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Dr VAP Adult Medical Questionnaire, Page 3.
.


Dr. Vyacheslav Alec Pekler NMD
7025  Aldea Ave., Lake Balboa, CA 91406

Direct line: 818-635-1970 Fax: 818-698-7092 Email: DrAlecPekler@gmail.com

www.DrHakunaMatata.com

Thank you for your interest in becoming a patient with Dr. Alec Pekler . All new patients must complete the following forms and questionnaires. Dr.Pekler will review all of this information before meeting with you for the first time. Copies of your medical records, including lab work and diagnostic testing are required before scheduling an appointment (a review of past medical records is included in the fees for your initial consultation). Prior to your initial appointment, Dr. Pekler will review all your intake forms and medical records that you have provided.   The initial consultation lasts 1.5 - 2 hours and include the following: 

· Reviewing of past medical history

· Reviewing of the labwork and diagnosis

· Thorough Physical Exam

· 45 - 60 min of Craniosacral Therapy session

· Design of a comprehensive treatment plan

The goal of the visit is to gather necessary details about you and your medical condition so proper testing can be ordered to determine root causes of symptoms and necessary recommendations for care. 
· The cost for the services are listed on the website www.DrHakunaMatata.com
Dr. Pekler will then review the test results from the lab tests he ordered along with your intake forms

and the information gathered from your initial consultation. You will then be scheduled for a follow up consultation.   At this appointment Dr. Pekler will present his specific recommendations pertaining to your health.  Expect the report of findings to last about 45-60 minutes or longer,  depending on the complication of your case.    

· Supplements: Supplements are sold through an online vendor.  If patient wishes to use his or her own source, it is their right to do so
It is important to understand that successful management of any complicated case requires proper testing,

diagnosis, financial commitments and realistic patient expectations.

· The single most important criteria for effective case management is a comprehensive and detailed health history.
 Please answer the following questions with as much detail as possible, because it is vital to know everything about you and your case.  Please schedule enough time (about 3-6 hours) to be thorough in completing the questions and intake forms; the more details you provide, the better Dr. Pekler can assess your health. In some cases it may be easier to take the forms in small bites, just answering a few questions each day.  Don't be overwhelmed by the forms. Keep in mind these detailed forms are for your benefit, so Dr. Pekler can help you to his fullest. 
· Please fill these forms electronically and submit through the electronic health record portal by uploading them into the system.  
Thank you in advance for your time and effort in completing these forms. The information derived from these forms will provide Dr. Pekler invaluable data allowing for the appropriate course of care.
Adult Medical Questionnaire

Important Notice:

Some of our patients and staff are very sensitive to chemical odors.  Please do not wear any perfume, hair sprays, deodorants or other materials that have a scent when you come to the office.  Wear no make up and no nail polish.

Name

Address:

Home Phone: 


Work phone: 


Cell phone.

Birth Date:

Email:

Referred by: 

Occupation: 

Place of Birth:
Ethnic/National/Racial roots:
Eye Color: 
Hair Color at age 15:

Hair Color now:

Height: 
Weight:
Gender:
Right handed?

Left handed?

Mixed Dominance?
# of sisters   (# deceased? 
# of brothers   (# deceased)? 
Birth Order: 

	Insured’s Name (last, first, middle initial)
	Insured’s Policy/Group Number: 


	Insured’s DOB (mm/dd/yy):



	
	
	Sex: Male o Female



	In Insured’s Address: 


	City, State, Zip Code:
	Phone Number:

	
	
	

	Employer’s Name:
	Insurance Plan Name:
	Out of Pocket Maximum Deductible: 

	
	
	

	Total Annual Deductible:
	Out of Pocket Maximum:
	Current Funds Paid:



	
	
	


Note that I am interested in so-called minor symptoms as well as in major problems.  I know that in many doctor's offices there is some tendency not to mention too many symptoms for fear that the doctor will take you for a hypochondriac. The rules here are different.  I am interested in any message you are getting from your body, even though it may be considered irrelevant to "making a diagnosis" or it may seem to you to be of no consequence to your health. Some such symptoms are useful clues in the kind of medical detective work i do.  Please include as much information as you can on this form and the chronological history form (feel free to skip any questions you do not wish to answer) 

Thank you.

Insurance Information: 

Please rank problems by priority

	# =rank, P= past, L= lab, A= acute, S = a Strength
	

	(
	Symptom  
	DATE
	RANK
	PAST
	ACUTE
	STRENGTH

(0= Absent, 3= mild, 6= Moderate, 9=severe, 12= incapacitating.)
	COMMENTS

	
	Example Headache
	
	
	
	
	
	

	1
	
	
	
	
	
	
	

	2
	
	
	
	
	
	
	

	3
	
	
	
	
	
	
	

	4
	
	
	
	
	
	
	

	5
	
	
	
	
	
	
	

	6
	
	
	
	
	
	
	

	7
	
	
	
	
	
	
	

	A
	
	
	
	
	
	
	

	L
	
	
	
	
	
	
	

	L
	
	
	
	
	
	
	

	P
	
	
	
	
	
	
	

	S
	
	
	
	
	
	
	

	S
	
	
	
	
	
	
	


(you can add more rows by placing the cursor at the beginning of this line and: <table>,<insert>, <row above>
What diagnoses or explanations have been given to you?  

