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New Client Questionnaire 
Please print and fill out this form and bring it with you to your appointment 

 
Name: _______________________________________________Today’s Date: ___________________ 
Address: ____________________________________________________________________________ 
Phone: ________________________ Email: _____________________________________________ 
Emergency Contact: __________________________ Best way to reach you: ___________________ 
Date of Birth: ___________________Age: ____Gender: ________ Height: _________ Weight: _______ 
 
What are your primary goals in working with an herbalist?  
(You may wish to come back to this and answer it last, giving you the opportunity for reflection while you fill out this form) 

1. _____________________________________________________________________________ 
2. _____________________________________________________________________________ 
3. _____________________________________________________________________________ 

What other health related issues do you have/ have you had in the past? 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
Please list any practitioners you are currently working with: 
____________________________________________________________________________________ 
 

Health History 
Please check anything that you have experienced in the past year. Any issues that you had previously, 
but no longer have, mark with a “P”  
__ abnormal pap __ frequent cold sores __ nausea __ sinus infections 

__ bruise easily __ frequent diarrhea __ night sweats __ shingles 

__ breast lumps/ fibroids __ frequent gas __ nose bleeds __ skin rashes 

__ chemical sensitivity __ gum problems __ numbness __ swollen glands 

__ chest pain __ hearing issues __ ovarian cysts/PCOS __ Tinnitus (ringing in ears) 

__ chronic fatigue __ heart palpitations __ painful intercourse __ ulcers 

__ depression __ heartburn/ GERD __ phobias __ urinary tract infections 

__ digestive issues __ hysterectomy/oophorectomy __ prostate pain __ uterine fibroids 

__ earaches __ incontinence __ poor concentration __ vaginal dryness 

__ eczema/ psoriasis __ low libido __ respiratory issues __ vasectomy 

__ endometriosis __ Lyme Disease __ STI __Epstein-Barr 

__fainting __ memory loss __ seizures __Hepatitis 
  

 
Medications currently or previously used (over the counter or prescription) : 

Medication Dosage/frequency/taking how 
long? 

For what reason are you taking 
this? 
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 Please feel free to attach a separate list or continue on the back if you are taking more medications 
than the space available permits you to list.  
 

Supplements/vitamins/herbs currently used: 

Supplement (include brand) Dosage/frequency/taking how 
long? 

For what reason are you taking 
this? 

   

   

   

   

   

   
 

Allergies  
Drug Allergies (Penicillin, etc.) ___________________________________________________________  
Allergies to foods, pollens, etc.: __________________________________________________________  
 

Hospitalizations/Surgeries 
Date   Hospital   Diagnosis  Operation  Doctor  
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
 

Accidents/Injuries-briefly describe 
More than 5 years ago _________________________________________________________________  
Less than 5 years ago __________________________________________________________________  
 

For people with periods: 
Menstrual Periods- If applicable, please complete this section to the best of your ability, even if you no 
longer menstruate. It provides valuable information for an accurate assessment.  
Age started ____ Regular? ____ Length of cycle ____ Flow lasts how many days? _____  
Blood flow is: Light ____Heavy ____ Clots?_____ Color of blood:_______  
Date of last menstrual period: _____ PMS? ______ Please describe symptoms: ___________________ 
____________________________________________________________________________________ 
Menstrual cramps? _____ Which days ____________ 
Vaginal discharge? _____ Color: _________Frequency:__________ Amount: ______  
 

Pregnancy / Birth control : 
Are you pregnant now? ________ Number of pregnancies _________ Number of Children __________ 
Terminations _______Miscarriages ________Birth control method(s) ___________________________  
 

Menopause:  
Last menstrual period _____________________  
Experiences and/or symptoms you are currently feeling/having? _______________________________ 
____________________________________________________________________________________ 
Experiences and / or symptoms you have had in the past during menopause______________________ 
____________________________________________________________________________________  
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Diet 

Please describe what you typically eat in a day. Give one example of a day when you have plenty of 
time to prepare and eat meals, and an example of a day when you are rushed, including beverages and 
snacks. 
 

Plenty of time to eat  Rushed 

Breakfast   

Lunch   

Dinner   

Snacks 
  

 

Family History 
Please include any of the following: alcoholism, high blood pressure, cancer, diabetes, heart disease, 
osteoporosis,  other addictions or illnesses.  
 

Relationship Alive/Deceased Present health or cause of death 
Father  ______________________________________________________________________________ 
Mother  ______________________________________________________________________________ 
Brothers  ______________________________________________________________________________ 
Sisters  ______________________________________________________________________________ 
Children/ages ______________________________________________________________________________ 
 

Personal Health Inventory* 
Your whole health picture involves many factors.  The following questions are intended to help you 
begin to see the “big picture” of your personal health in a proactive way. You are an expert on you! 
Taking a step back to identify what really matters to you in your life can help you develop health goals.   
 

