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NATURAL MEDICINE INTAKE FORM

Natural Medicine takes a holistic approach to health and healing.  It takes into account not only your current physical symptoms, but also other current factors and those from your past that  may be impacting your health.  In order to provide you with individualized comprehensive health care, we ask that you complete this initial intake form so that I can better understand and treat your health needs.  All information included here is kept confidential.  Please complete this form in entirety to the best of your ability.
Name: ______________________________________  Today’s Date____________________________
Date of Birth:__________________________(Month/Day/Year)   Male ______  Female _______

Address: ____________________________________________________________________________________
Postal Code: ___________________

City: __________________________________

Phone Numbers: Home: _________________  Cell: ______________  Work: ____________________
May we leave messages relating to your visits?    Y/N   Which phone number? _______________________________

Email Address: _________________________________________________________________________________

Emergency Contact _______________________________ Relation: _______________________
 Ph #: ________________

How did you hear about our Natural Medicine Services?  __________________________________________________________

Do you have extended health coverage?   Y/ N
Other health care providers you are seeing:

Name: _____________________________

Name: _______________________________
Phone Number: ___________________

Phone Number: ___________________________

Type of Medical Doctor: _________________
Type of Medical Doctor: ____________________

What are your health Concerns in order of importance to you?

1._________________________________________________________________________________
2.__________________________________________________________________________________
3.________________________________________________________________________________
How would you describe your general state of health? ( Please circle one)


POOR

FAIR

GOOD

EXCELLENT


If you are female, are you currently pregnant?   Y / N
Please indicate the number of:  Past pregnancies __________
Miscarriages __________ Abortions ___________

Medical History
Do you have any allergies (Medicines, environmental, food, etc?

___________________________________________________________________________________
___________________________________________________________________________________
Please list any serious conditions, illnesses, injuries or hospitalizations with approximate dates:

___________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
Please list all current medications ( prescription, over-the-counter vitamins, herbs, homeopathics, etc) :

____________________________________________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________
Please list past prescription medications with dates:
____________________________________________________________________________________
____________________________________________________________________________________
How many times have you been treated with antibiotics in the last 5 years? _______________________________________

Were you treated with antibiotics frequently as a child? _______________________________________________________

Do you frequently use any of the following? (Please circle)

Aspirin    -  Birth control pills   -   Laxatives   -   Antacids   -   Diet pills   -  Injections   -   Implants

Do you get regular screenings done by another doctor? (blood, pap, breast exams, etc.)  Y / N
What was the date of your last screening? _________________

Have you had any recent weight changes? If so please describe:

____________________________________________________________________________________
Please list past vaccinations and any adverse reactions:

____________________________________________________________________________________
____________________________________________________________________________________
Family Medical History

Please indicate if a close family member (parent, child, sibling, etc.) has any of the following

Condition


Which Family Member

Condition

Which Family Member
	Allergies

	
	Asthma

	

	Heart Disease

	
	High Blood Pressure
	

	Cancer

	
	Diabetes
	

	Depression

	
	Other Mental Illness
	

	Drug/ Alcoholism

	
	Osteoporosis
	


Diet
Are you sensitive or intolerant to any foods?  Please list and describe symptoms:

___________________________________________________________________________________
____________________________________________________________________________________
Do you  have any dietary restrictions? (vegetarian / vegan / religious etc.)

___________________________________________________________________________________
Please describe a typical diet:

Breakfast ___________________________________________________________________________________
Lunch ____________________________________________________________________________________
Dinner ____________________________________________________________________________________
Snacks ____________________________________________________________________________________
Beverages ____________________________________________________________________________________
Alcohol – how much?    day / week ________________________________________________________________________
Tobacco – form and amount / day _______________________________________________________________________

Caffeine – form and amount / day _______________________________________________________________________

Recreational Drugs – what and how often _________________________________________________________________

Lifestyle
What is your occupation? ________________________________________ Do you enjoy your work?  Y / N
What are your hobbies? _________________________________________________________________________________

Marital Status? ____________________________________________________________________________________
Do you have children? If so, how many and how old are they?

____________________________________________________________________________________
How would you rate your stress level? (please circle one)    MILD 
      MODERATE
  HIGH
What do you do to cope with stress?

____________________________________________________________________________________
How would you describe the emotional climate of your home?

____________________________________________________________________________________
Do you exercise regularly? If so, what do you do for exercise, how much, how often?

