WC

WOMEN'S COLLEGE HOSPITAL

Health care for women REVOLUT

Environmental Health Clinic
Tel: 1-800-417-7092 « (416)351-3764
Fax: (416)323-6130

Thank you for your interest in the Environmental Health Clinic.
In this link you will find:

Dear Patient Letter: we are a scent-free environment,

Dear Patient Letter: registry of knowledgeable sensitive physicians
Patient Consent for E-Mail Communications

Pre-Visit Questionnaire: please provide your identification on each page.

Please complete the Pre-Visit Questionnaire and Patient Consent for E-Mail Communications (if you
use e-mail) and return to the Environmental Health Clinic as soon as possible. You will be placed in
the queue to be seen at the clinic from the date we receive the completed questionnaire. Our Admin
Assistant will contact you to arrange an appointment 4 — 6 weeks prior to your Environmental Health
Clinic visit.

If you have questions about clinic procedures or the information we are sending you, please phone
our main clinic number (416) 351-3764 or 1-800-417-7092.

Sincerely,
Environmental Health Clinic

Mailing Address:

Women'’s College Hospital

76 Grenville Street

Toronto, ON

MSS 1B6

Attn: Environmental Health Clinic

76 Grenville Street, Toronto OMN M55 1B2
T 416.323.6400

www.womenscollegehospital.ca
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WOMEN'S CO

Health care for women

LLEGE HOSPITAL

REVOLU

Environmental Health Clinic
Tel.: 1-800-417-7092

(416) 351-3764
Fax: (416) 323-6130

Dear Patient:

The Environmental Health Clinic is a scent-free environment.

To protect patients and staff, it is important that you and your visitors do
not use scented personal care products such as scented soaps, shampoos,
mousse, and hairsprays, along with perfumes, aftershaves, and colognes,
prior to your visit.

To remove any residual perfume or smoke odours from the clothing you
will be wearing to your clinic appointment, please wash this clothing in a
scent-free detergent and dry with no fabric softeners.

Prior to entering the clinic, a staff person will wish to meet with you
outside the clinic door, to screen you to ensure that you and your visitors
do not have any scents that could contaminate the clinic’s environment.

If you do screen positive for scents, then we may not be able to see you at
your scheduled appointment.

If you would like further information on scent-free products, visit
www.lesstoxicguide.ca.

Thank you for helping to keep the Environmental Health Clinic a safe place
for people with sensitivities to scented products.

76 Grenville Street, Toronto ON M55 1832

T 416.323.6400

www, womenscollege

gehosg

sital.¢a
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WOMEN'S COLLEGE HOSPITAL

Health care for women REVOLUTIONIZED

Environmental Health Clinic
Tel: 1-800-417-7092 « (416) 351-3764
Fax: (416)323-6130

Dear Patient:

The Environmental Health Clinic is asking for your assistance.

We are compiling a registry of family physicians and/or specialists who are
knowledgeable and sensitive to patients with environmental health problems, for
example Environmental Sensitivities/Intolerances, Fibromyalgia, Chronic Fatigue
Syndrome.

Are there any family physicians/specialists that you recommend that we add to our
registry?

Family Physician Name:

Address:

Telephone:

Fax:

Specialist Physician Name:

Specialty (such as endocrinologist, gastroenterologist,
allergistimmunologist,
rheumatologist, gynecologist, neurologist, psychiatrist, etc.):

Address:

Telephone:

Fax:

Please use additional paper if necessary, and please return this form with your
completed Intake Questionnaire.

76 Grenville Street, Toronto ON M55 182
T 416.323.6400

www.womenscollegehospital.ca
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PATIENT CONSENT FOR E-MAIL
COMMUNICATIONS

Dear Patient:

Your care provider may communicate with you or others using e-mail, at their discretion. However, you shoutd
know that these e-mail messages are not encrypted, may exist indefinitely and that the hospital cannot
guarantee the security of messages sent outside the hospital email system. For this reason, e-mail should not
be used to communicate certain sensitive types of informaticn which might be harmful to you if read by an
unintended recipient. You may atso have other types of information that you would prefer not to have
discussed in e-mail messages, which you should inform your care provider about. Do not use e-mail to
communicate emergency or urgent health matters. Goto the nearest emergency department if you have an

emergency.

leanesTineNmEcoTon

tfyou have not received a response to your e-mail within an expected time period it is your responsibility to
telephone your care provider. You should notexpect a response before one business day.

The clinically relevant content of the e-mail message will befiled in your medical record. Each individual care
provider has the authority to decide whether to emall and reserves the right to cease email communication at
any time, inwhich case you will be notified. By signing this consent form, you acknowledge that you have
read and agree with these terms. ifyou have guestions about e-mail communications with your care
providers at Women's College Hospital, please contact your care provider and/or the WCH Privacy Officer
416-323-6096. You may at any time withdraw your consent for e-mail communication by nolifying your care
provider and should document this consent withdrawal on this form.

 consent and agree to:
0 Communicate with mycareteamusinge-mail

O Mycareteamcommunicating Witk —— = v w s weees o 1o — — — — — — — — using e-mail
{Names of Other Care Providers)

My email 8ddress is 1 — — — — e — e o e —

Date: ! !
YYYY/MM/DD Signature of Patient/Substitute Decision Maker

if Substitute Decision Maker, state relalionship

Withdrawal of Consent for E-mail Communication:
inolongerconsentto communication viae-mail.

Date: Pl
YYYYIMM/DD Signature of Patient/Substitute Decision Maker

i Substitute Decision Maker, state relationship

Disclaimer: On-call physicians and those covering patient care for other physicians are not obligated to use
e mail communication with those patients.