____________________________________________________________________________________

____________________________________________________________________________________

What other doctors, clinics or hospitals have you consulted, and when?  

____________________________________________________________________________________

____________________________________________________________________________________

Who referred you or how did you hear about us?

____________________________________________________________________________________

____________________________________________________________________________________

If the referring person is a health professional who should receive reports, please give his or her full address:

Telephone Number:
Personal Descriptive Information:

	With whom do you live? (Include children, parents, relatives, friends...please include ages )

{Example: Wendy, age 7, sister} 

________________________________________________________________________

____________________________________________________________________________



	What pets live with you - indoor or outdoors only? 

____________________________________________________________________________

	When and where have you lived or traveled outside of the United States? 

____________________________________________________________________________

____________________________________________________________________________



	Major life changes recent or soon for you or your family? 

____________________________________________________________________________

____________________________________________________________________________



	Please indicate invasive life experiences (traumatic medical, abusive, sexually inappropriate) or losses you have experienced and at what age(s) they occurred.

____________________________________________________________________________

____________________________________________________________________________



	How important is religion/spirituality in you and your family’s life? 

____________________________________________________________________________

___________________________________________________________________________

How much time have you lost from work or school in the past year?  ____________________

Previous jobs: ________________________________________________________________

____________________________________________________________________________




Where did you go to High School?  ____________________________  Leaning problems?  ________________

College?  _______________________


Major ______________________
Year   ______

Graduate School?  _____________________

Field ______________________
Year   ______

Professional School?  _____________________
Field ______________________
Year   ______

Past Medical and Surgical History: 
	ILLNESSES
	WHEN
	COMMENTS

	Chicken Pox
	
	

	Mononucleosis
	
	

	Measles
	
	

	German Measles
	
	

	Mumps
	
	

	Hepatitis
	
	

	INJURIES
	WHEN
	COMMENTS

	Head Injury
	
	

	Neck Injury
	
	

	Back Injury
	
	

	Broken …
	
	

	Broken …
	
	

	DIAGNOSTIC STUDIES
	WHEN
	COMMENTS

	Chest X-ray
	
	

	Mammogram
	
	

	EKG
	
	

	Sigmoidoscopy
	
	

	Colonoscopy
	
	

	Barium Enema
	
	

	CAT scan of brain
	
	

	CAT scan of abdomen
	
	

	CAT scan of spine
	
	

	Liver scan
	
	

	Bone scan
	
	

	Please send copies of all the lab data (blood, urine, etc)  you can get your hands on…
	
	

	
	
	

	OPERATIONS
	WHEN
	COMMENTS

	Tonsillectomy
	
	

	P.E. Tubes in Ears
	
	

	Appendectomy
	
	

	Gall Bladder
	
	

	Hernia
	
	

	Hysterectomy
	
	


Medications:

How many times have you taken:




Infancy

Childhood
Teens

Adulthood

Antibiotics:
       
______
  
   ______
______

  ______

Steroids:
       
______
  
   ______
______

  ______

Dental fillings:

Do you have Silver Amalgam (mercury amalgam) fillings in any teeth?

_____ Yes
______ No
_____ Not sure

_____ Yes, but they were all replaced

How many teeth have dental fillings, root canals or implants?

_____

What medications, supplements, therapies are you taking now or taken in the past?

	Treatment
	Daily
	Start
	Until
	Comment

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Eating and Drinking:

	Question
	Yes
	Comment

	When your mother was pregnant with you did she:
	
	

	          Smoke tobacco?
	
	

	          Drink alcohol?
	
	

	          Take estrogen?
	
	

	Were you a full term baby?
	
	

	          A preemie?
	
	

	          Breast fed?
	
	

	          Bottle fed?
	
	

	Did you live in an area with soft water?
	
	

	          Hard water?
	
	

	As a child did you eat a lot of sugar?
	
	

	          Candy?
	
	

	          Sweet foods?
	
	

	          Soda?
	
	

	          Diet soda?
	
	

	          White bread?
	
	

	          Cookies?
	
	

	          Ice cream?
	
	

	          Meat, vegetable, & potato/rice pasta diet?
	
	

	          Vegetable & grain based diet with little meat?
	
	

	          Vegetarian diet with milk and eggs?
	
	

	          Vegetarian diet without milk and eggs?
	
	

	          Drink milk more than once a day?
	
	


As a child was there any food that you had to avoid because it gave you symptoms - such as milk/gas or diarrhea? (please name the food and symptom.

____________________________________________________________________________________

What about now? ______________________________________________________________________

Is there anything special about your diet that I should know about?

____________________________________________________________________________________

Has there ever been a food that you craved or really "pigged out" on over a period of time?  (Please indicate what and when). *Food craving is an indicator that you may be allergic to that food.

