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MEDICAL HISTORY
	Date
	

	Name          
	

	Address
	

	Contact Telephone

Number/s
	

	Email Address
	

	D.O.B and Age
	

	Sex

(male/female)
	

	Marital Status
	

	Religion
	

	Occupation
	

	Height

(in centimetres)
	

	Weight

(in kilos)
	

	Name/Address of GP
	

	Who Referred you?


	

	Medical Diagnosis
	

	Date of Onset
	

	Treatment


	

	Outcome


	

	Previous Illnesses

or surgery


	

	Allergies/Sensitivities
(drug/food/supplement/chemical)


	

	Do you use recreational drugs?

(yes/no)
	

	Do you use tobacco?

(yes/no)
	

	Do you drink alcohol?

(yes/no)
	

	Do you take contraceptive pill/HRT? (yes/no)
	

	Do you take blood thinning drugs? (yes/no)
	

	High Blood Pressure
(yes/no)
	

	Low Blood Pressure

(yes/no)
	

	Arthritis
(yes/no)
	

	Cancer
(yes/no)
	

	Diabetes
(yes/no)
	

	Heart Disease
(yes/no)
	

	Stroke
(yes/no)
	

	Lung/Breathing Problems

(yes/no)
	

	Digestive Problems

(yes/no)
	

	Bladder/Bowel Problems

(yes/no)
	

	Liver/Kidney Problems

(yes/no)
	

	Headaches

(yes/no)
	

	Bone Loss (osteoporosis)
(yes/no)
	

	Circulation Problems

(yes/no)
	

	Epilepsy/Seizures

(yes/no)
	

	Eye problems

(yes/no)
	

	Ear Problems

(yes/no)
	

	Eating Disorders

(yes/no)
	

	Gout

(yes/no)
	

	Sinus/Respiratory Problems

(yes/no)
	

	HIV/AIDS

(yes/no)
	

	Hormonal Problems

(yes/no)
	

	Thyroid Disease

(yes/no)
	

	Muscle problems
(yes/no)
	

	Skin Problems
(yes/no)
	

	Weight Gain/Loss

(yes/no)
	

	What exercise do you do?
	

	What are your health goals?

	


· Please list current medications and/or food supplements below.

· List all symptoms and rate them 1 to 10, where 10 is unbearable.

· Then include any relevant additional information below:

	Any known toxic Exposure?

	

	Do you live near a cemetery, power station, municipal dump?


	

	Number of amalgam (metal) fillings?


	

	Any replaced? (quantity)

	

	Regular or holistic dentist?


	

	Number of Root Canals:


	

	Number of Crowns:


	

	Please list any scars on the body:


	

	Approx number of courses of Antibiotics taken in your life?
	

	When were Antibiotics last used?


	

	Vaccines?  
Please list which and when:


	

	What is your current vitamin D level?

	

	No of hours sleep per night:

	

	Do you wake refreshed?

	

	Are you in pain or stiff on waking?

	

	How is your energy through the day?
	

	Are you emotionally challenged?

Please specify: Grief, Anger, Depression, Fear etc

	

	How is your circulation/warmth?


	

	Do you have WiFi on at night?


	

	Do you have a cordless phone?


	

	Do you have fluorescent lights in the house?
	

	How many hours of TV per day?


	

	How much mobile phone use per day?


	

	How much computer use per day?


	

	Are you an Omnivore, Vegetarian or Vegan?


	

	WOMEN: 
No of children?


	

	No of miscarriages:


	

	Issues with your cycle or libido?


	

	MEN:

Libido problems?


	

	Frequent urination at night?


	

	ALL – Other Issues?


	


CONSENT FORM
I understand that Jonathan Frewing may offer a variety of approaches to assist me with my health, including, but not limited to Field Control Therapy, Autonomic Response Testing, Biological Terrain Management, Biological Age Testing and Mitochondrial Therapy, and that these are all distinct from one another.

Mitochondrial Therapy specifically comprises Heart Rate Variability assessment and subsequent recommendation of CK (Carnosine Komplex), FK (Flavonoid Komplex), and QK (COQ10 Komplex) only.  Any recommendations beyond these, fall outside the remit of Mitochondrial Therapy.

I consent to consulting with Jonathan Frewing on this basis for his assistance with my health and or the health of my child.

Signed Name:  ……………………………………

Printed Name:  ……………………………………

Date:                 ……………………………………