____________________________________________________________________________________
____________________________________________________________________________________
Are you exposed to toxins or other hazards (home, work, hobbies, etc.) ? please describe

____________________________________________________________________________________
____________________________________________________________________________________
Are you frequently exposed to tobacco smoke?   Y / N 
How would you rate your energy?   POOR
        FAIR
    GOOD
     EXCELLENT

What time of day is your energy the lowest? ___________What time is it the highest? ______________
How would you rate your quality of sleep do you get/ night? ____________  
Do you wake up feeling rested?  Y / N
Comprehensive review of systems
Weight: ___________Maximum weight: __________When ___________ Height_________ Age ____
Please indicate if any of the following are a CURRENT (C) OR RECURRENT (R) problem
SKIN


        
CARDIOVASCULAR SYSTEM

Musculoskeletal System 

 Rashes or hives______
Heart Disease _____



Arthritis or joint pain _____
Eczema______

Angina _____




Broken Bones _____
Acne, boils ______

High Blood Pressure _____


Muscle spasms or cramps __
Night sweats ______

Chest pain _____



Joint swelling _____
Dryness _______

Palpitations _____



Backache _____
HEAD



Gastrointestinal System


Peripheral Vascular System
Headaches _____

Heartburn _____



Deep leg  pain _____

Head Injury _____

Nausea _____




Cold hands / feet

Dizziness _____

Vomiting _____



Extremity numbness _____





Ulcer _____




Extremity ulcers _____

Eye



Abdominal pain _____

Eye Pain _____

Rectal bleeding _____



Neurological Systems
Double vision _____







Fainting_____
Glaucoma _____

Urinary system



Seizures/ convulsions _____
Cataracts _____

Pain on urination _____


Numbness or tingling _____
Bothered by sun _____
Increased frequency _____


Loss of
 memory _____
Redness _____

Frequent infections _____


Involuntary Movement _____
Blind spot or floaters ___
Kidney stones _____



Loss of Balance _____




Blood  in  urine _____


Speech problems _____





Urgency _____



Muscle weakness _______




Hesitancy _____
Ear, Nose, Throat


Female Systems





Impaired hearing _____

Do you do regular self breast exams
?

Infections _____


Date of last PAP _______________









Anemia _____
Frequent colds _____


Male System


Nose bleeds _____


Testicular pain _____




Sinus Infections _____



Frequent sore throat _____

Reproductive system
Gum problems _____


Are you sexually active _____

Dental cavities _____


Pain during intercourse _____






Venereal Disease _____

Respiratory
Cough _____



Blood/Lymphatic Systems
Spitting up blood _____

Easy bleeding or bruising ___
Asthma _____



Lymph  node swelling _____
Pneumonia _____


Discharge _____
Emphysema _____

Shortness of breath _____

Comments: 

____________________________________________________________________________________

____________________________________________________________________________________
NUTRITIONAL EVALUATION STATEMENT

CLIENT STATEMENT

For the exclusive use of Nutritional Consulting Practitioners, who are Professional Members of the International Organization of Nutritional Consultants

I hereby attest to the following:

1) That I am here on this, and any subsequent visit, solely on my own behalf and not as an agent for any federal, provincial or municipal agency on a mission of entrapment or investigation

2) I fully understand the Nutritional Consulting Practitioners (NCP’s) are not medical doctors, and I am not here for medical diagnostic or treatment procedures.  If I have any health problems, health condition, or disease, I am now being advised not to postpone or delay getting competent medical advice from a licensed doctor of medicine.  I understand and agree that any services rendered by an NCP is not designed to cure or prevent any disease, or for any act for which a medical license is required.

3) The services performed by an NCP is at all times restricted to consultation on the subject of nutrition intended for building wellness and does not involve the diagnosing, prognosticating, treatment or prescribing of remedies for the treatment of disease, or for any act for which a medical license is required.

4) Most doctors leave nutrition alone because they have not studied nutrition in great depth.  We leave disease alone because we are not licensed to treat disease.  However, we can recommend what we would do regarding diet improvements to facilitate normal physical and spiritual health.  If, as a consequence, your diseases should diminish then so much the better.

5) In natural healing methods, it is not necessary to pinpoint diseases.  Nature heals when the body is normalized and natural foods and supplements are taken in place of toxin-producing substances.  We believe it is not important to name diseases.  It is much more important to start individuals back on the road to proper nutrition and other healthful habits
6) This agreement is being signedb voluntarily and not under duress of any kind

Signed ________________________________________________ Date: ________________________

Print name __________________________________________________________________________

Address_______________________________________________ City: _________________________

Postal Code _______________________  Ph (H)_________________ (W) _____________________

Fax ________________________________ Email _________________________________________

Age __________  Weight _____________  Height ___________ Occupation ____________________
Referred by ________________________________________________________________________
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