____________________________________________________________________________________

Alcohol:

Never used _____
Social _____
   Alcohol problem from _______   to _______

Was your mother an alcoholic? _______    Father? _______
Other family members? _______

Tobacco:

Never used _____
Smoked from age _____ to _____,  _____ packs/day

Cigars _____
 Pipe _____
Snuff _____
Chewing tobacco _____

When used?  ______________________________________________

Present or Recent Diet: Place a check mark next to the food/drink that applies to your diet.
	Usual Breakfast
	(
	Usual Lunch
	(
	Usual Dinner
	(

	None
	
	None
	
	None
	

	Eggs
	
	Meat sandwich
	
	Red meat
	

	Bacon/Sausage
	
	Fish sandwich
	
	Poultry
	

	Milk 
	
	Lettuce
	
	Fish
	

	Coffee
	
	Tomato
	
	Green vegetables
	

	Tea
	
	Mayo
	
	Beans (legumes)
	

	Toast
	
	Leftovers
	
	Carrots
	

	Bagel
	
	Yogurt
	
	Yellow vegetables
	

	Donut
	
	Soup
	
	Salad
	

	Sweet roll
	
	Salad
	
	Salad dressing
	

	Juice
	
	Salad dressing
	
	Potato
	

	Fruit
	
	Coffee
	
	Pasta
	

	Cereal
	
	Tea
	
	Rice
	

	Oat bran
	
	Milk
	
	Brown rice
	

	Wheat bran
	
	Soda
	
	Butter
	

	Yogurt
	
	Juice
	
	Margarine
	

	Sugar
	
	Sugar
	
	Coffee
	

	Sweetener
	
	Sweetener
	
	Tea
	

	Butter
	
	Butter
	
	Sugar
	

	Margarine
	
	Margarine
	
	Sweetener
	

	Other: (List below)
	
	Eat in work cafeteria
	
	Soda
	

	
	
	Eat in restaurant
	
	Juice
	

	
	
	Other: (List below)
	
	Milk
	

	
	
	
	
	Other: (List below)
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Snacks:
What snacks do you eat or drink between:

Breakfast and lunch? ____________________________________________________________


Lunch and dinner?  ______________________________________________________________


After dinner?  __________________________________________________________________

How much of the following do you consume each day?

	
	Daily           or         Weekly

	Slices of white bread (rolls/bagels)
	
	

	Cups of caffeine containing coffee
	
	

	Cup of caffeine containing tea
	
	

	Cups of hot chocolate
	
	

	Cups of decaffeinated coffee or tea
	
	

	Diet sodas
	
	

	Sodas with caffeine
	
	

	Sodas without caffeine
	
	

	Candy
	
	

	Chocolate
	
	

	Cheese
	
	

	Sardines
	
	

	Carrots
	
	

	Salty foods
	
	

	Ice cream
	
	


Past and Present Symptoms
Please x the best description of your symptoms (mild, moderate or severe) and indicate the time frame (occasional, frequent or always): Please use x’s to mark this part of the questionnaire.
	Onset?
	General
	Past only
	MILD
	MOD
	SEV
	OCC
	FREQ
	ALWAYS
	1

	
	Cold all over
	
	
	
	
	
	
	
	2

	
	Cold hands & feet 
	
	
	
	
	
	
	
	3

	
	Cold intolerance 
	
	
	
	
	
	
	
	4

	
	Chills 
	
	
	
	
	
	
	
	5

	
	Flushing 
	
	
	
	
	
	
	
	6

	
	Heat intolerance 
	
	
	
	
	
	
	
	7

	
	Fever
	
	
	
	
	
	
	
	8

	
	Fatigue 
	
	
	
	
	
	
	
	9

	
	Malaise 
	
	
	
	
	
	
	
	10

	
	Difficulty falling asleep
	
	
	
	
	
	
	
	11

	
	Night waking 
	
	
	
	
	
	
	
	12

	
	Nightmares 
	
	
	
	
	
	
	
	13

	
	No dream recall
	
	
	
	
	
	
	
	14

	
	Early waking 
	
	
	
	
	
	
	
	15

	
	Daytime sleepiness 
	
	
	
	
	
	
	
	16

	
	Headache 
	
	
	
	
	
	
	
	17

	
	Migraine 
	
	
	
	
	
	
	
	18

	
	Distorted Vision 
	
	
	
	
	
	
	
	19

	
	Distorted Hearing
	
	
	
	
	
	
	
	20

	
	Distorted Taste 
	
	
	
	
	
	
	
	21

	
	Distorted sense of smell 
	
	
	
	
	
	
	
	22

	
	Distorted feeling of self 
	
	
	
	
	
	
	
	23

	
	Visual Hallucinations 
	
	
	
	
	
	
	
	24

	
	Auditory Hallucinations 
	
	
	
	
	
	
	
	25

	
	Conjunctivitis 
	
	
	
	
	
	
	
	26

	
	Eye pain 
	
	
	
	
	
	
	
	27

	
	Eye crusting 
	
	
	
	
	
	
	
	28

	
	Lid margin redness 
	
	
	
	
	
	
	
	29

	
	Ear fullness
	
	
	
	
	
	
	
	30

	
	Ear pain 
	
	
	
	
	
	
	
	31

	
	Ear ringing 
	
	
	
	
	
	
	
	32

	
	Ear noises 
	
	
	
	
	
	
	
	33

	
	Hearing loss 
	
	
	
	
	
	
	
	34

	
	Sensitive to loud noises 
	
	
	
	
	
	
	
	35

	
	Calf cramps 
	
	
	
	
	
	
	
	36

	
	Foot cramps 
	
	
	
	
	
	
	
	37

	
	TMJ problems 
	
	
	
