Jodie Skillicorn, DO
3610 West Market Street #102

Fairlawn, OH 44333

Name: _________________________________________                          Date: __/____/_____
□Home Phone: ______________ □Cell: _______________□ Work: __________________

Please check  preferred contact number. Can a message be left at this number?  Y   N

Address: _______________________________________                         Zip: _____________
Email: _____________________________ Would you like to be added to email list? □Y □N
Demographics: Age: _____   □M □F   Ethnicity: __________ DOB:____________________ 

Referred by: _________________________________________________________________

MEDICATION ALLERGIES: _____________________________________________________

ADVERSE REACTIONS: ________________________________________________________
Description of problem or reason for making this appointment: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Stressors:

  Relationship Issues: __________________________________________________________

_____________________________________________________________________________

  Work/Career Issues: __________________________________________________________

_____________________________________________________________________________  

  Financial Issues: _____________________________________________________________

_____________________________________________________________________________

  Legal Issues: ________________________________________________________________

_____________________________________________________________________________

Other: _______________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

Background:

Occupation: ___________________________ Highest level of Education: _______________
□Single  □Married, How long? _____ □Divorced, when__________□ Widowed, when_____

Spouse/Partner: __________________ Age _______  Occupation: _____________________

Describe Relationship: _________________________________________________________

Children: ______________ Age: ____  Parent: _____________ Residence: _______________

Children: ______________ Age: ____  Parent: _____________ Residence: _______________

Children: ______________ Age: ____  Parent: _____________ Residence: _______________

Children: ______________ Age: ____  Parent: _____________ Residence: _______________
Family of Origin: 

Birth Order:___ of ____     Parents Divorced □Y  □N  When: __________________________ 

Quality of Parents’ relationship: __________________________________________________

Father: Age ___ Deceased □N □ Y, Age at death: ________Cause of death: _____________  

  Describe Father: _____________________________________________________________

Mother: Age:___ Deceased □N □ Y, Age at death: ________ Cause of death: ____________                       

  Describe Mother: _____________________________________________________________ 
                                                                                                                                     Quality of relationship:
Siblings: ____________ Age: ___ Deceased  □N □Y, When:_______     Good        Fair       Poor

Siblings: ____________ Age: ___ Deceased  □N □Y, When:_______     Good        Fair       Poor

Siblings: ____________ Age: ___ Deceased  □N □Y, When:_______     Good        Fair       Poor

Siblings: ____________ Age: ___ Deceased  □N □Y, When:_______     Good        Fair       Poor

Describe Childhood:  ___________________________________________________________
_____________________________________________________________________________

Early childhood neglect:   □N  □Y, Explain: ________________________________________
_____________________________________________________________________________

Abuse (verbal, emotional, physical, sexual):  □N   □Y, Explain: _______________________

_____________________________________________________________________________ Any other childhood or adult trauma:  □N  □ Y, Explain: _____________________________

_____________________________________________________________________________

_____________________________________________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Military Service: □N □ Y, Branch: ________________________________________________
Were you involved in combat or in war zone?______________________________________

Past Psychiatric History:

Prior Psychiatrists/Psychologists:

Name                                         Dates seen                   Phone #                      Can we contact?                     _______________________       ________________      ___________________             Y       N
_______________________       ________________      ___________________             Y       N

_______________________       ________________      ___________________             Y       N
_______________________       ________________      ___________________             Y       N

Prior Counseling:     None     Yes, Detail below:

Where:                                  When:                                  Reason:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Prior Hospitalizations:

Where:                                  When:                                  Reason:

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Substance Use History:

	Substance
	No Use
	Past Use-Last used when?
	Current Use—please note amount used per day or week

	Alcohol
	
	
	

	Marijuana
	
	
	

	Cocaine/Crack
	
	
	

	Heroin
	
	
	

	Pain Meds
	
	
	

	Stimulants
	
	
	

	Tranquilizers/Benzos
	
	
	

	Sleep Medication
	
	
	

	Hallucinogens
	
	
	

	Tobacco
	
	
	

	Caffeine
	
	
	

	Other
	
	
	


Past Medical History: 

Please check any conditions you presently have and mark (C) for Current and check any conditions you have been diagnosed with in the past and mark as (P) for Past. Thank you.
	CARDIOVASCULAR
	Y
	N
	ENDOCRINE
	Y
	N
	NEUROLOGICAL
	Y
	N

