Praxis Lemm

Patient’s Questionnaire according to the criteria bholistic medicine

Dear patient

This questionnaire is designed to understand your problem and you as a person. It is also aimed at giving

you a greater awareness of your symptoms making it easier to relay them to me during our consultation

Name,First name:

Date of birth: date:

Qualification/ Occupation:

Primarily seated activity: [ yes [ no (to be checked in my practice)
Height: Blood pressure:
Weight: Pulse:

Marital status: [~ married [~ single abdominal girth:

Email: Children:

Land line:

| Ido notwish to receive medical newsletter Mobile:

Your current medical problems: 1.

2. 3.

4. S.

Which symptoms of the above indicated would you lik e to be treated?

Which treatment do you prefer?

Operations/Surgery:

Accidents:

Are you allergic to medications,food,pills,etc.? [ yes [ no

If so, please list:

Do you take medications or pills? | yes | no lasttreatm. with antibiotics:

If so, please list:

How often did you take antibiotics in the last2 ye  ars:

I confirm the correctness of my entries and agree with the stora
Date, Signature:

ge for internal usage.

Please specify the following questions:
1=no,never 2=hardly,occasionally,rarely 3=stronger,frequently

4=high,constantly,very often

General lifestyle

Do you work too much 1 12131 4 Alcohol 1
Do you exercise 1 12131 4 Coffee M1
Do you suffer from stress symptoms 1 12131 4 Smoking 1
General condition

Fatigue 1 "2 [ 3 [ 4 Cchils 1
Apathetic (mornings) 1 "2 [ 3 [ 4 Dizziness/Vertigo 1
Reduced appetite "1 1 2 1 3 [ 4 Numbness (feet,hands) 1
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Please specify the following questions:

1=no,never

2=hardly,occasionally,rarely

3=stronger,frequently

4=high,constantly,very often

General signs (continued)

Tiredness (after sleep)
Sudden sweating
Palpitations

Cold hands/feet
Swollen hands
Swollen feet

Feeling of heaviness
Cramps in the calf
Chest pain / heaviness

Head

Headache

Front headache

Partial headache
Headache on back of head

ENT

Hard of hearing
Ringing noise

Eyes

Irritated eyes
Night blindness

Contact lenses, reading classes
Back and joint pain

Low-back pain
Weak lumbar region
Sensitivity to cold in
lumbar region
Muscle pain,spasm

Pulmonary

Frequent cold

Shortness of breath while resting
Shortness of breath with

light work

Sweating under strain

Cough
Sputum
Skin

Qily,blemished skin
Dry skin
Rash
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Brittle nails

Easily exhausted

Fever

Night sweat

Irregular sleep

Dark urine

Increased thirst

Reduced thirst

Intolerance to cold or draught

Face pain

Pain in the jaw joint
Grinding (nights)
Hair loss

Rotatory vertigo
Balance problems

Dry eyes
Blurred vision
Eye pressure

Sore neck

Shoulder pain

Knee problems
Lumbago
Tenosynovitis (TSV)

Chest tightness
Chest pain
Hoarseness
Smelling problems
Globus syndrome
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| weild

Eczema
Itchiness
Easy bruising

| gelb | locker

1
1
1
1
1
1
1
1
1

2
2
2
2
2
2
2
2
2

3
3
3
3
3
3
3
3
3

1
1
1
1

2
2
2
2

3
3
3
3

1
1

2
2

3
3

1
1
1

2
2
2

3
3
3

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

| zah

[ 1
[ 1
[ 1

[ 2
[ 2
[ 2

[ 3
[ 3
[ 3

web: www.praxis-lemm.de
email: info@praxis-lemm.de
phone: (030) 453 067 85

4
4
4
4
4
4
4
4
4

[ 4
[ 4
[ 4
[ 4

[ 4
[ 4

[ 4
[ 4
[ 4

[ 4
[ 4
[ 4
[ 4
[ 4

[ 4
[ 4
[ 4
[ 4
[ 4

[ 4
[ 4
[ 4



Please specity the following questions:

1=no,never 2=hardly,occasionally,rarely 3=stronger,frequently 4=high,constantly,very often
Sleep
Difficulty falling asleep 1 "2 ["3 [ 4 Palpitations 11 2 [ 3
Difficulty staying asleep 1 "2 ["3 " 4 Nightsweats 11 2 [ 3
Early awakening 1 "2 [ 3 I" 4 Tingling legs 11 21 3
Hot feet,nights [ 11 2 1 3
Frequent dreams,nightmares [ 1 1 2 1 3 I 4 Recurring thoughts,nights 11 21 3
Gastrointestinal/Genitourinary
Soft faeces 1 "2 [ 3 "4 Stomach pressure 11 21 3
Solid faeces [ 1 1 2 [ 3 | 4 distention, nausea 1 213
Frequent diarrhea 1 12 73 " 4 Heartburn 11 2 [ 3
Frequent constipation 11 2 [ 3 [ 4 vomiting /nausea 11 2 [ 3
Increased bowel sounds 1 "2 "3 " 4 Bladder neck descent 11 21 3
Abdominal cramps 1 0 2 "3 [ 4 Hemorrhoids 11 2 [ 3
Flatulence [ 1 [ 2 1 3 I 4 swallowing difficulty 1121 3
Mouth
Bad breath/holitosis 1 [ 2 "3 [T 4 cankersore 11 2 [ 3
Xerostonia/dry mouth [ 1 "2 [T 3 " 4 Bitter taste in mouth 11 2 [ 3
Gum bleeding [ 11 21 3 [ 4 stickyfeelinginthe mouth 10211 3
Herpes infection 1 21 31 4 Ageusia 11 21 3
Genitourinary
Urination during nights 1 [ 2 1 3 I 4 Dribbling of urine 11 2 [ 3
Frequent urination 1 [ 2T 3 [ 4 urnaryincontinence 1 213
Painful urination [ 1 " 2 I" 3 [ 4 Darkened,little urine 1 1 2 1 3
Clear urine 1 1 2 1 3
Legs
Swollen legs [ 1 [ 21 3 [ 4 varicose veins 11 2 [ 3
Skin discolouring 1 21 31 4 coldlegs 11 21 3
Menstruation (women only)
Irregular period [ yes [ no  Vaginal discharge 102113
Painful period [ yes [ no  Hormone replacement therapy [ yes [ no
Heavy /scanty bleeding 10 21T 31 4 Menopause [ yes [ no
Breast tenderness before period [ yes [ no Breast lumps [ yes [ no
Births: | normal [ schwer | Kaiserschnitt Years of births:
Sexual health
Impotence | yes | no Frigidity/no interest in sex 117 213
Infertility | yes [ no Erectile dysfunction 117 213
Affectivity
Choleric ["1 12 1T 3 I 4 Frequentbrooding 112113
Inner unrest [T1 "2 " 3 [ 4 sadness 11213
Tension [1 1T 21 31 4 Forgetfulness 112103
Anxiety [ 11 211 3 I 4 Difficulty concentrating 112103
Feeling depressed [1 1T 21 31T 4 Moodswing 11213

Do you like to change something in your life? If so

,please write down:
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Eating habits:

How many meals,including snacks,do you have per day

?

How do you eat? [ schnell [ langsam
When do you have your principal meals?(hours)

[ bewusst

[ unregelmaRig

What is your favourite dish?

Do you have food intolerance? If so,please specify:

Do you have a sweet tooth? If so,please specify whe n and what:

Do you have cravings? | yes [~ no

If so,how often and when:

What do like to drink? [ mineralwater [ Coke,Fantaetc [ fruitjuice [ coffee [ tea
Please indicate,how often you have the following: 1=more than once a day 2= once per day

3= 3-5times per week 4= 1-2 times per week 5=2 -3timesa month 6=1 times per month 7=rarely/n ever

Whole meal bread 1 [ 2 3 4 [ 5 [ 6
Mixed-grain bread 1 2 3 [ 4 [ 5 6
White bread 1 2 3 [ 4 [ 5 6
Crisp bread 1 [ 2 [ 3 [ 4 [ 5 [ 6
Oat flakes,muesli,cornflakes [ 1 2 I3 [ 4 5 6
Potatoes,rice,noodles M1 [~ 2 3 [~ 4 [ 5 [ 6
Fruits 1 2 3 [ 4 [ 5 6
Vegetables,raw vegetables,salads 1 2 [ 3 [ 4 [ 5 6
Fish 1 [ 2 I3 | 4 [ 5 | 6
Meat products 1 2 3 [ 4 [ 5 6
Meat, poultry, game 1 2 3 [ 4 [ 5 6
Eggs 1 2 [ 3 [ 4 [ 5 [ 6
Cheese,yoghurt,quark 1 [ 2 I3 [ 4 [ 5 [ 6
Milk,buttermilk 1 2 3 [ 4 [ 5 6
Cream,créme fraiche 1 2 3 4 5 6
Butter,margarine 1 2 [ 3 [ 4 [ 5 [ 6
Vegetable oil 1 [ 2 I3 | 4 [ 5 [ 6
Cake,cookies 1 2 3 [ 4 [ 5 6
Sweets 1 2 3 [ 4 [ 5 6
Salty snacks 1 [ 2 [ 3 [ 4 [ 5 [ 6
Honey,jam,sugar 1 2 I3 [ 4 [ 5 [ 6
Fast food,bratwurst [ 1 [ 2 I 3 [ 4 [ 5 [ 6
Convenience food 1 2 3 [ 4 [ 5 6

Do you wish to get nutrition counseling?

If so,please write down what you expect:

[ yes [ no

Do you believe that nutrition influences your healt h?
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