F-2565 (03-2013) Page 1 of 1



ENVIRONMENTAL HEALTH CLINIC
Pre-Visit Questionnaire

The information you provide on this form may be shared with your family doctor and other physicians involved in your care, and, an
request, with third parties {e.g. insurance companies or lawyers efc.) to whom you have given consent for release of your medical
information, Your medical record including this form may also be subjected to legal subpoena,

For OFFICE UsgE ONLY

Date Sent; Date Received:
Date of Consultation: Chart Numbar;
Start Time: Stop Time:

PATIENT INFORMATION (please priny

Name:
Last First Middle
Health Card Number: a . Preferred Name to Call You:
Address:
Street Apt #

City / Town Province Postal Code
Phone:  Home | } — Work  { ) — cetl ) —
May we leave messages for you at  WORK [INo (dYes, HOME U No QYes, FAX ONo (Yes, EMAIL QNo [ Yes
Fax: | ) — Email: sex: UM UF
Age: Date of Birth: { / Ptace of Birth:

year monih day Country  Province/State  City/Town
Do you have: | dritg plan Cl dental plan M| extended benefits plan Insurance Company:
Are yous receiving benefits: [ short-term disabity (J long-term disabiity L crr (Jopse Wwaie
Do you currently have any unresolved [egal matters? dnve Cives lf yes, please specify:
REFERRING DOCTOR
Name:
Address:
Sfreet Suite #

City / Town Province Postal Code
Telephona:  ( } — Fax: { ) —
FAMILY DOCTOR () same as above tdonothavea famity doctor.
Name;
Address:

Street Suifa #

City / Town Province Postal Code

Telephone: { ) — Fax: { } —

How did you hear about this clinic?
How do you hope we may be able to help you?

Environmantat Health Clinic, Sunrvbreck & Women's Coflege Heaith Seiences Centre Page 1 of 20



Health History

MAIN SYMPTOM(S) THAT BRING YOU TO THIS CLINIC AND
DATE(S) WHEN FIRST BEGAN:

Date when you last felt consistently well:

STORY OF MAIN SYMPTOM(S)

Please tell us your story of the main symptoms that bring vou to the Environmental Health Clinic:
o from the beginning up to now

o any fmes or places symptom(s) worse or better

o anything you have noticed made symptom(s) worse or better

e any diagnoses you have been given and by whom

Environmental Heaith Clinic, Sunnvbrouk & Women's Colleoe Health Sciences Cenlee Paae 26f



BEGINNING OF MAIN SYMPTOMS

Do you remember any events or ilinesses that may have contributed to the beginning of your main symptoms?
fpiease check alf boxes that apply, specify as requested and wrile dafe(s) as clossly as you can remember]

How much contribution do you think each event or iliness
made to the baginning of your main symptoms ¥ [Please

tircle one number for each.)
Date(s)  None Alile Some Moderate Stona Donthnow
L virus, bacterial or parasite infection = type; 0o 1 2 3 4 5
3 use of antibiotics =ansibiotic name: 0 1 2 3 4 5
U serious itiness, not infection »» tyee; o 1 2 3 4 5
U dental probiems ﬁilings,l root canals, dentures 0 1 2 3 4 5
e Snaciy:
0 surgery = ype: 0o 1 2 3 4 5
W injury / accident = type: 012 3 4 5
LU pregnancy / childbirth 012 3 4 5
(2 menopause 0 1 2 3 4 5
L1 start or change of medication / vaccination 0 ; 5 3 4 5
w - medication name:
(1 blood transfusion 0 1 2 3 4 5
[ aleoho! or drug abuse o
O family probiems = specify: 0 1 2 3 4 5
W I?fss ‘::cii F:IESS of someone close to you 0 1 5 3 4 5
U change in marital status ~ speciy: o1 2 3 4 5
[ financial set-back 0 1 2 3 4 5
{1 emotionat problems == specify: 0 1 2 3 4 5
U physical, emotional or sexual abuse fssues 0 1 2 3 4 5
U change ip place of residence s 1 s 2 4 5
= (Incalion) from fo
{1 renovation(s) at home « specify: 6 1 2 3 4 5
(1) chemical / toxic exposure O pesticides O solvenis O other
as an adult » spscify: 0 1 2 3 4 5
() chemical / foxic exposure O pesticides O solvants O other
in childhood = spscify. 0 1 2 3 4 5
(2 change in workplace 0 1 9 3 4 5
==+ (location} from fo
[ renovation{s} at work = spacify: 60 1 2 3 4 5
( change in jobw= escription) from o 0 1 2 3 4 5
==if stopped working, please specify date fast worked
L other events / liinesses (please specify)
4, 1 Z 3 4 5
{ 1 2 3 4 §
] 1 2 3 4 5
0 1 2 3 4 5
0 1 2 3 4 5

Environmaental Health Clinke, Sunnvbrook & YWomen's Colfeas Health Sciences Canlra Fage 3ol 20



Please summatrize, in order from birth to present, using additional paper if necessary:

Health History Summary
From Birth to Present

ALL SURGERIES, HOSPITALIZATIONS, SERIOUS, RECURRENT, OR CHRONIC ILLNESSES, INJURIES you
have had, If females, include any PREGNANCIES and ANY COMPLICATIONS.

Age
{start at Lirth}

Year
{approx.)

Summary of Health Problems
List surgeries, hospitslizalions, seriotis, recurrent, or chronic ifinesses, injunies
{6.g. proumonia, TB, wlcer, gall bladder irouble, hepe'its, elc.)

For Office Uise ONLY

Envirnmental Health Clinie, Sunavbrcak & Women's Colleae Health Sciences Cenfre

Pae 4ol



Help for Health Problems

What have you found MOST helpful for your present health problem(s)?

