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WELCOME 

 
DEAR PATIENT: 

 

We would like to take this opportunity to thank you for choosing Trinity Family Health Clinic, P.S. for your health care needs. 

Please fill out the attached forms as completely as possible and mail prior to making appointment. If available, please include copies of 

any previous laboratory work done through other doctors. Should you have any questions, just give us a call at (425) 778-5673. 

Your first appointment should take 90-120 minutes, which includes consultation time with the doctor and an exam. Any laboratory tests 

or pharmacy recommended are not included in your office call fee. Due to the extended time set aside especially for you, we ask that 

should you need to reschedule or cancel your appointment, you contact the office 48 hours prior to your appointment (via 

answering machine okay). 

 

 
INFORMATION ABOUT THE DOCTORS 

Dr.’s David and Cheryl Wood each have nine years of college education. Their undergraduate education was completed at the University 

of Washington (5 years), with David majoring in Pre-Med and Microbiology and Cheryl majoring in Pre-Med and Physical Therapy. 

They attended medical school at Bastyr University for their Naturopathic training (4 years).  Dr’s David & Cheryl have been practicing 

as Naturopathic Physicians since March 1984. Dr. David has served on the executive board of the Washington Association of 

Naturopathic Physicians. Both David and Cheryl are active members of The City Church in Kirkland Washington pastured by Judah 

Smith. 

 

Dr. Kathleen Matteson is a Naturopathic Physician and a Family Nurse Practitioner. She graduated from Seattle University with a 

Bachelor of Science degree and from the University of Washington with a Master’s degree. She practiced as a primary care provider in 

Family Medicine for 16 years and then went to medical school at Bastyr University. Dr. Kathleen has practiced combining natural and 

traditional medicine for 20 years. 

 

All three doctors are STATE LICENSED NATUROPATHIC PHYSICIANS. All four doctors take their education seriously and 

participate in Continuing Education seminars every year. All doctors belong to the WASHINGTON ASSOCIATION OF 

NATUROPATHIC PHYSICIANS (state association) and the AMERICAN ASSOCIATION OF NATUROPATHIC PHYSICIANS 

(national association). Dr’s Wood have been frequent past television guests with TBN (Trinity Broadcasting Network) via their Federal 

Way studio just south of Seattle.  Dr. David Wood hosted a weekly call in Christian radio program, “Health, Hope and Healing” for 12 

years (1994 – 2006) each Saturday on AM820 KGNW. 

 

Trinity Family Health Clinic, P.S. is a family practice integrated health care clinic, treating all ages and most diseases. We also do 

complete physicals, pap smears, prostate exams, necessary cultures, blood and urine tests. Licensed medical laboratories are used for all 

of our outside laboratory tests (Quest Diagnostic, Meta Metrix, Genova Laboratory, Spectracell Labs,  ImmunoLabs, Doctor’s Data and 

Diagnos-Techs). If x-rays, CAT scans or MRI’s are needed we order these through local hospitals or radiology centers. We work with and 

refer out to other health care providers whenever the need arises. We offer Physical medicine treatments such as diathermy, ultrasound, 

hydrotherapy and Bowen Myofascial Release therapy (an Australian musculoskeletal technique).  

Trinity Family Health Clinic, P.S. has its own dispensary on the premises so that medications can be conveniently picked up during your 

scheduled visit. Dispensary items can also be sent UPS so that refills do not require a trip to the office. 