	
	
	
	
	38

	
	Muscle twitches: Around eyes 
	
	
	
	
	
	
	
	39

	
	Muscle twitches Arms or Legs 
	
	
	
	
	
	
	
	40

	
	Muscle spasms 
	
	
	
	
	
	
	
	41

	
	Chest tightness
	
	
	
	
	
	
	
	42

	
	Tendonitis 
	
	
	
	
	
	
	
	43

	
	Tension headache 
	
	
	
	
	
	
	
	44

	
	Muscle weakness 
	
	
	
	
	
	
	
	45

	
	Neck muscle spasm 
	
	
	
	
	
	
	
	46

	
	Back muscle spasm 
	
	
	
	
	
	
	
	47

	
	Muscle pain
	
	
	
	
	
	
	
	48

	
	Muscle stiffness 
	
	
	
	
	
	
	
	49

	
	Joint deformity 
	
	
	
	
	
	
	
	50

	
	Joint pain 
	
	
	
	
	
	
	
	51

	
	Joint stiffness 
	
	
	
	
	
	
	
	52

	
	Joint redness 
	
	
	
	
	
	
	
	53

	
	Anxiety
	
	
	
	
	
	
	
	54

	
	Irritability 
	
	
	
	
	
	
	
	55

	
	Depression 
	
	
	
	
	
	
	
	56

	
	Panic attacks 
	
	
	
	
	
	
	
	57

	
	Agoraphobia 
	
	
	
	
	
	
	
	58

	
	Phobias 
	
	
	
	
	
	
	
	59

	
	Fearfulness 
	
	
	
	
	
	
	
	60

	
	Paranoia
	
	
	
	
	
	
	
	61

	
	Suicidal thoughts 
	
	
	
	
	
	
	
	62

	
	Light headedness 
	
	
	
	
	
	
	
	63

	
	Dizzy (spins) 
	
	
	
	
	
	
	
	64

	
	Fainting 
	
	
	
	
	
	
	
	65

	
	Seizures 
	
	
	
	
	
	
	
	66

	
	Difficulty: Concentrating 
	
	
	
	
	
	
	
	67

	
	Difficulty With balance 
	
	
	
	
	
	
	
	68

	
	Difficulty With thinking 
	
	
	
	
	
	
	
	69

	
	Difficulty With judgment 
	
	
	
	
	
	
	
	70

	
	Difficulty With speech 
	
	
	
	
	
	
	
	71

	
	Difficulty With memory 
	
	
	
	
	
	
	
	72

	
	Numbness 
	
	
	
	
	
	
	
	73

	
	Tingling
	
	
	
	
	
	
	
	74

	
	Electrical zaps
	
	
	
	
	
	
	
	75

	
	Can't loose weight 
	
	
	
	
	
	
	
	76

	
	Can't gain weight 
	
	
	
	
	
	
	
	77

	
	Poor appetite 
	
	
	
	
	
	
	
	78

	
	Carbohydrate Craving 
	
	
	
	
	
	
	
	79

	
	Carbohydrate Intolerance
	
	
	
	
	
	
	
	80

	
	Binging 
	
	
	
	
	
	
	
	81

	
	Bulimia 
	
	
	
	
	
	
	
	82

	
	Salt craving 
	
	
	
	
	
	
	
	83

	
	Alcohol craving 
	
	
	
	
	
	
	
	84

	
	Bread craving 
	
	
	
	
	
	
	
	85

	
	Chocolate craving 
	
	
	
	
	
	
	
	86

	
	Diet soda craving 
	
	
	
	
	
	
	
	87

	
	Need coffee
	
	
	
	
	
	
	
	88

	
	Need tea 
	
	
	
	
	
	
	
	89

	
	Smoke tobacco 
	
	
	
	
	
	
	
	90

	
	Used cocaine 
	
	
	
	
	
	
	
	91

	
	Used marijuana 
	
	
	
	
	
	
	
	92

	
	Used other "drugs" 
	
	
	
	
	
	
	
	93

	
	Dentures w/poor chewing
	
	
	
	
	
	
	
	94

	
	Bad teeth 
	
	
	
	
	
	
	
	95

	
	Gums bleed 
	
	
	
	
	
	
	
	96

	
	Periodontal disease 
	
	
	
	
	
	
	
	97

	
	Dry mouth 
	
	
	
	
	
	
	
	98

	
	Geographic tongue*
	
	
	
	
	
	
	
	99

	
	Sore tongue 
	
	
	
	
	
	
	
	100

	
	Canker sores
	
	
	
	
	
	
	
	101

	
	Cold sores 
	
	
	
	
	
	
	
	102

	
	Cracking at corner of lips 
	
	
	
	
	
	
	
	103

	
	Lactose intolerance
	
	
	
	
	
	
	
	104

	
	Milk intolerance 
	
	
	
	
	
	
	
	105

	
	Gluten (wheat) intolerance
	
	
	
	
	
	
	
	106

	
	Fatty foods intolerance
	
	
	
	
	
	
	
	107

	
	Corn intolerance
	
	
	
	
	
	
	
	108

	
	Yeast intolerance
	
	
	
	
	
	
	
	109

	
	Egg intolerance
	
	
	
	
	
	
	
	110

	
	Foods "repeat" 
	