	High Blood Pressure
	
	
	Diabetes
	
	
	Stroke/TIA
	
	

	Low Blood Pressure
	
	
	Hypothyroidism
	
	
	Seizure/Epilepsy
	
	

	Heart Attack
	
	
	Hyperthyroidism
	
	
	Dizziness/Blackouts/Fainting
	
	

	High Cholesterol
	
	
	Adrenal Fatigue
	
	
	Memory Problems
	
	

	Arrhythmias
	
	
	RESPIRATORY
	
	
	Headache
	
	

	Chest Pain
	
	
	COPD
	
	
	Tremor
	
	

	HEMATOLOGICAL
	
	
	Asthma
	
	
	GASTROINTESTINAL
	
	

	Anemia
	
	
	Bronchitis/

Pneumonia
	
	
	GERD
	
	

	Bleeding
	
	
	Sleep Apnea
	
	
	Hepatitis/Liver Disease
	
	

	MUSCULOSKELETAL
	
	
	GYN/URINARY
	
	
	Irritable Bowel
	
	

	Fibromyalgia
	
	
	UTI
	
	
	Inflammatory Bowel 
	
	

	Joint Pain/Arthritis
	
	
	Kidney disease
	
	
	Gallbladder disease
	
	

	Muscle Weakness
	
	
	Kidney Stones 
	
	
	Constipation
	
	

	Chronic Pain
	
	
	Pelvic Pain
	
	
	Abdominal pain
	
	

	Gout
	
	
	Infertility
	
	
	Vomiting
	
	

	Carpal Tunnel
	
	
	Sexually transmitted Disease
	
	
	MALE ISSUES
	
	

	Osteoporosis
	
	
	FEMALE ISSUES
	
	
	Benign Prostatic Hypertrophy
	
	

	MISCELLANEUS
	
	
	Pelvic Inflammatory Disease
	
	
	Prostate Cancer
	
	

	Environmental Sensitivities
	
	
	Endometriosis
	
	
	Impotence
	
	

	Chronic Fatigue Syndrome
	
	
	Fibroids/Ovarian Cysts
	
	
	CANCER –please explain:
	
	

	Eye/Ear/Nose/Throat Issues
	
	
	PMS
	
	
	
	
	

	Allergies/ Hay Fever
	
	
	Vaginal Infections
	
	
	
	
	

	Food intolerance
	
	
	Menstrual Irregularities
	
	
	OTHER
	
	

	Skin problems
	
	
	
	
	
	
	
	


Past Medical History: 
Please list the providers you are currently seeing or have seen in past six months

Name                              Phone                                       Last visit                                      Can I contact? 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________

Brain Injury: History of falls, motor vehicle accidents, sports injuries. □N  □Y, Explain:

_____________________________________________________________________________Brain infections (encephalitis, meningitis):   □ N  □ Y, Explain: _______________________

_____________________________________________________________________________

Menstrual History: 
Age of first period: ________           Date of last period: ____________________

Pregnancies: 
□None   Term births_____   Miscarriages_____       Elective termination_____

□Natural birth     □Planned C-section    □ Emergency C-section   □ Complications: explain _____________________________________________________________________________

_____________________________________________________________________________

Currently Pregnant □N   □Y, due date: _________         □ Menopause, onset:____________ 
Surgical History: Please list surgeries you have had or are planning and approximate dates.

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________
Recent labwork: (include labs and prescribing physician)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________
Current Medications:

	Medications

Vitamins

Supplements
	Dosage and # per day
	Purpose
	Dr. that gives it to you
	Response/Side effects
	When started

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Past Psychiatric Medications and Supplements:

	Medications
Vitamins
Supplements
	Dosage and # per day
	Duration
	Reason Discontinued
	Side effects

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Family History: Please include parents, siblings, children and grandparents (please note M or F for mother or father’s side.)

