
 

 

DETAILED HEALTH HISTORY 

NAME EMAIL   DOB TODAY’S DATE   

Address                                       Phone  Weight                    Height 

ALLERGIES________________________________________________________________________________________   
Allergic to Glycerin or Alcohol?  Yes  No REASON FOR VISIT 
_____________________________________________________________________________________ 

PRIMARY HEALTH GOAL_________________________________________________________________________________ 

SECONDARY HEALTH GOAL______________________________________________________________________________ 

GENERAL HABITS   

 Tobacco   Yes  No      If Yes: How may cigarettes per day? __________ If you smoked in the past, how many years did 
you smoke? __________ When did you quit? ___________ 

 Coffee: 

 Soda: 

 Drugs: 

 Addiction: 

 

 

How many cups per day? 
_____________ 

What Kind? ____________ per day? 
____ 

Recreational Drugs? 

Drug or alcohol addiction? 
____________ 

 Tea: What Kind? __________________ 

 Alcohol: How much per day? _________ 

What kind? 
__________________________ 

Currently in recovery program?  Yes  
No       

Per day_________________ 

Per Week_____ per Day___ 

How Often? ______________ 

    

  

HEALTH HISTORY  

 Hospitalizations? Provide date and reason for each________________________________________________________________ 

__________________________________________________________________________________________________________ 

 Surgeries (including cosmetic and dental)? Provide date for each.____________________________________________________ 

__________________________________________________________________________________________________________ 

 Allergic to drugs/chemicals/foods? How were they diagnosed and/or treated?_________________________________________ 

 Do you take prescription medications for depression, anxiety, or other psychological symptoms?__________________________ 

 

 

 

 

 

 

 



 

Review of Systems 

     (Please check any health issue below that you have had or currently have) 

ENDOCRINE 

 Addison’s 
(adrenal 
insufficiency)  
(A, DP, DL) 

 Carcinoid 
tumor (A) 

 Cushing’s 
disease  
(A, DP, M, DL, 
PC) 

 Menopause (A, 
S) 

 Diabetes (A, ER, AN) 

 Hyperparathyroidism (C) 

 Hyperthyroidism  
(A, DP, M, DL, ER) 

 Hypoglycemia  
(A, DP, DL, DM) 

 Pheochromocytoma 

 Hypoparathyroidism 
(A, DP) 

  Hypothyroidism 
(A, DP, P, DM, PC, ER, 
AN)  

 Inappropriate ADH 
secretion (DL) 

 Klinefelter’s syndrome 
(ER) 

 Hyperprolactinemia 
(AN) 

 Premenstrual syndrome 
(A) 

 Pancreatic Tumor (DP) 
 

INFECTIONS 

 Aids (A, DP, M, PC) 

 Urinary tract infection 
(DL) 

 Viral Infections (DP)  

 Brain Abscess (DL) 

 Vaginitis (S) 
 

 Subacute bacterial 
endocarditis (A) 
 

 Systemic infection  
(A, DL)  
 

CARDIOVASCULAR 

 Anemia (A) 

 Angina (A) 

 Aortic aneurysm (ER) 

 Arrhythmia (A, DL) 

 Heart Stent  

 A-V malformation (C) 

 Congestive heart 
failure (A, DL, ER) 

 Hyperthyroidism  
(A, DL) 

 Swelling in Hands or 
feet 

 Mitral valve prolapse 
(A) 

 Paroxysmal atrial 
tachycardia (A) 

 Shock (A, DL) 

 Pacemaker  

 Myocardial infarction 
(A) 

 High or low blood 
pressure 

 Elevated cholesterol 
or triglyceride levels 
 

TOXICITY 

 Aminophylline (DL) 

 Cimetidine (DL) 

 Estrogens (ER) 

 Herbicides (ER) 

 Antidepressants  
(A, P, DL, ER, EJ, AN)  

 Digitalis (DL) 

 Fluorides (C)  

 Theophylline (A) 

 Aspirin intolerance (A) 

 Disulfiram (P, DL) 

 Heavy metals (A, DP) 

 Bromide (P) 

 L-dopa (DL) 

 Steroids (A, P) 
 
 

METABOLIC 

 Electrolyte imbalance 
(A, DL)   

 Hypocalcemia (A) 

 Hypokalemia (A, DP) 

 Renal disease   
(A, P, DL, ER) 