	
	
	
	
	
	
	111

	
	Heartburn 
	
	
	
	
	
	
	
	112

	
	Nausea 
	
	
	
	
	
	
	
	113

	
	Vomiting 
	
	
	
	
	
	
	
	114

	
	Upper abdomen pain 
	
	
	
	
	
	
	
	115

	
	Lower abdomen pain 
	
	
	
	
	
	
	
	116

	
	Bloating of:Lower abdomen
	
	
	
	
	
	
	
	117

	
	Bloating of Whole abdomen 
	
	
	
	
	
	
	
	118

	
	Burping 
	
	
	
	
	
	
	
	119

	
	Farting 
	
	
	
	
	
	
	
	120

	
	Diarrhea 
	
	
	
	
	
	
	
	121

	
	Undigested food in stools 
	
	
	
	
	
	
	
	122

	
	Mucous in stools 
	
	
	
	
	
	
	
	123

	
	Blood in stools 
	
	
	
	
	
	
	
	124

	
	Hemorrhoids 
	
	
	
	
	
	
	
	125

	
	Anal spasms
	
	
	
	
	
	
	
	126

	
	Fissures 
	
	
	
	
	
	
	
	127

	
	Strong stool odor 
	
	
	
	
	
	
	
	128

	
	Constipation 
	
	
	
	
	
	
	
	129

	
	Difficulty swallowing 
	
	
	
	
	
	
	
	130

	
	Psoriasis 
	
	
	
	
	
	
	
	131

	
	Eczema 
	
	
	
	
	
	
	
	132

	
	Hives 
	
	
	
	
	
	
	
	133

	
	Rash 
	
	
	
	
	
	
	
	134

	
	Athletes foot
	
	
	
	
	
	
	
	135

	
	Jock itch 
	
	
	
	
	
	
	
	136

	
	Bumps upper arms 
	
	
	
	
	
	
	
	137

	
	Acne on back 
	
	
	
	
	
	
	
	138

	
	Acne on chest 
	
	
	
	
	
	
	
	139

	
	Acne on face 
	
	
	
	
	
	
	
	140

	
	Acne on shoulders 
	
	
	
	
	
	
	
	141

	
	Cellulite 
	
	
	
	
	
	
	
	142

	
	Easy bruising 
	
	
	
	
	
	
	
	143

	
	Dark circles under eyes
	
	
	
	
	
	
	
	144

	
	Lackluster skin
	
	
	
	
	
	
	
	145

	
	Patchy dullness
	
	
	
	
	
	
	
	146

	
	Thick calluses
	
	
	
	
	
	
	
	147

	
	Oily skin 
	
	
	
	
	
	
	
	148

	
	Red face 
	
	
	
	
	
	
	
	149

	
	Pale skin 
	
	
	
	
	
	
	
	150

	
	Ears get red 
	
	
	
	
	
	
	
	151

	
	Strong body odor 
	
	
	
	
	
	
	
	152

	
	Bugs love to bite you and
	
	
	
	
	
	
	
	153

	
	Sensitive to bites 
	
	
	
	
	
	
	
	154

	
	Poison Ivy too?
	
	
	
	
	
	
	
	155

	
	Herpes - genital 
	
	
	
	
	
	
	
	156

	
	Shingles 
	
	
	
	
	
	
	
	157

	
	Skin cancer 
	
	
	
	
	
	
	
	158

	
	Vitiligo 
	
	
	
	
	
	
	
	159

	
	ITCHING OF:
	
	
	
	
	
	
	
	160

	
	Itching of Scalp 
	
	
	
	
	
	
	
	161

	
	Itching of Ear canals 
	
	
	
	
	
	
	
	162

	
	Itching of Eyes 
	
	
	
	
	
	
	
	163

	
	Itching of Nose 
	
	
	
	
	
	
	
	164

	
	Itching of Roof of mouth 
	
	
	
	
	
	
	
	165

	
	Itching of Throat 
	
	
	
	
	
	
	
	166

	
	Itching of Nipples 
	
	
	
	
	
	
	
	167

	
	Itching of Arms 
	
	
	
	
	
	
	
	168

	
	Itching of Hands 
	
	
	
	
	
	
	
	169

	
	Itching of Legs
	
	
	
	
	
	
	
	170

	
	Itching of Feet 
	
	
	
	
	
	
	
	171

	
	Itching of Penis 
	
	
	
	
	
	
	
	172

	
	Itching of Anus 
	
	
	
	
	
	
	
	173

	
	Itching of Skin in general 
	
	
	
	
	
	
	
	174

	
	Hair dry.
	
	
	
	
	
	
	
	175

	
	Hair unmanageable? 
	
	
	
	
	
	
	
	176

	
	Scalp Itchy
	
	
	
	
	
	
	
	177

	
	Dandruff? 
	
	
	
	
	
	
	
	178

	
	Hands Dry
	
	
	
	
	
	
	
	179

	
	Hands cracking? 
	
	
	
	
	
	
	
	180

	
	Hands peeling? 
	
	
	
	
	
	
	
	181

	
	Feet dry
	
	
	
	
	
	
	
	182

	
	Feet cracking? 
	
	
	
	
	
	
	
	183

	
	Feet peeling? 
	