How many visits have you had to your continuing care family physician in the last 12 months?

What other doctors have yau seen besides your continuing care family physician? (please check alt that apply)

v Type of Physician Name

Reason{s} seen

When
specily year(s}

No. of Vislts in
last 12 manths

Allergist / tmmunclogist

Cardiclogist (Hear)

Dermatologist (ki

Endocrinologist (Gland)

Environmental Physician

Gastroenterologist
{Stomach / Bowel)

General Surgecn

Gynecologist

Hematologist (Blood)

Neurologist

Occupational Physician

Ophthalmclogist {Eie)

Orthopaedic Specialist (Bons}

Ofolaryngologist
{Ear, Nose, Throat}

Physiatrist frenab)

Psychiatrist

Respirologist (Lung)

Rheumatologist {Joint / Muscle)

Other(s) (pfease specify)

What other health care professionals / providers have you seen? (please check aff that apply)

v | Type of Health Care Provider Name

Reason(s) seen

When
specify yaar(s)

Mo. of Visits in
fast 12 months

Acupuncturist

Chiropractor

Dentist

Dental Hygienist

Dielitian

Herbalist

Homeopath

Massage Therapist

Naturopath

Nutritionist

Occupationai Therapist

Optometiist

Physiotherapist

Psychologist

Public Health Nurse

Respiratory Therapist

Social Worker

Other{s) (please specify)

Environmental Heaith Clinic, Sunnybrook & Women's Colleas Heallh Sciences Centre
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Body Systems Survey

In general, how has your health been in the last 12 months?
U excelent verygood [ good O satisfactory [ fair 2 poor [ extremely poor

Have you had'any of the following symptoms in the last 12 months? jpieass crisck ail that-apply) -

1. Constitutional and Endocrine (Glandular) Symptoms
3 night sweating =~ How often?

[ excessive dayfime sweating = Triggers?

il unexplained bedy cdour

W] feeling cold »= How often?

[ cold hands / cold feat » How often?

[ fever = Degree {jn °C / °F) a How often?

{1 significant weight gain = when?
How many poungs or kifograms? in how fong?

1 significant weight loss = When?
How many pounds or kilograms? In how long?
If normal energy is “9-10," in the last 12 months, on average, what energy have you had?
On a good day? {10 > Number of good days / week
On a bad day? 10 = Number of bad days / week
On average, how tired have you felt {in the ast 12 months} compared to when you were last consistently well?
U nodifference L) alitle moretired () somewhatmoretied [ a lot more tired

Is your tiredness relieved by rest? Ne dves = yes, O aways O somefimes

On average, how much is your tiredness relieved?
O alile Osome Oalot O complelely

In the last 12 months, how many hours per day of useabie energy have you had on average (i.e. able fo do-activifies)?
Onagood day ™+ Number of hours:
Onabadday = Number of hours:

In the past 12 months, on average how many days a week have you spent most of the time in bed unable fo do
activities?

In the past 12 months, on average how many days a week are you unable to socialize due to symptoms?
2. Nervous System Symptoms
(if you have noticed anything triggers your symptoms or helps relieve them, please specify)

Triggers Helpers
U migraing = How often? Location:

Associated vision changes? »+ (O No O Yes {please specily)
other headaches »+ How cften? Location:
Type {please speciiy)
epileptic seizures

bumping info things, clumsiness, unsteadiness on feet
lightheadedness

dizziness (spinning)

unexplained falls

“pins and needies” feelings

COoCcooc0o0 g

> see next page

Environmental Health Clinic, Sunnybrook & Women's Coleqs Heatth Sciances Centre Pane Gal 20



Have you had any-of the' foltowing: symptoms

in.the last 12 months? (pledse check atihat apply)

2. Nervous System Symptioms fcontinued]

{if you have noticed anything triggers your sympioms or helps relieve them, please specify)

000000 go00d0oud0ogydooo

Q

Triggers
dult, groggy

Helpers

spacey

difficulty concentrating

trouble finding words

forgetfulness of recent events

difficuity leaming new information

anxiety, tension

excessive fears

panic attack(s)

difficully sitting still, resttessness

mood swings

Depression =» Please rale on average from 1=very miki {o 10=suicidal
{eifcleone) 1 -2 -3 456 -7-8-9-140

feeling excessive gulilt

loss of inferest

hopelessness

feglings of harming yourself

increased irtability

tendency tc excessive anger

Sleep Problems:

QO sleeping more than usual O sleeping less than usual
==+ average number of hours slept per night

w average nuimber of hours slept in 24 hours

O problems gefiing to sleep

3 inferrupted sleep / problems staying asfeep

O snoring

O nightmares

() wakening unrefreshed

O jerking of limbs

other(s) (please specify)

3. Eyes, Ears, Nose, Throat (if you have noticed anything triggers your sympioms or helps refieve them, please specify)

®Eyes [ dark circles

Sympfoms Triggers

Helpers

3 itchy

[ buming, watering

(3 sticky, discharging

U redness

A gifficu lty focusing / blurred vision

L) toss of vision

L3 eye pain

O swalling of eyelid(s)

) sensitivity to light

! other(s) {plesse specify)

Environmental Heallth Clinic. Sunnybrook & Woman's Colleas Health Sciences Centre

Page 7ot 2)



Have you had any of the following symptoms in the last 12 months? (vease check al that apoly)

3. Eyes, Ears, Nose, Throat fcontinued]
{(if vou have naticed anything triggers your symptoms or heips relfieve them, please specify)

Symptoms Triggers Hetpers

@Ears [ ichy

4 infsction = when?