 

 

Thank you!  We look forward to serving your health care needs! 
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Date: ___________________      

 

 

PATIENT INFORMATION SHEET 

 
 Name: _______________________________       Birth Date: ____________    Age: _______      Sex:   M   F 

 

Address: ______________________________   City: __________________    State: _____ Zip_________ 

 

Phone #: ____________________     Cell phone #: _________________     Email address: _________________ 

 

SSN: _____________________ Martial Status:     married   single   separated   divorced   widowed   cohabiting 

 

Occupation: ______________________________     Employer Name: ______________________________________ 

 

Employer’s Address: _______________________________________________       Work Phone: ________________ 

 

Name of spouse/parent if child: _______________________________________     

  

Spouse/Parent Occupation: _________________________     Employer Name: ______________________________ 

 

Employer’s Address: ____________________ Cell phone #_________________    Work Phone: ________________ 

 

Person to contact in emergency: ____________________________________    Phone: _______________________ 

 

Insurance coverage: ______________________ID#__________________ Group#________________ Copay________ 

 

Insurance through:  Self     Spouse     Parent     Name of insured: ______________________ Birthdate: ___________ 

 

Insured SS#________________  Employer _____________________________ 

 

Who referred you to this office?  Friend – name________________    Radio      TV     Phone book 

 

   Doctor- name __________________      Other ________________ 

 

 

               Age                 Name      Age           Name 

 

Children:          _______       _____________________________            _____      ___________________________ 

 

                         _______       _____________________________            _____      ___________________________ 

 

                         _______       _____________________________            _____      ___________________________ 

 

 

Health:    Poor     Fair     Good     Excellent  
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MEDICAL INFORMATION 

 
NOTE:  This is a confidential record of your medical history and will be kept in this office.  Information will be released only with your 

written permission.  Please complete this questionnaire as thoroughly as possible.  Place a question mark (?) by anything you do not 

understand. 

 

1. In your opinion, what are your most important health problems?  List as many as you can. 

 

  a. _______________________________________     d. ____________________________________ 

 

  b. _______________________________________     e. ____________________________________ 

 

  c. _______________________________________     f. ____________________________________ 

 

 

2. What health problems do you want to talk about today? List in order of importance. 

 

 

  a._______________________________________     b. ____________________________________ 

 

  

 

   Has anything recently changed or gotten worse?   Y     N 

     

 

If yes, please explain.  ________________________________________________________________ 

 

3. What questions would you like answered today?___________________________________________ 

 

4. What kind of help do you want or expect to be provided? _________________________________ 

 

 

5. When and where did you last receive medical care? ______________________________________ 

 

For what reason? _______________________________________________________________ 

6.    Do you have regular check-ups?  Y    N   Do you have a family doctor?   Y    N   Name __________ 

 

7. Date of last physical exam____________ Date of last pap smear______________  

 

     Date of last mammogram__________ 

 

 

MEDICATIONS 

 
Please include all your prescription medications (sleeping pills, birth control pills…) and non-prescription medications 

(aspirin, antacids, laxatives, antihistamines…) ______________________________________ 

 

Please list vitamins, minerals, herbs that you are taking. _________________________________________ 

 

 

KNOWN ALLERGIES 

 
Are you allergic to any medicines, pollens, foods, etc.?  Y   N  

 

If yes, please list. 

___________________________________________________________________ 



 

 

PERSONAL HABITS 

 
Height _______     Current Weight ______     Minimum Weight ________     Maximum Weight ________ 

 

Smoker?   Y     N     Smoked _____ years.     Amount/day ______     Year Stopped  (if applicable) _______   

 

 Recreational drug use?  Y   N   Type________   Frequency _______ Alcohol?   Y  N   Frequency _______ 

 

Coffee?   Y   N   cups/day ________     Tea?   Y   N   cups/day ________     Types ___________________ 

 

Other fluids you consume daily: Water (glasses) _____ Juice _____ (kind) _____ Milk _____ Other _____ 

 

How many meals do you generally eat per day? ______   irregular?   Y   N   Number of snacks per day____ 

 

Where do you usually buy your food? ___________________   Who cooks the food you eat? ___________ 

 

Are there foods you avoid?   Y   N     Please list: _______________________________________________ 

 
List a typical day’s menu using the primary foods in your diet: ___________________________________ 

 

  __________________________________ __________________________________________________ 

 

___________________________________ __________________________________________________ 

 
Any foods to which you are a bad reaction?  Y  N  Please list _____________________________________ 

