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New Patient Intake Form (this form will allows for typing)

DATE: 

NAME (First/MI/Last)

DATE OF BIRTH/ AGE	

MALE/FEMALE:  

HEIGHT/WEIGHT	

WEIGHT ONE YEAR AGO:  

GENETIC BACKGROUND: African American, Asian, Caucasian, Mediterranean, Native American, Northern European, Other: 

ADDRESS (FULL):

PRIMARY CONTACT PHONE NUMBER:

IS THIS A MOBILE PHONE THAT ACCEPTS TEXT?      Y/N

CAN VOICEMAILS BE LEFT ON THIS PHONE?            Y/N

EMERGENCY CONTACT PHONE:

EMAIL ADDRESS:  

MARITAL STATUS:  Single/Married/Divorced/Widowed

ANY CHILDREN OR OTHER DEPENDENTS LIVING IN YOUR HOME?

ARE YOU CURRENTLY EMPLOYED FULL TIME/PART TIME?  If yes, please list average # of hours worked per week: 


HAVE YOU TRAVELED OUTSIDE THE U.S. IN THE LAST TWO YEARS?  If yes, add date, place and duration of travel.


BRIEFLY LIST YOUR PRIMARY CONCERNS (What brought you here? what bothers you the most?)
	Ex: Acid Reflux














BRIEFLY LIST ANY OTHER SECONDARY CONCERNS YOU HAVE (additional issues that bother you but not as much as the above)
	













IN REFERENCE TO YOUR PRIMARY AND SECONDARY CONCERNS LISTED ABOVE, PLEASE COMPLETE THE FOLLOWING (cell will expand with typing):
	Issue/Symptom (enter P for Primary and S for Secondary)
	Date of onset
	Frequency
	What triggers the symptom
	What makes it better? (Ice pk, heat, rest, diet, etc.)
	What makes it worse (foods, exercise, etc)
	If pain is present please rate from 1-10 (10 is most painful)

	Ex: Acid Reflux (P)
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Additional comments below:

	







PLEASE LIST ALL PHYSICIANS, DIAGNOSIS, MEDICATIONS, VITAMINS, SUPPLEMENTS, OR HERBALS.
	Physician Name
	Diagnosis and Date
	Meds/Potency/
Dosage
	Supplements/
Dosage

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	Include any herbals you are currently taking:
	





PLEASE ENTER BELOW THE INITIAL DATE OF ONSET OR “CURRENT” FOR ANY CONDITION YOU HAVE EXPERIENCED IN THE PAST OR ARE CURRENTLY EXPERIENCING.
	CONDITION
	DATE OR CURRENT
	CONDITION
	DATE OR CURRENT

	Diabetes
	
	Epilepsy(seizures)
	

	High blood pressure
	
	Cataracts/Glaucoma
	

	High cholesterol
	
	Crohn’s disease
	

	Hypothyroidism (Underactive)
	
	Colitis
	

	Hyperthyroidism (Overactive)
	
	Anemia
	

	Goiter
	
	Jaundice
	

	Cancer (type)
	
	Hepatitis (type)
	

	Leukemia
	
	Stomach issues or peptic ulcers
	

	Psoriasis/ Eczema
	
	Kidney disease
	

	Angina
	
	Kidney stones
	

	Heart murmurs
	
	Gall stones
	

	Other heart issues
	
	Multiple Sclerosis
	

	Pneumonia
	
	Stroke
	

	Asthma
	
	Poor Hearing
	

	Emphysema
	
	Liver or Kidney diseases
	

	COPD
	
	Other (explain)
	





PLEASE COMPLETE THE FOLLOWING REGARDING YOUR PERSONAL HEALTH HABITS
	
	Yes/No
	Type
	Duration
	Frequency
	Daily Amount
	Would you like to quit?

	Current Tobacco use
	
	
	
	
	
	

	Alcohol Consumption
	
	
	
	
	
	

	Recreational Drug Use
	
	
	
	
	
	

	Any known Harmful Toxin exposure
	
	
	
	
	
	

	Caffeine Use
	
	
	
	
	
	

	Regular Exercise
	
	
	
	
	
	




PLEASE DESCRIBE YOUR CURRENT SLEEP PATTERNS
	What time do you typically go to bed?
	

	What time do you typically wake up in the morning?
	

	How long does it take you to fall asleep?
	

	Do you tend to wake up during the night? If so, approximately what time?
	

	Do you know what causes you to wake up during the night?
	

	Do you feel like you are getting restful sleep?
	



PLEASE DESCRIBE ANY/ALL SURGERIES YOU HAVE HAD IN YOUR LIFETIME.
	Type of surgery
	Your age at time of surgery

	
	

	
	

	
	

	
	



IF YOU HAVE HAD A BLOOD TEST IN THE LAST 12 MONTHS, PLEASE SUMMARIZE BELOW 
	Summary of blood test results:

	




PLEASE LIST SIGNIFICANT MEDICAL, PHYSICAL, MENTAL OR EMOTIONAL ILLNESSES, DISORDERS DISEASES EXPERIENCED BY YOUR IMMEDIATE FAMILY MEMBERS (EITHER IN THE PAST OR CURRENT)
	Family Member
	Illness
	Approx. Age of Onset
	Managed or cured?
	Age at death (If applicable)