Q fiuid ieaking

[ fult or blocked sensations in ear(s)

() decreased hearing

(3 ringing (tinnitus)

U sensitivity to noise

| other(s) {pfease specify)

@Nose [ itchy

) burning

| sneezing, running, congested, postnasal drip without a cold

a bleeding

) sinus fullness or stuffiness

(] sinus pain or discharge

L upper respiratory infection (cold)
= rumber of months (in last 12 months) you had a cold
= zverage duration

W stronger sense of smell than the average person

L smells are sickening
»+ please specify which smeil(s)

4 other(s) (please specify)

Mouth, () cold sores

Throat [ itchy

L) cankers

D bad or metatic taste

(3 coated tangue

a gum problems

) dental or denture problems ==+ speciiy:

[ root canals = Number:
== Problems;

) unexplained bad breath

U sore throat

[ hoarseness or loss of voice

a other(s) {please specify)

- See next page

Emvironmental Heallh Clinic, Sunnybitook & Women's Colleoa Health Scionces Cealie Pane & of 2



- Have you had any of the following symptoms . - -

in the last 12 months? (please check a 1hat apply) = -~

4. Lungs (ifyou huve noticed anything triggers your sympioms or helps relieve them, please specifi)

Symptoms

cough

phiegm

tight chest
wheezing
shortness of breath

Looooo

other(s) (pfease spacify)

Triggers

Helpers

5. Heart and Circulation (i you have noticed anyihing triggers your symptoms or helps refieve them,

Symptoms
unexplained fast heartbeat

irregular heart beat
palpitations (heart pounding)
chest pressufe / pain

O

heart mummur {please specify)

Triggers

please specify)
Heipers

biood pressure problem (please specify)
unusual flushing

colour changes in fingers
easy bruising

bleeding tendency
varicose veins

COC000U0000COo

other(s) (please specify)

6. Gastrointestinal (stomach and bowel)

{if you have noticed any{hing iriggers your symptoms or helps refieve them, please specify)

Symptoms
appetite change » (O increase (O dacrease

nausea
burping / belching

heartburn

upper abdominal pain

galt bladder problem

yellow jaundice

bloating

flatulence (sxcess gas)

lower abdominal pain / discomfort
constipation

diarrhea

mucous in stools

btack tarry stools

blood in stools

rectal itching / burning
incontinence of stool .

hernia {specify type)

Triggers

Helpers

CCocgooooodooodOoooo

other(s) (please spacify)

Envimnmental Health Chnic, Sunnybrook & Women's Colege Haalth Scienees Cantre
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Have you had any of the following symptoms in the last 12 months? (olease checl all that anphy

7. Genitourinary (if vou have noticed anything triggers your symptoms ov helps relieve them, please specify)

o000 o0E0

©

Symptoms
bladder infection «» number of infections in last 12 months
passing your urine more frequently

pain / discomfort when or after passing urine
discomfort in lower abdomen associated with urination

getting up at night to pass your urine == How many times a night?

feeling as if bladder is not totally empty aiter voiding

leaking urine (e.g. when coughing or laughing)
decreased sex drive

sexually fransmitted disease

=+ if you ever had i, please specily the lype{s) and year(s)

Have you ever had tesi{s} for HIV?
O No [ Yes = resuil(s) and the year(s)

other{s) (please specify)
For Men Only

4 problems starting flow of urine

() stower flow of urine

W discharge from penis

2 trouble getting or sustaining an erection
L discomfort in testicles or base of penis
U umpis) in testicle(s)

| prostate problem (pfasse specify)
For Women Only

d vaginal discharge =+ colour
 if you ever had vagina! infection{s), speeify the year(s), # of infections & lypes

| vaginal itch

Do you still have periods?
No =+ specify the year stopped
dvYes= O imegular O ragular — every

-Usual length of periods = days
-Usual flow = O light O moderate O heawy

[ painful periods with cramps
A pms {premenstrual symptoms) = (specify)
J ovary pain or problem

»+ Have you ever been diagnosed with ovarian cyst{s)?
O No O Yes »» When?

-+ (O hysterectomy O menopause

days

Triggers

Helpers

D painful infercourse
Approximately when did you have your last Pap-smear (s.g. Janvary 2003)?

(U breast problem = O pain

O Ilumpls}or tysi(s)
w= | you have ever had lump{s) or cysts(s) treated,
please specify resullfs) and the year(s)

Have you had mammogram(s)?
dNo [ ves = please specify the year(s) and resuif(s)

Envirnnmental Health Clinic, Sunnvhirooi & Women's Collzae Heallh Stiances Centre
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Have: 'you had any of t_h’"'--'followmg symptoms
- inthe last 12 months? (pleass check all that appfy)