 

List any foods that you crave ______________________________________________________________ 

 

Are you satisfied with your diet as it is now?   Y   N 

 

Regular exercise?   Y  N     Type: ________________  Duration: ______________ Frequency _________ 

 

I brush my teeth ______ times/week.  Floss?  Y   N   _____ times/week  Visit dentist how often? ________ 

 

I brush tongue when brushing teeth. Y  N   My gums bleed Y N   Sleep-time of day ___am/pm to ___ am/pm 

 

Do you get enough sleep?  Y  N     Too much sleep?  Y   N     Do you nap?   Y   N 

 

Primary interests/hobbies: _______________________________________________________________ 

 

Do you experience a lot of stress?   Y   N     (Women) Are you pregnant?   Y   N 

 

Family History                                                       
Please let us know any information regarding your family history 

Yes No     Commonly Used                                                                           Relationship 

   Natural Father (NF), Natural Mother (NM),  

Natural Brother (NB), Natural Sister (NSis) 
Natural Daughter (ND), Natural Son (NSon),  

Maternal Grand Father (MGF),  
Maternal Grand Mother (MGM),  

Paternal Grand Father (PGF),  

Paternal Grand Mother (PGM),  
Half Brother (HB), Half Sister (HSis),  

Maternal  Aunt (MA), Paternal Aunt (PA),  
Maternal Uncle (MU), Paternal Uncle (PU) 

 

  Family Hx of arthritis  

  Family Hx of cardiovascular diseases  

  Family Hx of depression  

  Family Hx of suicide  

  Family Hx of Asthma  



 

Yes No     Commonly Used                                                                           Relationship  

  Family Hx of Stroke (cerebrovascular)  

  Family Hx of deafness and hearing loss  

  Family Hx of diabetes mellitus type 2 (oral med tx)  

  Family Hx of diabetes mellitus type 1 (insulin injection tx)  

  Family Hx of malignant neoplasm (trachea, bronchus and lung 

cancer) 
 

  Family Hx of malignant neoplasm of breast (breast cancer)  

  Family Hx of malignant neoplasm of prostate (prostate cancer)  

  Family Hx of malignant neoplasm of gastrointestinal tract (colon 

cancer) 
 

  Family Hx of Congenital Health Diseases  

  Family Hx of Premature Coronary Heart Disease  

  Family Hx of blindness or visual loss  

  Family Hx of other condition  

  Family Hx of other chronic respiratory conditions  

  Family Hx of Osteoporosis  

  Family Hx of kidney diseases  

 

Social/Personal History                                       
Please inform us about your social/personal history 

Yes No Commonly Used Status –  

(A) Active  

(I) Inactive 

(NA) Erroneous  (Not Applicable) 

 

Notes/Comments: 

  Diabetic Diet  

  Low Sodium Diet  

  Normal Diet  

  Lipid-lowering Diet  

  Tobacco Use Disorder  

  Ex-smoker  

  Never Smoked Tobacco  

  Smoker in the family  

  Non-Drinker  

  Lifetime non-drinker  

  Heavy drinker  

  Current drinker of alcohol  

  Regular drinker  

  Active physical exercise  

  Excessive exercise  

  Takes inadequate exercise  

  Regular exercise  

  Gets no exercise  

  Absense of stress  

  Other psychological or physical stress, not elsewhere classified  

  Other occupational circumstances or maladjustment  

  Other specified family circumstances  

  Inadequate material resources  

  History of: recreational drug use  

  Misuses drugs  

  Illicit Drug Use  

  Has never misused drugs  



 

  Employed  

  Unemployment  

  On leave from work  

  Permanently unable to perform work activities due to medical 

condition 
 

  Sexually active  

  Currently not sexually active  

  Monogamous  

  Multiple sexual contacts  

  No protection used for sex  

  High risk sexual behavior  

  Never sexually active  

  Hx of contact with and (suspected) exposure to lead  

  Hx of contact with and (suspected) exposure to asbestos  

 

