therapeutic ultrasound.

I recognize the potential risks and benefits of these procedures as described below:

Potential risks include but are not limited to: allergic reactions and other side effects to prescribed herbs and 
supplements; aggravation of pre-existing symptoms; discomfort, pain, infection, burns, nausea, light headedness; 
inconvenience of lifestyle changes, injury from injections, venipuncture, or other procedures. Please notify Tahoe 
Center of Natural Medicine if you experience any symptoms which may be secondary to the above procedures.

Potential benefits include but are not limited to: restoration of health and the body’s maximal functional capacity 
without the use of drugs or surgery; relief of pain and symptoms of disease; assistance in injury and disease 
recovery; and prevention of disease or its progression.

Notice to pregnant women: All female patients must alert the doctor if they know or suspect that they are pregnant 
as some of the therapies used could present a risk to the pregnancy.

At this time, it is my decision to pursue Naturopathic treatment. I do understand that, as with any medical 
treatment,  there is no guarantee that this treatment will offer complete resolution to any or all of the conditions I 
may have. With this knowledge, I voluntarily consent to the above procedures, realizing that no guarantees have 
been given to me by the Tahoe Center of Natural Medicine, or any of its personnel, regarding cure or improvement 
of my condition. I understand that I am free to withdraw my consent and to discontinue participation in these 
procedures at any time.

I understand that a record will be kept of the health services provided to me. This record will be kept confidential 
and will not be released to others unless so directed by myself, or my representative, or unless it is required by law.

_________________________________________________ ____________

Patient/Guardian Signature       Date

_________________________________________________ ____________

Physician/Witness       Date
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