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	



PLEASE LIST ANY TRAUMA YOU HAVE EXPERIENCED IN THE PAST OR PRESENT (This could be physical trauma such as concussions, car accidents, sudden illness causing hospitalization) or Emotional trauma (such as abuse in the past or present (verbal, physical, sexual), grief, bankruptcy or financial issues, involvement or witness to a traumatic event, etc.)
	Incident
	Date and age experienced

	

	

	

	

	

	

	

	

	

	

	

	



PLEASE LIST ANY FOOD, DRUG OR HERBAL/PLANT ALLERGIES
	

	

	

	

	

	



REGARDING YOUR DIGESTION 
	Do you currently experience any of the following:
	Yes/No

	Acid reflux/heartburn
	

	Nausea
	

	Bloating
	

	Burping
	

	Flatulence
	

	Stomach Pain/Side Pain
	



DESCRIBE YOUR TYPICAL BOWEL MOVEMENTS
	Frequency (per day/per week)
	Consistency (hard, loose, pellets, normal, etc)
	Color (black, brown, light brown, etc).
	Do you ever experience constipation?
	Please note if any blood , undigested food or mucous is present in stools 

	

	
	
	
	

	Additional information?






DESCRIBE YOUR TYPICAL URINARY HABITS
	Approx. Frequency
	

	Color (light, dark, etc)
	

	Any instances of blood in urine?
	

	Any odor to urine?
	

	Any experiences with incontinence?
	

	History of UTI’s
	

	History of kidney Stones?
	

	Any feelings of urinary urgency?
	

	Additional information?




DESCRIBE YOUR CURRENT DIET:
	
Types of Food/Drinks
	
# of times per day (d) or Week (w)

	Beef
	

	Chicken, pork
	

	Fish
	

	Animal Organ meats (liver, kidney, etc)
	

	Fried Foods (regardless of type)
	

	Fast Foods 
	

	Restaurant food
	

	Vegetables (any type, raw or cooked)
	

	Any cruciferous veg (Broccoli, Brussel Sprouts, cabbage, cauliflower, etc.)
	

	Dairy (milk, cream, cheese, eggs, etc.)
	

	Gluten (Breads, pasta, pastries, crackers, etc.)
	

	Cooking oils (list type: olive, canola, coconut, peanut, etc.)
	

	Water
	

	Soda (indicate if diet or low cal)
	

	Other drinks (juices, teas, smoothies, lattes,  etc)
	



DESCRIBE YOUR SEXUAL HEALTH
	Are you sexually active? (if yes, # of times per week)
	Do you find intercourse painful, enjoyable, satisfying?
	Do things get in the way of a healthy sex life (kids, work, other distractions)
	Is your partner happy with your sex life?

	

	
	
	

	Additional information?



 


YOUR TREATMENT PROTOCOL OPTIONS
	Types
	Yes/No

	Are you open to taking herbal remedies made with alcohol*?
	

	Are you open to brewing/drinking a medicinal tea as a remedy vehicle?
	

	Are you open to taking herbal capsules as a remedy vehicle?
	

	Are you open to other modalities of treatment? (Poultices, herbal heat application, Creams, salves, etc?
	

	*Herbal Tinctures are typically made using alcohol. The alcohol ingestion as part of a treatment plan is minimal.  Tincture doses are typically from 30-90 drops 3 or more times per day.  30 drops is equal to .03 tsp.



IF FEMALE:

Are you currently pregnant or breastfeeding?

If not pregnant, are you still menstruating?

If no longer menstruating, when was your last period?


IF STILL MENSTRUATING, PLEASE COMPLETE BELOW
	Are you regular each month?
	Average length of menses: (in days)
	Average consistency:  light, spotty,  heavy, clotting, etc?
	Do you experience PMS issues (bloating, pain, irritability, acne, etc) please explain
	Any spotting between periods?
	Do you experience other issues during your menses?

	

	
	
	
	
	



IF NO LONGER MENSTRUATING REGULARLY,  PLEASE COMPLETE BELOW
	When was your last period?
	How much time between each period before your last period?
	Any vaginal dryness or discharge?
	Any abnormal irritability?

	

	
	
	



OVARIAN/UTERINE/REPRODUCTIVE HEALTH
	Have you ever been pregnant? (list #)
	

	Have you ever miscarried? (list #)
	

	Have you ever had a premature birth? (list #)
	

	Have you ever had an abortion? (list #)
	

	Any instance of Ovarian Cysts?
	

	Any diagnosis of endometriosis?
	

	Do you have regular Pap Smears?  Enter Date and result of last one.
	

	Any ovarian or Uterine surgeries or issues?
	

	Any instances of STDs (please explain type)
	

	Any past or present infertility issues?
	

	Do you currently wish to get pregnant?
	

	Any additional gynecologic issues?
	




IF MALE:

HAVE YOU EXPERIENCED ANY OF THE FOLLOWING?
	Symptom
	Yes or No
	Symptom
	Yes or No

	Painful ejaculation
	
	Testicle Pain
	

	Painful intercourse
	
	Blood in Urine
	

	Painful urination
	
	Impotence
	

	Too frequent urination
	
	Pre-mature ejaculation
	

	Difficult urination
	
	
	

	Penis pain
	
	
	

	Benign Prostatic hyperplasia
	
	
	

	Tumors in reproductive system
	
	
	

	Prostrate Pain
	
	
	

	Additional information?
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