Surgical History  
Please give us details on your surgical history 
Yes No Commonly Used Date Status 

(A)Active 

(I) Inactive 

(NA) 

Erroneus 

 

Surgeon/Facility Results 

  Hx of Appendectomy     

  Hx of Tonsillectomy     

  Hx of Inguinal Hernia 

Repair 
    

  Hx of Tubal Ligation     

  Hx of Hysterectomy     

  Hx of Mastectomy     

  Hx of Placement of Stent 

for coronary artery disease 
    

  Hx of coronary artery 

bypass grafting 
    

  Hx of Thyroidectomy     

  Hx of cosmetic plastic 

surgery 
    

  Biopsy of Breast     

  Hx of carotid 

endarterectomy 
    

  Hx of cataract extraction     

  Hx of cesarean section     

  Hx of cholecystectomy     

  Hx of partial resection of 

colon 
    

  Hx of radical perineal 

prostatectomy 
    

 

Past Medical History  
Please give us information concerning your past medical history 

Yes No Commonly Used Date Status 
(A)Active 

(I) Inactive 
(NA) 

Erroneus 

 

Age 

of 

Onset 

Provider 

Facility 

Results Severity 

Mild 

Mild to Moderate 

Moderate 

Moderate to Severe 

Severe 

  Personal hx of arthritis       



 

Yes No Commonly Used Date Status 
(A)Active 

(I) Inactive 

(NA) 
Erroneus 

 

Age 

of 

Onset 

Provider 

Facility 

Results Severity 

Mild 

Mild to Moderate 

Moderate 

Moderate to Severe 

Severe 

  Other personal hx of 

diseases of the 

circulatory system 

      

  Hx of depression       

  Hx of attempted suicide       

  Personal hx of other 

diseases of the 

respiratory system 

      

  Personal hx of 

unspecified disease 
      

  Personal hx of 

endocrine, metabolic or 

immunity disorders 

      

  Personal hx of malignant 

neoplasm of the breast 
      

  Personal hx of malignant 

neoplasm of the prostate 
      

  Personal hx of malignant 

neoplasm of the large 

intestine 

      

  Other specified personal 

history presenting 

hazards to health 

      

  Osteoporosis, 

unspecified 
      

  Other personal hx of 

disorders of the urinary 

system 

      

 

ROS (Review of Systems)                                           
Yes No Symptoms Description 

General/Constitutional 

  Change in appetite  

  Recent weight change  

  Fever or Chills  

  Night Sweats  

  Weakness  

  Fatigue  

  Difficulty Sleeping  

  Other  

HEENT (Head, Eyes, Ears, Nose, Throat) 

  Headache  

  Head injury  

  Eye Pain or Irritation  

  Tearing or Discharge  

  Decreased Vision  

  Blindness  

  Blurred or Double Vision  

  Wears Contacts or Glasses  



 

  Flashing lights  

  Nasal/Sinus Discharge  

  Sinus Pain or Pressure  

  Epistaxis (bloody nose)  

  Hearing Loss  

  Wears Hear Aid(s)  

  Earaches or Pains  

  Ear Drainage  

  Tinnitus (ringing ears)  

  Dizziness  

  Change in Voice  

  Sore Throat  

  Ulcers or Sores of the Mouth  

  Bleeding Gums or Dental Problems  

  Dentures  

  Neck Pain or Stiffness  

  Other  

Cardiovascular 
Yes     No                                                                                               Description 

  Chest Pain or Pressure  

  Chest tightness  

  Shortness of breath at rest  

  Shortness of breath with activity  

  Shortness of breath lying down  

  Exercise intolerance  

  Palpitations  

  Edema (swellings)  

  Dizziness  

  Varicose Veins  

  Known murmur  

  High Blood Pressure  

  Weakness  

  Leg cramps  

  Other  

Respiratory 
Yes     No                                                                                             Description 

