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 SEQ CHAPTER \h \r 1Naturopathic Medicine
Intake Form
Patient name: ______________________________________________________
M/F

Date of birth: ___/___/_____

Today’s date:___/___/_____
Address:___________________________________________________________City, State, Zip code: _______________________________________________​​​_
Phone numbers: Home: ___-___-_____Work: ___-___-_____Cell: ___-___-____
email:_____________________________________________________________
May personal information be sent to your email? Y   N

May we leave voicemail for you at home regarding upcoming visits?__________

May we leave voicemail for you at home regarding results of tests? ___________
Emergency contact: Name:                                                
Relationship: 






Phone:

Single/ Married/ Separated/ Divorced/Widowed/ Committed Relationship
(circle one)

Do you have any children? Yes/ no    Ages of children: _____________________
Occupation: __________________Employer: _____________________________
Family physician:_________________________________Phone:___________

Would you like us to contact your family physician?  Yes/ no   
Other health care providers with phone number: __________________________________________________________________

Where did you hear about us? _________________________________________
Do you have any questions before your visit?  _____________________________
__________________________________________________________________Please list your primary concerns that you would like addressed:
____________________________________________________________________________________________________________________________________

Please any additional concerns that you would like addressed:

____________________________________________________________________________________________________________________________________
Please list any significant medical or surgical events in your life:

____________________________________________________________________________________________________________________________________ Please list any medications that you are currently taking. Include over the counter medications such as aspirin, Tylenol, or other non-prescription drugs.

______________________________________________________________________________________________________________________________________________________________________________________________________

Please list any nutritional supplements or herbal medicines you are taking.

____________________________________________________________________________________________________________________________________

Do you have any allergies to medication, foods, or other substances? Please list all and describe: ____________________________________________________________________________________________________________________________________
Family History

Is there a family history of any of the following disease? (circle)

Arthritis
Alcoholism

Cancer
Diabetes
Depression


Gallbladder disease
Heart disease
High blood pressure


Intestinal disease 

Infectious disease (severe) 
Kidney disease

Liver disease
Lung disease 
Vision problems

If so, please describe:________________________________________________
__________________________________________________________________

Lifestyle Information
Do you follow any specific dietary guidelines or diets (such as vegetarian diet, blood-type diet, Atkins diets, etc)?  Please Describe: _______________________

__________________________________________________________________

__________________________________________________________________

Caffeine Drinks (coffee, tea, soda) per day? ______________________________
Alcoholic Drinks per week (beer, wine, liquor)? __________________________
_____________________________________________________________

Are you exposed to toxins (cigarette smoke, paint fumes, furniture varnish etc.) at work or home? Y/N _________________________________________________

Do you smoke cigarettes/ cigars/ pipes? (circle one) How often and how much? 

_____________________________________________________________

Do you exercise regularly?  Y/ N What type of exercise and how often? _____________________________________________________________

How many hours do you work per week? ___________ 
How many hours do you sleep per night? ___________ Do you have trouble getting to sleep or staying asleep? __________________________________

Mental and Emotional Health Information
What things do you stress about?    _____________________________________

__________________________________________________________________
How do you relax? How often do you get to relax?  __________________________________________________________________
Do you have an adequate support network? __________________________________________________________________
Review of Systems
Please circle if you currently have any of the following or had in the past:
Head:
headache
migraine
injuries
hearing loss

dizziness

sinusitis
ear pain or discharge
seasonal allergies

nasal discharge 

tooth problems
dentures
cold sores
thrush

nosebleeds 
TMJ

hoarseness

difficulty swallowing
frequent colds/ flu / ear infections

Heart and Lungs:
chest pain
difficulty breathing
murmurs


palpitations

cough

coughing up blood

coughing up sputum

asthma
bronchitis

wheezing

Gastrointestinal: 
constipation

diarrhea
gas
burping
nausea

vomiting
heartburn
indigestion
ulcers

bloating

abdominal pain
gallstones
liver disease

hemorrhoid
polyps


How frequently do you have a bowel movement? _______________

Do you ever see blood, mucous, or undigested food in your stool?  Y/N

Genitourinary:
frequent urination
urgent urination       blood in urine

pain with urination

urinary tract infections

kidney stones

waking at night to urinate

incontinence

prostatic infection


BPH

testicular pain

penile discharge
hernias


breast pain

breast masses or discharge

menstrual cramps

heavy menstrual flow
abnormal menstrual flow

irregular cycle

Date of Last period: _______________# days between periods: ________ 

# days of period:_________
PMS: 
bloating
irritability
 tiredness depression
food cravings
back pain
other: ____________________  
Musculoskeletal/ neurological:
joint pain
leg cramps


muscle pain or soreness

numbness
tingling
fainting


balance problems

pain anywhere in the body

Skin:
dry skin
rashes
 
acne
eczema
psoriasis
brittle nails


spots on nails

hair loss

brittle or dry hair


Endocrine:
thyroid problems
low blood sugar
high blood sugar

Other:
fatigue/ feeling tired
insomnia
weight gain
weight loss

change in appetite
 
difficulty losing weight

night sweats



feeling warm all the time

feeling cold all the time

hot flashes


change in sexual desire or function
depression
anxiety


panic attacks

anger/ rage

sadness
Thank you for filling out this form. Please feel free to discuss all information during the visit, including and beyond that listed above.
