
Linda McNulty, PHom, CNC
Form I- New Client Information

First / Last name: Date: ____/____/____

________________________________________________

Occupation: _______________________________________

Address
with City, State, zip:
_____________________________

_____________________________

_____________________________

Phone number:
___________________________

Age: _________

Date of Birth: ___/____/_____

Email:
________________________________

I understand that Linda McNulty, PHom, CNC is not a medical doctor, and cannot
prescribe medication nor diagnose or treat any medical conditions.
I understand that I am solely responsible for my health and that Linda offers
supportive services including education and recommendations and that any advice
that I take complies with my own free will.

Signed: ___________________________________________________________
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Linda McNulty, PHom, CNC
Form II - Current Health &Medical History

Name:______________________________ Date: ___/____/_____

What are your most pressing issues? Please list your top three complaints:

1) _______________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________

2)_______________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________

3)_______________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
________________________________________________________
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When did you begin having these issues, even in a very mild form?

1) _______________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________

2)_______________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________

3)_______________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
________________________________________________________
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Please list any prescription & over the counter medications you are currently taking:
Also list any prescription & over the countermedications you have taken recently:

medication:__________________________________________________
date started: __/___/___
condition it addresses:__________________________________________

medication:__________________________________________________
date started: __/___/___
condition it addresses:__________________________________________

medication:__________________________________________________
date started: __/___/___
condition it addresses:__________________________________________

medication:__________________________________________________
date started: __/___/___
condition it addresses:__________________________________________

medication:__________________________________________________
date started: __/___/___
condition it addresses:__________________________________________

medication:__________________________________________________
date started: __/___/___
condition it addresses:__________________________________________

medication:__________________________________________________
date started: __/___/___
condition it addresses:__________________________________________

medication:__________________________________________________
date started: __/___/___
condition it addresses:__________________________________________
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Please list any supplements and herbs youare currently taking:

supplement/herb:______________________________________________
how long been taking: _____________
condition it addresses:__________________________________________

supplement/herb:______________________________________________
how long been taking: _____________
condition it addresses:__________________________________________

supplement/herb:______________________________________________
how long been taking: _____________
condition it addresses:__________________________________________

supplement/herb:______________________________________________
how long been taking: _____________
condition it addresses:__________________________________________

supplement/herb:______________________________________________
how long been taking: _____________
condition it addresses:__________________________________________

supplement/herb:______________________________________________
how long been taking: _____________
condition it addresses:__________________________________________

supplement/herb:______________________________________________
how long been taking: _____________
condition it addresses:__________________________________________

supplement/herb:______________________________________________
how long been taking: _____________
condition it addresses:__________________________________________
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Have you ever taken homeopathic remedies? For what conditions?

remedy/remedies:____________________________________________________
condition it addressed:________________________________________
effective?__________________________________________________

remedy/remedies:____________________________________________________
condition it addressed:________________________________________
effective?__________________________________________________

remedy/remedies:____________________________________________________
condition it addressed:________________________________________
effective?__________________________________________________

remedy/remedies:____________________________________________________
condition it addressed:________________________________________
effective?__________________________________________________

Anything else you’d like to share?

_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________

Thank you for filling out this form.
I’ll see you soon! - Linda
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