  Shortness of Breath  

  Chest Congestion  

  Cough  

  Wheezing  

  Blood in sputum  

  Change in sputum  

  Pain with breathing  

  Other  

Gastrointestinal 
Yes     No                                                                                             Description 

  Nausea  

  Vomiting  

  Heartburn  



 

  Abdominal Pain  

  Decrease or loss of appetite  

  Difficulty swallowing  

  Gas or Bloating  

  Diarrhea  

  Constipation  

  Blood in stool or dark stools  

  Change in bowel habits  

  Yellowing of the eyes or skin  

  Other  

Genitourinary 
Yes     No                                                                                             Description 

  Difficulty urinating  

  Decreased urination  

  Decrease in urinary stream  

  Change in color or odor of urine  

  Blood in urine  

  Frequent urination  

  Urgency  

  Burning or painful urination  

  Nocturia (nightly urination, interrupts sleep)  

  Urinary incontinence or dribbling  

  Kidney or bladder pain  

  Other  
         Male 

  Penile discharge  

  Itching  

  Penile pain  

  Testicular pain or swelling  

  Masses or lumps  

  Hernia  

  Skin lesions  

  Erectile dysfunction  

  Sexual difficulty  

  Other  
         Female 

  Pelvic pain or discomfort  

  Pain with intercourse  

  Vaginal discharge  

  Vaginal dryness  

  Hot flashes  

  Itching or rash  

  Swelling, masses or lumps  

  Skin lesions  

  Irregular or absent periods  

  Painful periods  

  Heavy bleeding with periods  

  Pregnant  

  Trying to become pregnant  



 

  Other  
Musculoskeletal 
Yes     No                                                                                             Description 

  Joint swelling  

  Joint stiffness  

  Muscle or Joint pain  

  Redness or warmth of joints  

  Weakness of muscles or joints  

  Cramping  

  Back Pain  

  Limited movement  

  Cold extremities  

  Other  
Integumentary (skin) 
Yes     No                                                                                              Description 

  Rash  

  Moles  

  Birthmarks  

  Lumps  

  Hives/urticaria  

  Acne  

  Dry skin  

  Skin cancer  

  Bruising  

  Discoloration  

  Pruritis (itching)  

  Ulcers/decubiti  

  Sun exposure  

  Pain  

  Change in hair or nails  

  Breast pain or tenderness  

  Breast lump  

  Nipple discharge  

  Change in breast contour or skin color  

  Breast feeding  

  Other  
Neurological 
Yes     No                                                                                              Description 

  Frequent or recurrent headache  

  Seizures  

  Change in memory  

  Tingling or numbness  

  Dizziness  

  Light-headedness  

  Tremors  

  Fainting  

  Ataxia  

  Paralysis  

  Difficulty speaking  

  Head injury  



 

  Pain  

  Other  
Psychiatric 
Yes     No                                                                                              Description 

  Anxiety  

  Nervousness  

  High Stress  

  Depression  

  Agitation or irritability  

  Sleep problems  

  Memory loss  

  Other  

  Endocrine  

  Intolerance to heat or cold  

  Excessive thirst  

  Excessive hunger  

  Change in appetite  

  Excessive urination  

  Sweating  

  Dry skin  

  Hair loss  

  Glandular or hormone problem  

  Other  

  Hematologic (blood/circulatory)  

  Fatigue  

  Pallor  

  Varicose veins  

  Intermitent claudication (calves cramp climbing hills)  

  Bruises easily  

  Spontaneous or excessive bleeding  

  Slow to heal  

  Anemia (low red blood count)  

  Other  
Lymphatic 
Yes     No                                                                                              Description 

  Tender glands or lymph nodes  

  Swollen glands or lymph nodes  

  Other  

  Allergic/Immunologic  

  Hayfever  

  Hi ves/urticaria  

  Tongue swelling  

  Rash  

  Pruritis (itching)  

  Bites  

  Other  
 

 

 

 



 

Childhood diseases (circle ones you had):  measles   mumps   chicken-pox   rubella   rheumatic fever   polio   other 

Immunizations (circle ones you had):   diptheria   pertussis   tetanus   measles   mumps   rubella   polio   typhoid               

                Hib   hepatitis B  

Date_____________ Any adverse reactions?  