	
	
	
	
	
	
	184

	
	Skin in general dry
	
	
	
	
	
	
	
	185

	
	Eyes dry
	
	
	
	
	
	
	
	186

	
	Mouth/throat dry
	
	
	
	
	
	
	
	187

	
	Enlarged/neck 
	
	
	
	
	
	
	
	188

	
	Tender/neck 
	
	
	
	
	
	
	
	189

	
	Other enlarged/tender 
	
	
	
	
	
	
	
	190

	
	Nails Bitten 
	
	
	
	
	
	
	
	191

	
	Nails Frayed 
	
	
	
	
	
	
	
	192

	
	Nails Soft
	
	
	
	
	
	
	
	193

	
	Nails Brittle 
	
	
	
	
	
	
	
	194

	
	Nails White spots/lines 
	
	
	
	
	
	
	
	195

	
	Thickening of: Finger nails
	
	
	
	
	
	
	
	196

	
	Thickening of Toenails
	
	
	
	
	
	
	
	197

	
	Fungus - fingers 
	
	
	
	
	
	
	
	198

	
	Fungus - toes 
	
	
	
	
	
	
	
	199

	
	Nails Curve up
	
	
	
	
	
	
	
	200

	
	Nails Ridges 
	
	
	
	
	
	
	
	201

	
	Nails Pitting
	
	
	
	
	
	
	
	202

	
	Ragged cuticles 
	
	
	
	
	
	
	
	203

	
	 Loss of sense of
	
	
	
	
	
	
	
	204

	
	Loss of sense of Smell 
	
	
	
	
	
	
	
	205

	
	Loss of sense of Taste 
	
	
	
	
	
	
	
	206

	
	Acute sense/smell 
	
	
	
	
	
	
	
	207

	
	Nasal stuffiness 
	
	
	
	
	
	
	
	208

	
	Sinus fullness 
	
	
	
	
	
	
	
	209

	
	Sinus infection 
	
	
	
	
	
	
	
	210

	
	Post nasal drip 
	
	
	
	
	
	
	
	211

	
	Bad odor in nose 
	
	
	
	
	
	
	
	212

	
	Bad breath 
	
	
	
	
	
	
	
	213

	
	Nose bleeds 
	
	
	
	
	
	
	
	214

	
	Hay fever 
	
	
	
	
	
	
	
	215

	
	 Spring 
	
	
	
	
	
	
	
	216

	
	 Summer 
	
	
	
	
	
	
	
	217

	
	 Fall 
	
	
	
	
	
	
	
	218

	
	Change of season 
	
	
	
	
	
	
	
	219

	
	Winter stuffiness 
	
	
	
	
	
	
	
	220

	
	Sore throat 
	
	
	
	
	
	
	
	221

	
	Hoarseness 
	
	
	
	
	
	
	
	222

	
	Cough - dry
	
	
	
	
	
	
	
	223

	
	Cough - productive 
	
	
	
	
	
	
	
	224

	
	Wheezing 
	
	
	
	
	
	
	
	225

	
	High blood pressure 
	
	
	
	
	
	
	
	226

	
	Palpitations 
	
	
	
	
	
	
	
	227

	
	Heart pounding
	
	
	
	
	
	
	
	228

	
	Rapid pulse 
	
	
	
	
	
	
	
	229

	
	Irregular pulse 
	
	
	
	
	
	
	
	230

	
	Angina 
	
	
	
	
	
	
	
	231

	
	Heart attack 
	
	
	
	
	
	
	
	232

	
	Mitral valve prolapse 
	
	
	
	
	
	
	
	233

	
	Heart murmur 
	
	
	
	
	
	
	
	234

	
	Varicose veins
	
	
	
	
	
	
	
	235

	
	Phlebitis 
	
	
	
	
	
	
	
	236

	
	Spidery veins/leg 
	
	
	
	
	
	
	
	237

	
	Urinary Urgency 
	
	
	
	
	
	
	
	238

	
	Urinary Leaking 
	
	
	
	
	
	
	
	239

	
	Urinary Pain
	
	
	
	
	
	
	
	240

	
	Urinary Hesitancy 
	
	
	
	
	
	
	
	241

	
	Bed wetting
	
	
	
	
	
	
	
	242

	
	Kidney stone 
	
	
	
	
	
	
	
	243

	
	Urinary tract Infection 
	
	
	
	
	
	
	
	244

	
	Urinary Bleeding 
	
	
	
	
	
	
	
	245

	
	Prostate infection
	
	
	
	
	
	
	
	246

	
	Prostate enlargement 
	
	
	
	
	
	
	
	247

	
	Infertility 
	
	
	
	
	
	
	
	248

	
	Impotence 
	
	
	
	
	
	
	
	249

	
	Ejaculation problem
	
	
	
	
	
	
	
	250

	
	Male Genital pain 
	
	
	
	
	
	
	
	251

	
	Male Genital Infection 
	
	
	
	
	
	
	
	252

	
	Male Poor libido 
	
	
	
	
	
	
	
	253

	
	Vaginal discharge
	
	
	
	
	
	
	
	254

	
	Vaginal odor
	
	
	
	
	
	
	
	255

	
	Vaginal itch
	
	
	
	
	
	
	
	256

	
	Vaginal pain
	
	
	
	
	
	
	