8. Musculoskeletal (ifyou have noticed anything triggers your symptoms or helps relieve them, please specify)

Symptoms Triggers Helpers
(3 muscle discomfort / pain not refated to over-exercise
O upper body left side O upper body right side
O lower body left side O lower body right side
(O nack muscles (O mid back O lower back
L) muscle pain after exercise associated with activities of daily fiving {e.g. doing taundry,
walking up stairs, etc.)
= number of hours of pain OR number of days o pain
[) fatigue after exercise associated with activities of daily living {e.g. doing laundry,
walking up stairs, etc.} ** number of hours of fatigue OR number of days of fafigue
(J number of minutes you can comfortably walk per day
=+ on agood day on abad day
[ generalized muscle weakness = O constant (O off and on
[J weakness in particular muscles > please specify whore
3 joint problems = please check alf joints that have been painful, swollen or red;
painful | swollen | red painful | swollen red
laft shaulder nght shoulder
left elbow right elbow
left wrist right wrisl
left hand right hand
Jeit fingers right fingers
lait hip right hip
teft knse right knes
|l anile right ankle
lett fool right foot
i leftloes fight toes
[J back joint problems =+ (O neck O upperback (O midback O lower back
u other(s) (piease specify)
9. Skin (ifyou have noticed anything triggers your symptoms or helps relleve them, please specify)
0 generalized itching  OR (3 itchy areas =» pisass specify:
L hives
) unexpected hair loss = plsase specify where:
p
[ excessive dry or flaky skin
1 eczema
(3 acne »» antibioticused? O No O Yes — length of fime used:
() psoriasis
[ athlete's foot or ringworm
O nail problems =+ please specify (e.q. fungal Infection, etc.):
Q cracking heels or finger tips
W pre-cancer spots == If you have ever had a skin cancer removed,
please specify type(s) and the year{s)
W other(s) {please specify)
IMMUNIZATION HISTORY
Have you had the following immunizations?
QX BCG (for TB) [ Tetanus = Yearof tast booster:
[ Hepatitis A (1 Polio we Year of last booster:
1] Meningitis (Q influenza = Year f last booster:
[ Chicken Pox L) Hepatitis B w Year of last booster:
1 Rubella L Other(s) = (ploase specify)
Environemantal Heaith Clinic, Sunnvbraok & Wormen's Colisne Health Sciences Centre Pana 11 of 20



Family History

Relative

¥ Living

If Deceased

Present Age

Prasent Heatth Problems

Past Health Probiams

Main Qecupation

Ageat Death

Bate of Death

Mother

Father

Sister(s)
fin aga order from oides! fo vounges)!

Brother(s)
{in age order from ofdest lo younges}

Spouse or Companion

Previcus Spouse
fil applicabis)

Daughter(s)
{in ape order from oldes! io youngest]

Son(s)
{tn aga order fom oifest b youngast)

mother

mothet’s father
(maternal grandfather)

mother's mother
{maternal grandmothar)

Country of hirth:
father

father's falher :
{patemal grandfather}

father's mother
{patemat grandmaother}

Has any blood relative of yours ever had any of the following conditions?

* Please check all that apply and specify relationship — immediate relatives (e.g. parents, brothers, sisters, chiidren} and

extended family {e.g. grandparents, aunts, uncles, cousins, etc.) on your mother's and father's sides.

* Please also specify type of condition {e.g. of cancer) or known friggers {e.g. of allergies).

v Condition

Immediate
Relatives

Extended Family
(Mother's side)

Extended Family
(Father's side)

Type or known friggers

Addiction

Aliergies

Afzheimer's disease

Asthma

Bleeding tendency

Cancer

Chronie lung disease

Diabetes

Glzucoma

Hearl disease

High biood pressure

Migraine

Nervous trouble

Stroke

Suicide

Thyroid trouble

in your famlly?

Any clher disease{s) that run{s}

Environmental Heaith Clinie, Sunnvbrook & Woman's Celleae Health Selancas Centa
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Exposure History

COMMUNITY
. {within 300 m- about 3 If you have ever lived nearby, please write the

:f:trezaghl of the items Do you presently live nearby mid-sized city blocks) number of years in the appropriate age group{s).
I elow; Age:[ 05 [ BA7 [ 1840 | 4164 | 65+
Heavy traffic JNe  Yes foioose specity) L] highway [ busy street
Vehicle idling arsa ONo  OVYes (ploasa specityt  Uauto O bus / truck
Dump stte(s} [INo ] Yes fpoasa specity ypes)
Areas sprayed with pesticides: [l No L] Yes (pease specify typs)

&.9. Fam(s), Orchard(s), Golf Course
Industrial planf(s} O No [ Yes  (iase speciy types)
Poliuted lake / straam ONo  []ves {ploase specily typss)
Nuclear power piant ONo  [Yes
Electricity towers (1 No [T Yes
Airport ONo  [OYes {pleass name}
Celiphone fowers (ONo  []Yes How many?
Other pofential hazards  [INo [ Yes  (oiease specty e )
Commute ONe O Yes Howlong boitrways? min  Type of transportation;

Do you protect yourself from excess sun exposure? [ rarely {J occasionaly O oftenfaways (3 using clofhing T sun block

Use tanning bed? L] No{J Yes (How offen?) Use tanning solutions? L1 No U Yes  (How often?)

HOME & HOBBY

How leng have you lived in your present residence? How old is it?

Is your residence? £ On a First Nations reserve=> {pleaze nama) Mhouse (detached) 1 house (semi-detached) 0 mobile home
{Japertment = Cbasement #of floors_ yourfloor . Onwhat floor s your bedreom? Age of your mattress

Do you use dust mite-proof.  Pillow cover{s)? ONo (1 Yes  Mattress covers)? T No D Yes
Ownership? Oownerocoupied  [Crental [Ocoop [ public housing
How is your home heated? [Jforcedalr £ hot walerradiators [ space heater [ baseboard heaters {1 other

What type of fuetis used for heating? [J nafuralgas ol Owood U elecricily [ propane
Has your home or apartment buiiding been tested for radon? 0 No O Yes
Have any renovations been done since you've moved in? ] No 1 Yes-> When? What?