 

________________________________________________________    

 
 

TYPICAL ALLERGIC SYMPTOMS (circle any that apply to you in the last 3 months) 

 
A.  Headache         

 1. migraine         8. gassiness          7. inappropriate emotional  

 2. vascular         9.  abdominal pain                              outbursts 

 3. indigestion    10. cramps          8. uncontrolled anger 

 4. tension     11. diarrhea          9. fear,  panic 

 5. “emotional”    12. pruritis ani (anal itching)          K.  Psychiatric 

 6. muscle     13. irritable bowel          1. feeling of apartness, “spacey” 

B.  Ophthalmic     14. spastic colon          2. floating sensation 

 1. eye pain, itching    15. mucous colitis          3. episodic amnesia 

 2. photophobia (pain from light)  16. nervous colitis          4. pathological poor memory 

 3. episodic blurring of vision   17. food intolerance         5. inability to concentrate 

 4. transitory refractive changes  18, bloating          6. personality changes, psyco- 

 5. tearing     19. belching, passing gas             sis, schizophrenia 

 6. allergic shiners    20. repeating a taste                        7. autism 

 7. puffy lids    21. excessive salivation         8. hallucinations 

 8. red, congested blood vessels G.  Dermatologic          L.  Urological 

C.  Otologic       1. urticaria (hives or welts)         1. frequency 

 1. serous otitis (fluid in the ears)    2. atopic dermatitis (eczem         2. dysuria (painful urination) 

 2. tinnitus (ringing)            3. neurodermatits          3. nocturia (urinating at night) 

 3. meniere’s syndrome     4. adult acne          4. enuresis (poor bladder  

 4. hearing loss      5. erythema multiforme             control) 

 5. vertigo       6. skin lesions of porphyria         5. genital itching or pain 

 6. excessive ear wax     7. hand dermatitis          6. urgency 

D.  Respiratory       8. nondescript syndromes      M.  Hematological  

 1. laryngeal edema   H.  Muscular           1. anemia 

 2. asthma       1. muscle spasm          2. neutropenia (decreased white  

 3. postnasal discharge     2. muscle pain              cells) 

 4. allergic tracheitis                     3. muscle cramps          3. purpura (hemorrhagic spots in  

 5. allergic laryngitis     4. muscle weakness             skin) 

 6. allergic rhinitis      5. nuchal pain or rigidity (neck) 

 7. night cough      6. undue fatigue 

 8. allergic bronchitis     7. sluggishness 

E.  Cardiovascular       8. arthritis; joint pain, swelling,  

 1. extrasystoles          stiffness 

 2. tachycardia (rapid heart)     9. rheumatism 

 3. palpitation    10. backache 

 4. episodic syncope (fainting)                 I.  Cerebral depression 

 5. generalized angio-edema     1. acute and chronic depression 

 6. angio-edema of lungs, liver, etc.    2. drowsiness approaching  

 7. flushing, chilling, hot flashes, pallor        narcolepsy 

 8. night sweats      3. episodic dullness or dreaminess 

 9. skipped heart beats     4. learning disorders 

              10. chest pain      5. tension fatigue syndrome 

F.  Gastrointestinal       6. minimal brain dysfunction 

 1. Cheilitis (inflamation of the lips, J.  Cerebral stimulation 

      sores at corners of mouth)                    1. restlessness 

 2. aphthous stomatitis (cold sores)    2. nervousness, anxious, inner shaky  

 3. aerophagia (air swallowing, belching)       feeling 

 4. nausea       3. jitteriness, tremor 

 5. vomiting      4. insomnia 

 6. heartburn      5. hyperactivity 

                7. indigestion                                                            6. behavior problems 




