	257

	
	Female Poor libido
	
	
	
	
	
	
	
	258

	
	Breast lumps 
	
	
	
	
	
	
	
	259

	
	Breast cysts
	
	
	
	
	
	
	
	260

	
	Breast tenderness 
	
	
	
	
	
	
	
	261

	
	Premenstrual: (PM)
Bloating-face
	
	
	
	
	
	
	
	262

	
	PM Bloating-abdomen 
	
	
	
	
	
	
	
	263

	
	PM Puffy hands
	
	
	
	
	
	
	
	264

	
	PM Puffy feet 
	
	
	
	
	
	
	
	265

	
	PM Breast tenderness 
	
	
	
	
	
	
	
	266

	
	PM Irritability
	
	
	
	
	
	
	
	267

	
	PM Constipation 
	
	
	
	
	
	
	
	268

	
	PM Decreased sleep
	
	
	
	
	
	
	
	269

	
	PM Chocolate craving 
	
	
	
	
	
	
	
	270

	
	PM Carbohydrate craving
	
	
	
	
	
	
	
	271

	
	PM Food craving
	
	
	
	
	
	
	
	272

	
	PM Diarrhea 
	
	
	
	
	
	
	
	273

	
	PM Increased sleep 
	
	
	
	
	
	
	
	274

	
	PM Fatigue 
	
	
	
	
	
	
	
	275

	
	Menstrual Cramps 
	
	
	
	
	
	
	
	276

	
	Heavy periods 
	
	
	
	
	
	
	
	277

	
	Irregular periods 
	
	
	
	
	
	
	
	278

	
	Scanty periods 
	
	
	
	
	
	
	
	279

	
	No periods 
	
	
	
	
	
	
	
	280

	
	Spotting between 
	
	
	
	
	
	
	
	281

	
	Endometriosis 
	
	
	
	
	
	
	
	282

	
	Ovarian cyst 
	
	
	
	
	
	
	
	283

	
	Fibroids 
	
	
	
	
	
	
	
	284

	
	Infertility
	
	
	
	
	
	
	
	285


Pregnancies:
None _____
Miscarriages # _____
 Abortions # _____
Preemies # _____





Term birth # _____  
Birth weight of largest baby _____
Smallest baby _____



Toxemia? _____
Nausea/vomiting? ___mild  ___ moderate  ___severe



(high blood pressure)

Other problems?  _____________________________________________________________________

____________________________________________________________________________________

Age at first period _____
Date of last pap smear __________



Did you ever use birth control pills?   No _____    Yes _____ , if yes, when _________

Did taking the pill agree with you?      No _____    Yes _____

Are you taking the pill now?
        No _____     Yes _____


Contraception use now? ________

If you are past menopause do you take:

Estrogen?    
___ Ogen     ___Estrace     ____Premarin


Progesterone?
___  Provera

Environmental History: Do you have or use any of the following at/near home or work?

	Exposure:
	Home
	Work
	Exposure
	Home
	Work

	Spring water
	
	
	Foam rubber pillows
	
	

	Well water
	
	
	Feather/down 

         Comforter
	
	

	Water purifier
	
	
	         Coat/jacket
	
	

	Damp cellar
	
	
	         Stuffed upholstery
	
	

	Wooded area
	
	
	         Animals
	
	

	Swamp
	
	
	Polyester blend in:

         Sheets
	
	

	Power lines
	
	
	         Pillow case
	
	

	Microwave transmitter
	
	
	         Pajamas
	
	

	Smoke stacks
	
	
	         Shirts
	
	

	Dump
	
	
	         Skirts
	
	

	Gas stove
	
	
	         Pants
	
	

	Gas furnace
	
	
	Exterminator
	
	

	Gas hot water heater
	
	
	Moth balls
	
	

	Gas dryer
	
	
	Mold on: 

         Shower curtain
	
	

	Wood stove
	
	
	          Basement walls
	
	

	Coal stove
	
	
	          First story walls
	
	

	Kero space heater
	
	
	           Second story walls
	
	

	Forced hot air heat
	
	
	Garage under living space
	
	

	Electric blankets
	
	
	Urea formaldehyde insulation
	
	

	Feather pillows
	
	
	Other:
	
	


Environmental Carpet: Do you have .. .(check appropriate selections)


	BEDROOM
	(

	LIVING ROOM
	(

	FAMILY ROOM
	(


	None
	x
	None
	
	None
	

	Area Rugs
	
	Area Rugs
	
	Area Rugs
	

	Wall to Wall
	
	Wall to Wall
	
	Wall to Wall
	

	Wool
	
	Wool
	
	Wool
	

	Synthetic Pad
	
	Synthetic Pad
	
	Synthetic Pad
	

	Glued Down
	
	Glued Down
	
	Glued Down
	

	How Old Is Carpeting
	
	How Old Is Carpeting
	
	How Old Is Carpeting
	

	
	
	On slab
	
	On slab
	

	
	
	Ever damp
	
	Ever damp
	

	
	