 Hepatic Disease  
(DP, P, DL, ER) 

 Hypocalcemia  

 Hypoxia (DL) 

 Hypercarbia (DL) 

 Malnutrition  
(DP, DL, ER) 

 Hyperventilation (A)  

 Porphyria (A, P) 

NEUROLOGICAL 

 Alzheimer’s/ 
frontotemporal (DM) 

 Cerebrovascular 
accident (A, DM, PC) 

 Extradural hematoma 
(DL) 

 Meniere’s (A) 

 Progressive 
supranuclear palsy 

 Amyotrophic lateral 
sclerosis (DM, ER) 

 Creutzfeldt-Jakob 
(DM) 

 Head trauma  
(A, DL, DM, C, PC) 

 Meningitis (DL) 

 Parkinson’s  
(DM, ER, AN) 

 Brain tumor 
(A, P, DL, DM, C, PC) 

 Encephalitis  
(A, DL, DM, C) 

 Huntington’s 
(A, DP, DM, PC) 

 Migraine (A) 

 Neurosyphilis  
(M, DL, DM, PC, ER) 

 Cerebellar 
degeneration (CM) 

 Epilepsy, seizures  
(A, DP, DL, DM, PC) 

 Intracerebral 
hematoma (DL) 

 Multiple sclerosis 
(A, DP, M, DM, PC, ER) 

 Subdural hematoma 



 

(DM) 

 Wilson’s disease  
(A, PC)   

 Post-anoxia (DM) 

 Spinal cord disease 
(ER) 

 Normal Pressure 
hydrocephalus (DM) 

 Subarachnoid 
hemorrhage (DL, C) 

(DL, DM, C) 

 Transient ischemic 
attack (A, DL) 
 

PULMONARY 

 Asthma (A)  

 Frequent 
colds/respiratory 
infections 

 Chronic obstructive 
lung disease  
(A, DL, ER)  
 

 Hyperventilation (A) 
 

 Pulmonary embolus 
(A) 
 

OTHER 

 Collagen (A) 

 Postoperative states  
(DL) 
 

 Endometriosis (S) 

 Systemic lupus 
erythematosus 
(A, DPP, DL, PC) 

 Pelvic disease  
(ER, S, AN) 

 Temporal arteritis (A) 
 

 Peyronie’s disease 
(ER) 
 

VITAMIN DEFICIENCY 

 B12 (pernicious 
anemia)  
(A, DP, DM) 

 Folic acid (DM) 
 

 Niacin (pellagra) 
(DL, DM) 
 

 Thiamin (B1) 
(Wernicke’s) (DL, DM) 

GASTROINTESTINAL 

 Nausea 

 Gas 

 Irritable Bowel 
Syndrome 
 

 Bloating after meals 

 Ingestion 

 Crone’s Disease  
 

MEN: REPRODUCTIVE HEALTH 

 Impotence or erectile 
problems  

   

WOMEN: GENERAL REPRODUCTIVE HEALTH 

 Edema  

 Headaches 

 Heavy menstrual 
flow/blood clots  

 Food cravings  

 Cramping  

 Irregular menstrual 
cycle  

 Mood swings  

 Bloating  

 Skipped periods  

 Insomnia 

 Breast tenderness 

 Pain at ovulation (mid 
cycle pain)  

WOMEN: PREGNANCY 

 Ever been pregnant  

 Health issues during 
pregnancy  

 How many live births 

 Type of birth control 
         ________________  

 Hyperthyroidism 

 Number of 
miscarriages _______ 

 Are you/could you be 
pregnant now?  

 Number of abortions 
_________ 

 Infertility issues 

 Other:   
 

WOMEN: PERI-MENOPAUSAL/MENOPAUSAL SYMPTOMS (CHECK ALL THAT APPLY) 

 Currently having 
regular menstrual 
periods 

 Weight gain 

 Lack of libido 
 

 Hot flashes  

 Heavy menstrual 
bleeding/flooding  

 Memory 
problems/poor 
concentration  

 Night sweats  

 Mood swings  

 Depression 

 Fatigue 

 Currently using bio-
identical hormones 

 Insomnia/sleep 
problems 

 Currently using 
hormone 
replacement therapy 
 

MUSCULOSKELATAL 

 Chronic neck or back 
pain 

 Osteoarthritis  
 

 Neck or shoulder 
tightness 

 Rheumatoid arthritis  

 Low back pain 

 Frequent sprains/ 
torn ligaments  
 

 Back surgery  

 Other: 
 