Doyouuse: U cenfral vacuum? [ HEPA filter vacuum? [0 other vacuum? (please spesify)
What is your water source for bathing? lcity U well [ other {please specify)

What product{s) do you usually use in your home? (please spacify brands)
bathtoom cleanser floor / wall cleanser window cleaner

laundry detergent liquid fabyic softener dryer sheets
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For each of the items listed below, do you presently haveluse:

Besement cracks or dint floor

Damp, musfy basement or cravl space

Wet windows or outside cioset walls
{condensation)

Water leaks or water damage
Visible mould

Crurnbling pipe insulation
Flaking palnt

Stagnant stiffy air

(as or propane stove
Cther gas appliances
Microwave

Wood stave or fireplace

Air conditioning
Electrostatic aff cleaner
Other air deaner(s)
Deodorizer

Carbon Monoxide Detsctor
Smoke detector

Smoking at home
Smoking in car

WiFi f Routsr

Smart meter

Carpels

Vinyl incleum

Pesficides

Pets

Pets steep in your bedroom
indoor plants

Garage

Fumiture stripping / refinishing
Home renovating {hobby)
Art work

Other non-occupational activities with
exposure to foxic chemicals (hobbies}

[t No

UNo

L1 No

1Ko
[J No
O No
£i Neo
U Ne
1 No
01 No
[1 No
ONo
T Ho
C o
O Ne
LI No
ONo
LiNo
ONo
LINo
U No
O No
ZNo
U Mo
i1No
Ui No
1 o
f1No
O Ne
[ No
i1 No
O Ne

O Ne

Age:
O Yes {cicle which one or bothj
[1Yes (circle which one or bolh)

o Yes -> Oslight Ozevers

{1Yes ~» Oslight O severe - Whare?
T1Yes = Oslight O severe < Where?
L1Yes -> Oslight O severe

[1Yes — Oslighl O severe

HYes = Oslight Osevers

[I¥es felrcle which one or boil)

(1Yes {please specify)

(1Yes

11 Yes (cicle which one or both)

0O Yes - O cenlral O individual rooms

Yes

NYes (please specify}

O Yes {please specify)
£l Yes -> How many?

U Yes = How many?
3 Yes < Who smoked?

0 Yes - Who smoked?

[1Yes > When did you install?
L Yes > Whers?
1 Yes = Where?

{1Yes ~>Whara?
[1 Yes ~>Whera?

How oid?
How ald?

Lt Yes {plsssa specify kind & number}
0 Yes

(1 Yes-»
{1 Yes > O aftached
Ol Yes (plewse specify type)

Row many?

U underground

0 Yes {pleass spacify ypa)
0 Yes {ploase specify fypa)

O Yes (please speciy type)

What hobibies do members of your household have?

Do you participate in sports? 01No 01 Yes {please spectfy what & how offen)

Ontarfe Cellege of Familly Physleians »  Envirenmental Health Clinic
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OCCUPATION

Do you presently do volunteer work and/or work for pay?
O Yes [ No

| B Volunteer work -> Number of hours per week: Type:
74 [ Work for pay <> Number of hours per week:

" O Unable to work for pay due to health problems —> Date stopped work:
Reason(s);
[ On disability benefits - [J ODSP (J CPP I WsiB
{1 Other (please spacify)

Disability claim [ unresoived

O permanently denjed

Starting with your present or most recent job, please list all of the paying jobs yeu have ever had (including summer
jobs). Please use additional paper if necessary.
* Please list the significant chemicals, dusts, fibres, fumes, radiation, biclogic agents (e.g. bacteria, moulds, viuses), electromagnetic fields and
phySical egents (e.g. extreme heal, cold, vibration, noise) that you were exposed to at this job.
= Pleasa list any protective maasures 1aken {e.9. showerlng at work, larndering clothes at work, ele.) or protective equipmend used (e.0. gloves, apron,
mask, resplrator, hearing proteciors, elc.).

Frem-| To | JobTHle& « | ProtactiveMeasures [
Company Name & Work Location . Mt/ Yr | MR/ Yr Description Exposures Equipment **
1. / f
4 ! /
3 { /
4 ! !
5 / !
& f !
7. / !
Have you ever served in the military? 0 No O Yes -> when? where?
The following questions are about your present or most recent work environment:
Age of Building: Mumber of Flotrs: Approximate number of cccupants:
Neighbourhood: O rral O commercial O industrial  Smoking allowed on properfy? 0 No O Yes
Which of the following are / were on the same floor as your work station in your present or most recent work?
0 banks of computers D WiFi O unvented copy machines O partitions or room dividers
O central air condifioning O windows that open {0 camets > How old? O co-workers wearing perfume

Please specify symploms

O number of co-workers complaining of feeling ill at work

Can / could you smell odours from the following in yeur present or most recent work environment?
[ laboratery O cafeteria [0 manufacturingarea [0 idling vehicles 1 parking garage

Have any of the following occurred in your work environment over the past 12 months or the last 12 months you
worked in vour most recent job?
D use of pesticides - O indoors O outdoors 11 fire, smoks O flood, waterleaks 3 carpet cleaning
{1 new flooring, furniture, etc. {pleass specify) O painting 3 deodorizer use
{1 construction or [J renovation or O chemical spill, leak (piease spaciy)
[1 sirass {please spevify}

—_—
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SCHOOL

{Complete this form only if you are going o schoo!
OR if your child is the palient and is gohg to schoof}

O not applicable to me

Personal or Child’s level of education (Please check one)
No formal schoaling [T Some primary [0 Complated primary O Scme secondary or high school L Completed secondary or high schoof 1)
Diploma/Apprenticeship £1 Some University L1 Completed University degree (please specify)

How old is your or your child's schoal? Number of floors: ____ Number of occupants:

Have additions been made fo the original building? {0 No O Yes - When?
Number of pertable classrooms in use:__ Hours per day you or your child spends in a portable classroom:

Scheol nelghbourhood: O rural 01 suburban O urban
s your or your child’s schooi lovated near (within 300 m or about 3 city blocks) of any of the following:

Heavy traffic B No 3 vYes (please specify) 0 highway [ busy streat
Vehicle idling area 1 No O Yes {please specify) O auto [ bus / truck
Cump site O No O Yes {pisase specify fype)

Farm{s) 0 No O Yes (please specify fyps)

Industria! plani{s) 0 Ne [ Yes {please specify fype)

Polluted lake / stream 0 No 11 Yes (ploase spacify type)

Nuclear power plant 00 No O Yes

Electric towers 0 No 0 Yes

Cell Towers 0 No O Yes

Other potenfial hazards 0O Ne O Yes {please specily type)

Which of the following does your or your child’s school have? (Please check al that apply)

O carpeted classrooms O central air conditioning I artroom--exhaysthood? [ONo  [lYes
O unvented copy machine(s} O windows that open O lahoratory —exhaust hood? (I No [ Yes
0 flaking paints 0O mouldy smell [ workshop — exhaust hoed? T No Oyes
O laptops (3 WiFi hubs  When instalied?

Have any of the following occurred in your or your child’s schoot during the current or last schoot year?

(Please check afl that apply)

O carpet cleaning {1 consfruction U renovation {1 painting

[ new flooring or furniture (please specify) O flood, water laaks O roof tarring
O use of pesticldes / herbicides = O indoors  {J outdoors

Are the following products used in your or your child's school during the schoo! year?
(Piease check all that apply)

0 deodorizers O furniture wax or polish 0 odourous cleaning products
O deodorant sprays (] floor wax 0O scented washroom soap
0 spray paints G permanent markers 0 strong-smelfing art supplies

Does your or your child's school have a policy regarding the use of personal scented products by staff and students?

O No O Yes (please specify) = [ prohibition of scented products 0 encouragement of unscented products
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Exposure History

PERSONAL

Natural Inhalant Allergies
Have you ever had allergy tests or treatments?
{seasonal pollens, animal danders, dust, mites, or moulds)?

0 No 0O Yes I YES, please specify below:

: b " “Treafirents™ - lmpfovementafter'[year
A[:‘Jqprox . Agprox H Ty : e.g aud’danca,shats Oz worse: 1 =nane 2= alitle
Age gar . fmdicabong) * : 3”'surne d=glal’ - -

Synthetic Chemicals

Have you ever had symptoms you linked with exposure to any syathetic (man-made) chemieal at a level that did

not seem to bother most people?

*Linked” means that the symptom started or worsened within 48 hours after you were exposed to something, and/er the symptorn improved or
disappeared after you were no longer exposed to it

*Exposure’ means being near, touching, smelling, breathing in, eating, drinking, swallowing or injecting something,

1 No If YES, please spec;fy chemical(s) and symptom(s) befove {p!ease use additional paper, i necessary).

. ) With avoidance, howlong for
Symptoms Lmked wﬂh i Presenﬂ : Affected?
Low Level Exposure ] aedie 2s simewhat 3=alt s?mng’lﬁg”;iﬁfﬁ?pp:;?

Man-made Chemical

Do you use SCENTED personai or haxr produ cts? fp!aase check) l] No O Yes :‘f YES, p!ease specrfy be!ow
Infrequentiy 0 [ W] 0 O O 0 O

Daily O O 0 ] ] a 0 (1
Smoking History

Do you currently use tobacco {daily or almost every day)?
ONo  OYes {piease spsclfy) > Ocigarettes Ccigars Dpipe  Osnuff  Cichewing fobacco
If YEB, average number per day: # of years: fnterested in a smoking cessation program? O No 0 Yes

If NO, have you ever used tobacco {daily or almost every day)? D No OYes
- If YES, number of yaars you used tobacco: Average number per day:
* Date you last used fobacco regularly: Year
Have you ever experimented with “recreational drugs”? O No DOYes > What drugs?

Whai agefs?
Artificial Materials
How many metal dental fillings / caps do you currently have? sivar/ mercury gold
Have you had silver / mercury fillings removed? O No D Yes - Numberremoved: Year|sh

Do you have a bridge, denture or partial plate? DONo [Yes <> Numberof Year(s):

Do you have other artificial materials in your body? {e.g. pins, screws, plates, meshes, valves, implants, etc.)
ONo D) Yes (please specify)
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Do you have body art? ONo O Yes—> O Tatioos -> Number ; (1 Piercings - Number;

Electromagnetic Fields **Sereen Time™

How often do you use: infrequently Daily

(please circle) neverfrarely | <oncelweek <30 min 1-3 hrs. 4.7 hrs. | 8 hrs prmaore
Cell phone m] 0 0 O 1] 8]
Cordless phone g O J O ] O
Laptop computer o O O 0 | 0
Dasktop computerivideo display unit I n O 0 0 £l
Remote headset ] 8] ] [ 0 [
Wircless Devices {i.e. TV, mouse, N 0 8 0 D =
keyboard}

Blood Transfusion, Immunization Reaction, Travel Illness

Have you had blood transfusion(s)? 0 No O Yes <> Year(s) Circumstances?
Have you had abnormat reactions to immunizations? G No 01 Yes -> Type Yoar(s)
Have you ever experienced significant symptoms when fravelling? O WNo O Yes—

Please specify year, location, symptoms.

Living Situation / Supperts / Stresses

Who lives at home with you?
Are you: Osingle  Omarried/cohabitaing D separated O divorced O widowed

Do you have inner or spiritual beliefs or mindfulness activities which help you cope?
0 No O Yes {please specify)
Are you part of a social or religious community which helps you cope?

T3 No O Yes (please spectly and estimate the number of contadls in the last 12 months)
Who backs you up best with your present health problems?
What other supports do you have?