1. What REALLY matters to you in your life? 
 
 

2. What brings you a sense of joy and happiness? 
 
 

3. On the scales from 1-5, with 1 being miserable and 5 being great, where do you feel you are on 
the scale from the following area: 
Physical Well-Being ______ Mental/Emotional Well-Being ______ Life (day-to-day)______ 
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WHERE YOU ARE AND WHERE YOU’D LIKE TO BE:  
For the section below, think about where you are now and where you would like to be. Each area is 
important. In the “Where you are” box, briefly write the reasons you chose your number. In the 
“where you want to be” box, write down some changes that might make this area better for you.  Try 
to fill out as many areas as you can. You do not have to write in every area or in all the areas at the 
same time. You might want to start with the easier ones and come back to the harder ones. It is OK just 
to circle numbers. 
 
Working the body: “energy and flexibility” Includes movement and physical activity like walking, 
dancing, gardening, sports, lifting weights, yoga, cycling, swimming, and working out. 
Where you are: Rate yourself on a scale of 1 (low) to 5 (high) 

1                   2                    3                   4                     5   
Where would you like to be? 

1                   2                    3                   4                     5   
What are the reasons you chose this number? 
 
 
 
 
 
 
 

What changes could you make to get there? 

 
Recharge: “Sleep and refresh” getting enough rest, relaxation, and sleep. 
Where you are: Rate yourself on a scale of 1 (low) to 5 (high) 

1                   2                    3                   4                     5   
Where would you like to be? 

1                   2                    3                   4                     5   
What are the reasons you chose this number? 
 
 
 
 
 
 
 

What changes could you make to get there? 

 
Food and Drink: “Nourish and Fuel” Eating healthy,  balanced meals with plenty of fruits and 
vegetables each day. Drinking enough water and limiting sweets and alcohol. 
Where you are: Rate yourself on a scale of 1 (low) to 5 (high) 

1                   2                    3                   4                     5   
Where would you like to be? 

1                   2                    3                   4                     5   
What are the reasons you chose this number? 
 
 
 
 
 
 
 

What changes could you make to get there? 
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Personal Development: “Personal life and Work life” Learning and growing. Developing abilities and 
talents. Balancing responsibilities where you live, volunteer, and work. 
Where you are: Rate yourself on a scale of 1 (low) to 5 (high) 

1                   2                    3                   4                     5   
Where would you like to be? 

1                   2                    3                   4                     5   
What are the reasons you chose this number? 
 
 
 
 
 
 
 

What changes could you make to get there? 

 
Family, Friends, and Co-Workers: “Relationships” Feeling listened to and connected to people you love 
and care about. The quality of your communication with family, friends, and people you work with. 
Where you are: Rate yourself on a scale of 1 (low) to 5 (high) 

1                   2                    3                   4                     5   
Where would you like to be? 

1                   2                    3                   4                     5   
What are the reasons you chose this number? 
 
 
 
 
 
 
 

What changes could you make to get there? 

 
Spirit and Soul: “Growing and Connecting” Having a sense of purpose and meaning in your life. Feeling 
connected to something larger than yourself. Finding strength in difficult times. 
Where you are: Rate yourself on a scale of 1 (low) to 5 (high) 

1                   2                    3                   4                     5   
Where would you like to be? 

1                   2                    3                   4                     5   
What are the reasons you chose this number? 
 
 
 
 
 
 
 

What changes could you make to get there? 

 
Surroundings: “Physical and Emotional” Feeling safe. Having comfortable, healthy spaces where you 
work and live. The quality of the lighting, color, air, and water. Decreasing unpleasant clutter, noises, 
and smells. 
Where you are: Rate yourself on a scale of 1 (low) to 5 (high) 

1                   2                    3                   4                     5   
Where would you like to be? 

1                   2                    3                   4                     5   
What are the reasons you chose this number? 
 
 
 
 
 
 
 

What changes could you make to get there? 
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Power of Mind: “Strengthen and Listen” Tapping into the power of your mind to heal and cope. Using 
mind-body techniques like relaxation, breathing, or guided imagery.  
Where you are: Rate yourself on a scale of 1 (low) to 5 (high) 

1                   2                    3                   4                     5   
Where would you like to be? 

1                   2                    3                   4                     5   
What are the reasons you chose this number? 
 
 
 
 
 
 
 

What changes could you make to get there? 

 

Reflections 
1. Now that you have thought about those areas, what is your vision of your best possible health? 

What would your life look like? What kind of activities would you be doing? 
 
 
 
 
 

2. Are there any areas you would like to work on? Where might you start? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
* Adapted from the VA’s Personal Health Inventory Tool, http://www.va.gov/patientcenteredcare/docs/va-opcc-personal-health-inventory-final-508.pdf 