NERUOPSYCHOLOGICAL 

 Depression 

 Lose your temper 

 Anxiety attacks  

 Frequently feel 

 Poor memory  

 Experiencing high 

 Difficulty 
concentrating 



 

easily 

 Ever considered or 
attempted suicide  
 

overwhelmed  

 Treated for alcohol or 
drug addiction  

stress level  
 

 Treated for 
depression or other 
psychological issues  

Please list all of the pharmaceutical drugs, over-the-counter medications, supplements, nutritional drinks, and herbal 

supplements you have used in the past six (6) months. Use additional pages or bring these items with you to the 

consultation if you prefer. 

 

 Currently 

take? 

 

Dose, Form, 

Frequency* 

 
What condition do you 

take this for? 

 

Happy with results/side effects? 

YES NO 

Prescription Medications 

      

      

      

      

Over-the-Counter Medications (e.g., antacids, laxatives, aspirin, Tylenol, Advil, Motrin, Aleve, cough drops, cough syrups, etc.) 

      

      

      

 

Vitamin/Mineral Supplements or Nutritional Drinks (e.g., energy drinks, protein shakes, etc.) 

      

      

      

Herbal Supplements (please list all herbs included if a formula) 

      

      

 

       

*DOSE is how many milligrams or units; FORM is capsule, tablet, powder, liquid, etc.; FREQUENCY is how many times per day you 
take it. 

Over the Past 7 days, how would you rate your stress level right now? For how long? ______________________________ 
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Is there anything else affecting your health right now that you would like me to know about? 

 



 
THANK YOU FOR TAKING THE TIME TO ACCURATELY FILLING OUT THIS FORM 

 

Herbal Therapy Informed Consent 

My basic herbal approach is to combine alternative healing methods with the latest scientific findings and clinical 

practices that I am aware of. Because each person is unique, I will use various methods in my work with you. My basic healing 

philosophy is to offer you the support needed to restore your ability to experience balance and harmony in your personal health and 

relationships. The focus of my assessment of your health is to focus on identifying patterns of strength and weakness. Using this 

information, depending on your wishes, I will make recommendations that may include nutrition, herbs, supplements, wellness 

coaching and lifestyle. My recommendations may also include suggestions for creating physical, emotional, mental and/or spiritual 

balance.  

I am NOT a medical doctor nor do I practice standard Western medical assessment, diagnosis or treatment. I do 

not claim to cure disease, nor do I offer advice about the use of any type of pharmaceuticals or medications at any time.  

Herbal Training 

I am a certified herbalist with the American Herbal Guild. My training and skills in this area include general herbalism, 

formulation, and basic nutritional recommendations as it relates to mental and emotional well-being. 

I am a graduate of Dr. Christopher Hobbs Foundations of Herbalism course and I am currently pursuing a Doctorate in 

Herbalism at AMNAH College and Clinic. My training and practice primarily utilizes the methods of Phytotherapy (science-based 

herbalism), and Western Herbalism.  However, I have also been influenced by Traditional Chinese Herbalism and Cherokee 

Herbalism and respect the long history these traditions provide. 

Herbalism and State Licensure  

I practice clinical herbalism as a right protected by Idaho Statute TITLE 54-1804-J. This statute explicitly exempts 

herbalists from licensure requirements (see attached). This statute recognizes and protects my right to provide herbal services and 

your right to receive them. In consequence of there being no state or national licensure—and therefore training requirements—

herbal training programs are not regulated and vary dramatically from school to school.  

I do not practice herbalism under my LAMFT license. Herbal services should not be construed as part of my LAMFT 

service. Herbal clients who are also marriage family therapy clients engage in herbal services per their request.  

YOU UNDERSTAND AND ACCEPT THAT I PRACTICE HERBALISM AS A COMPLIMENTARY MEDICINE AS 

PROTECTED BY IDAHO STATUTE TITLE 54-1804-J AND AT NO TIME HAVE I INDICATED TO YOU THAT I 

PRACTICE HERBALISM UNDER MY LAMFT LICENSE. 