	Moldy
	
	Moldy
	


	
	Are you bothered by:
	(

	
	Gasoline fumes
	

	
	Diesel exhaust
	

	
	Soaps
	

	
	Detergents
	

	
	Chlorinated water
	

	
	Moth balls
	

	
	Asphalt/tar
	

	
	Hair spray
	

	
	Cosmetics
	

	
	Perfume
	

	
	Dust
	

	
	Fabric stores
	

	
	New car smell
	

	
	Air conditioners
	

	
	Newsprint
	

	
	Tobacco smoke
	

	
	Cats
	

	
	Dogs
	

	
	Mold
	

	
	Tree pollen
	

	
	Grass pollen
	

	
	Ragweed pollen
	


	How well have things been going for you?
	Very Well
	Fair
	Poor
	Very Poor
	Does not apply

	In your job
	
	
	
	
	

	At school
	
	
	
	
	

	In your social life
	
	
	
	
	

	With close friends
	
	
	
	
	

	With your spouse
	
	
	
	
	

	With your boyfriend/girlfriend
	
	
	
	
	

	With your parents
	
	
	
	
	

	With your children
	
	
	
	
	

	With sex
	
	
	
	
	


Have you ever had psychotherapy or counseling?

Never _____      Now _____
From _________   Until __________  What kind? ________________

Comments: _________________________________________________________________________

When were you married? 
_____

Never _____
  Spouse's occupation _____________

When were you separated 
_____

Never _____

When were you divorced 
_____

Never _____

When were you remarried
_____

Never _____ 
   Spouses occupation _____________

Comments: _________________________________________________________________________

Hobbies and Leisure Activities: 
___________________________________________

__________________________________________





___________________________________________

Family History:

	Mother:
	Father:
	Mother's Mother:
	Mother's Father:
	Father's Mother:
	Father's Father:
	Sibling:
	Sibling:

	Spouse:
	Significant Other:
	Child:
	Child:
	Mother's Brothers:
	Mother's Sisters:
	Father's Brothers:
	Father's Sisters:


Any other family history I should know about? _______________________________________________

____________________________________________________________________________________

Name___________________ Please record: date & place of birth, changes in diet, symptoms, problems, diseases, infections, antibiotics, operations, traumas, diagnostic tests, treatments,,and any other major life events including jobs, moves, marriages, divorces, births, deaths, losses, gains, defeats, and triumphs. 
	_____

 year born
	Jan
	Feb
	Mar
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec

	
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 1
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 2
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 3
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 4
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 5
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 6
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 7
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 8
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 9
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 10
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 11
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 12
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 13
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 14
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 15
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 16
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 17
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 18
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 19
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 20
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 21
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 22
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 23
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 24
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 25
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 26
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 27
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 28
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 29
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 30
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 31
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 32
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 33
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 34
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 35
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 36
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 37
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 38
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 39
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 40
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 41
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 42
	
	
	
	
	
	
	
	
	
	
	
	


	
	Jan
	Feb
	Mar
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec

	_____/Age 43
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 44
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 45
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 46
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 47
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 48
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 49
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 50
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 51
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 52
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 53
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 54
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 55
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 56
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 57
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 58
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 59
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 60
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 61
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 62
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 63
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 64
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 65
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 66
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 67
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 68
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 69
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 70
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 71
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 72
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 73
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 74
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 75
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 76
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 77
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 78
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 79
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 80
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 81
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 82
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 83
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 84
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 85
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 86
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 87
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 88
	
	
	
	
	
	
	
	
	
	
	
	


	
	Jan
	Feb
	Mar
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec

	_____/Age 89
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 90
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 91
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 92
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 93
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 94
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 95
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 96
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 97
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 98
	
	
	
	
	
	
	
	
	
	
	
	

	_____/Age 99
	
	
	
	
	
	
	
	
	
	
	
	


It is VERY important for you to carefully and thoroughly complete all of these forms and questionnaires.  Prior to scheduling an appointment, you MUST obtain Medical Records from all your physicians regarding your health condition. The cost for reviewing this information is included in the initial consultation fee.  
 Once Dr.  Pekler  has your completed questionnaires, forms, and copies of all your medical records, a 2.5-3 hr  appointment will be scheduled to review your case. Dr. Pekler will conduct a thorough history and case assessment at the time of your scheduled appointment. 

 Based on the review of all your medical information, it may be necessary to obtain a comprehensive blood chemistry at the conclusion of your initial consultation. The blood chemistry test may include:

• Comprehensive Executive Metabolic Panel: this includes 24 important disease markers such as Glucose, Hemoglobin A1c (Blood Sugar), SGOT, SGPT, GGT, LDH, Bilirubin (Liver), BUN, Creatinine, Phosphorus, Uric Acid (Kidney), Alkaline Phosphatase (Bone), and others

• Cardiovascular Panel: Cholesterol, Triglycerides, LDL, VLDL, HDL, Cholesterol/HDL Ratio, LDL/HDL Ratio, C-Reactive Protein (hs-CRP), Homocysteine, and Fibrinogen

• Expanded Thyroid Panel: TSH, Total T4, Total T3, Free T4, Free T3, Reverse T3, T3 uptake, and FTI

• CBC with differential: White Blood Cells and Red Blood Cells, Platelets

• Vitamin D, Magnesium, Methylmelonic Acid, Soluble Transferrin Receptor, and more

• Specialty Tests: Food Sensitivity testing, Intestinal Permeability, Autoimmune Markers, etc.

Thank you for all of your hard work and the start of your healing journey!
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