
Menstrual issues :  PLEASE COMPLETE THIS EVEN IF YOU ARE NO LONGER MENSTRUATING.  YOUR ENTIRE MENSTRUAL HISTORY GIVES ME A CLEARER UNDERSTANDING OF YOUR HEALTH TODAY.
What age did you begin your period? ____

Do you suffer from PMS? Y/N

Please describe your symptoms:

________________________________________________________________________

Please describe the regularity of your period: ________________________________________________________________________________________________________________________________________________

Do you have clots? Y/N 

What size? ___________________ Is it with each period? ____________________

Do you experience pain before/during/after your period? ____________________

________________________________________________________________________

What color is your period?

Day 1: _________________________________________________________________

Day 2: _________________________________________________________________

Day 3: _________________________________________________________________

Day 4: _________________________________________________________________

Day 5: _________________________________________________________________

Additional days:

________________________________________________________________________

Do you suffer from headaches/migraines before/during/after your period?

________________________________________________________________________

Do you suffer 

Please describe any surgeries/fibroids/cysts _______________________________

________________________________________________________________________

How many days does your period last? ____________________________________

Are you pregnant or trying to get pregnant? ______________________________

Please describe any other concerns that I should know about regarding your menstrual health:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Are you on the birth control pill?  Y/N

If so, for how long now?  _________________________________________________

Are you on the pill to regulate your period?  Y/N

Are you interested in a natural way for your body to regulate your menstrual cycle?  Y/N

What other things would you like for me to know about your menstrual history?  _______________________________________________________________
Name_______________________________________DOB__________Date__________


