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HEALTH INTAKE FORM
(All information on this form is completely confidential.)

Name _______________________						Date __________
Address______________________
City _________________________
State ______  Zip __________
Phone (        )                           
Email address (please print clearly) __________________________________
Occupation(s) _______________________________________________________________
Person & number to call in case of emergency _____________________________________

Gender _______  Age ___   Birthdate ______  Height_____   Weight _____ Blood Type ____  


Please share the health concern(s) that prompted this consultation:
[bookmark: _GoBack]________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Are there any physical conditions (other than referred to above) that I should be aware of? Yes ______   No _______  If yes, please describe:  _______________________________  ________________________________________________________________________
________________________________________________________________________
________________________________________________________________________


Are you currently consulting with other health practitioners (including body workers)? 
Yes ____  No ____  If yes, please list: _______________________________________________________________________
________________________________________________________________________
________________________________________________________________________

ALLERGIES

Are there foods, environmental, or other factors to which you have a sensitivity or allergy?
Yes____No ____  Please list these factors ____________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________

DRUGS / SUPPLEMENTS

Please list any prescription drugs you are taking, and reason why: 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________


Please list any non-prescription drugs you take, and reason why:
____________________________________________________________________________________________________________________________________________________


Please list any supplements (herbs, vitamins, minerals, etc) that you take on a regular basis:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________


DIET

Briefly describe your usual diet (ex: meat & potatoes, vegetarian, fast food, etc) & how often you eat: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Check all that apply:  
__Always hungry     		__Never hungry    
__Pain/discomfort with eating	__Fatigue after eating    
__Constipation   			__Loose stool   
__Always thirsty  			__Never thirsty
__Quick eater    			__Slow eater    
__Prefer big meals    		__Prefer small meals     


SLEEP

Briefly describe your sleep pattern (how many hours, regular/irregular, restful/fitful, snoring, etc) _______________________________________________________________________
____________________________________________________________________________________________________________________________________________________



EXERCISE

Please list forms of exercise and how often:  ______________________________________________________________________________________________________________________________________________________________________________________________________________________________


INJURIES
Briefly list any serious acute or chronic injuries, including breaks & fractures:
____________________________________________________________________________________________________________________________________________________

Have you ever been hospitalized? _______ If so, for what reason(s)?___________________ __________________________________________________________________________

Surgeries? _________________________________________________________________  

LIFESTYLE

Please list any hobbies, interests, activities you engage in (ex: hiking, cooking, traveling, tv, music, crafting, athletics, etc): __________________________________________________
__________________________________________________________________________

Do you use tobacco products?  __________   Caffeine? __________     Alcohol?__________

Are you stressed? _____ Describe: ______________________________________________
__________________________________________________________________________

Do you do anything on a regular basis to deal with stress? _____ Describe: ______________
__________________________________________________________________________

Describe your current living situation (partner, children, housemate(s), parents, others, separated/divorced,pets:_________________________________________________________________________________________________________________________________

Describe your home environment:
Type of heating___________________		Drinking water source____________________

Lighting_________________________		Do you live near toxic site?________________

Do you live near power lines or other types of EMF producing devices?__________________



FAMILY HISTORY

Has anyone in your family had the following? Please indicate blood relationship of person. 

Cancer_____________________________	Heart Disease________________________
High Blood Pressure__________________	Diabetes____________________________
Stroke_____________________________	Epilepsy____________________________
Auto-Immune Disease________________	Nervous Disorders____________________
Arthritis____________________________	Asthma/Allergies______________________
Alcoholism_________________________	Anemia_____________________________
Mental Illness_______________________	Lyme Disease________________________
Other____________________________________________________________________

WOMEN
Age of first menses _______________		Post-menopausal? ____________________
Length of cycle __________________		Regular cycle? _______________________
Flow: Heavy __ Medium ___ Light ___		Cramping/Pain?_______________________
Clotting?________________________		Date last period _______________________
PMS symptoms ____________________________________________________________
Date last PAP ____________________		Normal?_____________________________
Any abnormal discharge? __________		Yeast infections? ______________________
Contraception? __________________		Any prenancies? ______________________
Births? _________________________		Any complications? ____________________
Lumps, cysts, fibroids? _______________________________________________________
Varicose veins? __________________


MEN
Prostate problems? ________________	Burning discharge? _____________________
Vasectomy? ______________________	Painful testicles? _______________________
Swollen testicles? _________________		
Other concerns? ____________________________________________________________


Is there anything else that you'd like to share?
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