	Symptom
	Who

	Anxiety -

(include phobias, panic)
	

	Attention Deficit
	

	Bipolar
	

	Depression
	

	Eating Disorder
	

	Learning/Speech Disorder
	

	Obsessive-Compulsive
	

	Schizophrenia
	

	Suicide-completed
	

	Alcohol Abuse
	

	Drug Abuse
	

	Cancer (include type)
	

	Diabetes
	

	Heart Problems
	

	High Blood Pressure
	

	Neurological Disorder
	

	Seizures
	

	Stroke
	

	Thyroid Problems
	

	Allergies
	

	Kidney or bladder disorder
	

	Anemia/ Blood disorder
	

	Other
	


Members of your current household (including pets):

Name                                     Age          Relationship                             Quality of Relationship:

______________________   ______     _____________________         Good        Fair         Poor

______________________   ______     _____________________         Good        Fair         Poor

______________________   ______     _____________________         Good        Fair         Poor
______________________   ______     _____________________         Good        Fair         Poor
______________________   ______     _____________________         Good        Fair         Poor
______________________   ______     _____________________         Good        Fair         Poor

______________________   ______     _____________________         Good        Fair         Poor
______________________   ______     _____________________         Good        Fair         Poor
Social and Lifestyle History:

Social Support: 

Emotional: _________________________   Mental: __________________________________ Physical: ___________________________ Spiritual: _______________________________

Religion/Spirituality:

Religious Background: ________________________________________________________

Current Religious/Spiritual Practices: ____________________________________________

Sleep: 

Average # hours per night: ______ Do you have consistent bedtime? □N  □Y, Bedtime:_____

Do you have difficulties falling asleep, staying asleep or waking up? Explain. _____________________________________________________________________________

Quality of Sleep:  □ well rested        □ tired upon awakening       □ nighttime awakenings

Is your sleep disturbed at same time each night? □ N   □ Y, if so at what time: _________

Time of day when feel most energy and least symptoms:                 

□ 7am-9 am      □  9am-11am     □ 11am-1pm

□ 1pm-3 pm     □ 3pm-5pm        □ 5 pm-7pm

□ 7pm-9pm      □  9pm-11pm     □  11pm-1am

□ 1am-3am      □ 3am-5am         □ 5am-7am

Time of day when feel least energy and most symptoms:

□ 7am-9 am      □  9am-11am     □ 11am-1pm

□ 1pm-3 pm     □ 3pm-5pm        □ 5 pm-7pm

□ 7pm-9pm      □  9pm-11pm     □  11pm-1am

□ 1am-3am      □ 3am-5am         □ 5am-7am

Relaxation/Stress Reduction:
Exercise: □None  Type_____________ __________________Frequency_________________
Means of relaxation: ___________________________________________________________

Hobbies/Interests: _____________________________________________________________
Environment:

Do you feel safe in your home? □Y  □N, Explain: ___________________________________

Do you work in or frequent environments with exposure to toxic fumes, chemicals, metal?     □N  □Y, Explain:    ____________________________________________________________    

Diet and Nutrition History:

Are you currently on a special diet? Explain: _______________________________________

_____________________________________________________________________________

Have you been on any diets?  □ Vegetarian    □ Vegan    □ Salt restriction    □ Fat restriction   □ Carb restriction   □Zone Diet      □ Atkins Diet    □Total Calorie Restriction   □ Other:_____________________________________________________________________
Have you ever had an eating disorder? Explain: ____________________________________

Known food allergies: __________________________________________________________

Suspected food sensitivities:____________________________________________________

Foods most often eaten: _______________________________________________________

Foods avoided: _______________________________________________________________

Foods craved: ________________________________________________________________

Typical daily menu: ___________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Eating habits: □Skip breakfast     □Two meals/day      □ One meal/day     □ Graze    

□Eat constantly whether hungry or not     □ Often eat on the run

Food Frequency: Servings per day

Fruits________________________________________________________________________
Dark green or deep yellow/orange veggies_________________________________________

Grains (unprocessed) __________________________________________________________ 
Beans,peas, legumes___________________________________________________________

Dairy, eggs ___________________________________________________________________  
Meat, poultry,fish ______________________________________________________________

Do you have a strong like for any of following flavors?  

□Sour     □Bitter    □ Sweet    □ Rich/fatty     □Spicy/pungent     □Salty

Do you have a strong dislike for any of following flavors?  

□Sour     □Bitter    □ Sweet    □ Rich/fatty     □Spicy/pungent     □Salty

Do you prefer   □Warmth    □ Cold    □No preference

Is there anything else you would like us to know about you? 

_____________________________________________________________________________

_____________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________