Type of Stress - Ever hiad it? Spe\crgfz?:ar(é) Comments {e.g who er circumstances involve:
Lass of someans close ONe OYes
Severe illness- someone close INo [OYes
Poverty family income fess than $20, 000 fyr) ONo  OYes
Loss of job DNo OVYes
Change of job or workplace [OhNo  OYes
Househoid mova ONo [TYes
Marriage ONo OYes
Separation [No [Yes
Divorce ONe OYes
Pregriansy INo [OYes
Alechel / drug addiction ONe DOYes
Aleohe! { drug addiction in somaone close ONo Yes
infall ONe DOYes
Physical abuse ONo [iYes
E"éi;”ﬁff ngu:f called names) DNo  DOYes
Sexual gbuse ONo  (1Yes
Other (pfaase specify) ONo [OYes
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Exposure History :
DIET

Who grocery shops? Who cooks?

Please indicate the top 3 foods, snacks, beverages and combinations you typically consume in a week

1e g wheat cereal, sugar and milk}):

Breakfast 1 2 3,
Mid-Moming 1 2 3
Lunch 1 2 3.
Mid-Aftemoon 1. 2 3.
Dinner 1 2 3
Evening 1 2 3.

Do you eat organle food? O No O Yes > circle how ofien: Rarely/About onceiwk/2 Emes/wk/Daily/Several x daily
Do you eat foods with food colouring? U No U Yes - circle how offen: Rarely/About oncefwk/2 timesiwi/Dally/Saveral x daily
Do you use artificial sweetener? C1No [ Yes > On average, how many days per week? How many fimes par day?

Do you eat fish or seafood? [INo [IYes > on average, how many days per waek? ___ How many times per day?
Type(s) of fish or seafood saten eq. tuna, shark, swordfish, local fish, salman, fitapia, shimps, oysters, olher.; Wild Farmed_ _

Do you eat hunted game meat? O No [1Yes -> Type_ Onaverage, how many days per week? ___ How many limes per day? ___
How much of the following beverages do you consume regularly and have you linked any symptoms?
{1 water > Number of 8 oz glasses per 24 hours Doty Owelwater O charcoalfiltered O distified
O reverse osmosis I botlled (glass} [0 boftled (plasticy  Any symptoms linked?
(1 beer, ale > Number of 12 oz botlles per week Any symptams linked?
[l wine > Number of 6 0z glasses per wesk Any symptoms linked?
O spirits {e.g. whisky, rum, gin, vodka) -» Number of 1% 0z drinks per week Any symptoms linked?
{J coffee = Number of 8 oz cups per 24 hours Any symptoms linked?
O tea -> Numberof Bozcupsper 24 howrs __ Please specify type? Any symptoms finked?
{J sodas—> Mumber of drinks per 24 hours Please specify Any symptoms linked
Ueola = Numberof1Zozdrinksper24hours _ Dregular Odist  Any symptoms linked?
0 energy drinks > Number of 12 oz drinks per 24 hours __Amount of caffeine/drink_ Any symptoms lnked?
(1 other(s) (olease speoiy) Any symptoms linked?

Please list faods / beverages that do not agree with you (e.g. stuffy runny nose, headachs, heartburn, bloating, dfasthes, sleepiness,
difficulty thinking or cnnoentratang eto.) or trigger allerg:c reactions {e.g. hives, rashes, shoﬂnass of breath, wheezing, anaphyiads, etc.}:

List feods / baverages  What pru_b-lem TR wé;ﬁm:’ df;(:;g;(;g?for‘ Approximately how qﬂen.da you est / drik them?
that a1 a problem do they give you? Mns“| Hs. “{ Days | Never [ Cocasionally | Dally | > onceaday

Please list any foods |/ heverages that you crave of heip you to feel better

lLtisatzf;:):uds_c_r,,a1J bevg:a}g;: Timels) ofcraving |- i problem{s), i ary, do- | Avproximately how oten o you st dirk them?
you'ta fes! betler o - {hey 9“"9 YUU? " | Mever - Occas:onaliy Da1ly > oncaaday

' 2
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DRUG

Please list all PRESCRIPTION medicatlons you currently take on a regufar basis, including birth eontrol pills and allergy injections

{please use additional paper If necessary): _ _ _
' _ Dosa - Y| Howoftendoyou | Howlong have | If you have side effects, please
{e.g.mg, ml, 1)} - . takelt? you faken 7 ' specy

‘Name of prescription medication

Have you ever taken steroids? [ No 1Yes = [INoseSpray Olnhaler 38y Mouth

Please specify when

Have you ever taken antiblotics for more than cne menth? ONe  DVes -

List condition{(s) When Name of antibiotic(s)

Have you ever used anfifungals?? 11No O VYes -> 3 By Mouth t 1 Cream/Gel €1 Shampoo

List condition{s) When Name of anfifungal{s)

Please list all NON-PRESCRIPTION medications you currently take on a regular basis, including vitamins, minerals, herbs, remedies, etc.
{please use qdditional paper if necessary):

Name and brand of E . Dose ) How.often da your How fong have | i you have side effects, please
non-preserption medication . {eg -mg,mi1th - taked? “you taken it? specify

Drug Adverse Reactions: Please [fst ANY medication / anaesthetic / immunization you have had to stop taking because of side effects or
allergle reactions:

Name of meglcation / anaesthetic / Type of side effects or allergic reaction Treatment of side effecis or - | - a1 Year
immunization that caused you to stop i reactions g '

12, Have you EVER had an emergency Injection of adrenalina (epinephring) for a reaction to any medisation, food, insect sting, or other substance?

ONo  [tYes < What year(s)
To what?

Do you have an EpiPenor Twinject? [t1No  [1Yes = When was it prescribed?
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