Initials _________      Date____________ 

 

Further, I maintain an herbal/nutritional inventory in my clinic. I sell many herbal products, nutritional supplements and 

food products for a profit. I dispense them as a convenience and to ensure clients are receiving specific, individualized herbal 

formulas. I order only high quality, pure herbs from around the world (USA, India, China, rainforest, etc.) Many of my herbal 

formulas include wild herbs I have personally harvested and made into wellness preparations by hand. I often use these 

preparations to create custom herbal formulas for individual clients. Integrated Counseling and Wellness clients are not obligated 

to buy any products from my clinic and I encourage clients to purchase supplements wherever it is most convenient for them.  

Indeed, herbal clients who are also counseling clients are only charged a small stocking fee for products as I consider 

profiting off counseling clients who purchase products as a conflict of interest. The exception to this is if after formulation is 

successfully determined and clients express an unwillingness to obtain these products elsewhere I reserve the right to charge a 

retail price for supplying these products on an ongoing basis; doing so is on my part both time consuming and labor intensive.     

The recommended nutritional/herbal supplements I suggest are not a replacement for the medications prescribed by your 

Medical Doctor. I am available to discuss any questions or concerns you may have.  

I have no objections to my clients being seen or evaluated by their own medical doctor and in fact prefer to work with 

them as part of your wellness team. If you have any questions or concerns about your health, I highly recommend you discuss them 

with your physician. I am (within reason) available to work as part of your health care team by contacting any physicians and other 

health care providers you are currently seeing to discuss your care. I encourage you to share and discuss my recommendations with 

any other health care professional so long as you do so accurately.  



 
Scope of Herbal Practice Under State Statute TITLE 54 and Medications 

  

 I am not a physician, nurse practitioner, or physician assistant—I have no prescriptive authority—meaning I do not 

prescribe drugs or medications to any of my clients. Any discussions had concerning your medication (or me recommending that 

you see a practitioner to determine if medication is appropriate to your situation) is only intended to obtain possible 

contraindications for herbal remedies I offer and to inform your medical practitioners of your wellness plan. You understand that 

the services provided by me (Luke Einerson) are restricted to consultation and education and are intended to provide you with 

information to promote wellbeing. You understand that the information you receive from me (Luke Einerson) is not intended to 

diagnose, treat, or cure any disease or condition but are instead used to balance systems pertinent to your goals.  

 

YOU UNDERSTAND THAT CONVERSATIONS BETWEEN YOU AND I SHOULD NEVER BE CONSTRUED AS ME 

RECCOMENDING THAT YOU STOP OR ALTER YOUR MEDICATIONS AND THAT SUCH DECISIONS SHOULD 

BE MADE IN CONSULTATION WITH YOUR PHYSICIAN.  YOU UNDERSTAND THAT I DO NOT TREAT, 

DIAGNOSE, OR CURE ANY DISEASE OR CONDITION.                 

Initials _________      Date____________ 

Missed or Cancelled Appointment 

  You agree to notify my staff or I before 24 hours of being unable to attend a scheduled appointment. Neglecting to do 

so prevents others from receiving care at that time and prevents me from using that time productively. In the event that you do 

not notify me by (a message or changing your appointment on the client portal calendar suffices) than you agree to pay a $45 fee 

and authorize me to immediately charge that fee electronically. However, if you missed a session due to an emergency and a 

circumstance that was beyond your control, you will not be charged. 

 

You acknowledge that I have been informed and have read the Cancellation policy and agree to pay the fees owed for a 

missed appointment if I fail to provide the required 24-hr notice.  

Initials _________      Date____________ 

 

  I—meaning you the client—fully understand that it is my constitutional right to decide how I wish to care for my 

health. L U K E  E I N E R S O N  has not suggested that I cease current medical care I am receiving, be it drug therapy, x-ray 

treatments, chemotherapy, surgery, or any other medical procedures that my medical doctor or any other health practitioner 

deems necessary for my health. If I choose not to follow the recommendations made by my medical doctor or other 

practitioners, I understand that such a decision is my responsibility and will not hold any other persons responsible for any 

consequences of such a decision. 

 

Initials _________      Date____________ 

 

With this understanding, I provide consent to receive herbal services and agree to abide by the terms of this document 

throughout the course of our professional relationship. 

 

 

 

                Signature of Client                                 Print Name above     Date 

 

 

                Signature of Therapist                            Print Name above     Date                       

 

 


