PATIENT INTAKE FORM
 
 
Name___________________________________________________________________________________
Date____________________________________________________________________________________

PLEASE PROVIDE IMPORTANT MEDICAL RECORDS SUCH AS LABS, XRAY REPORTS AND 
DOCTORS NOTES/SUMMARIES.

REFERRED BY___________________________________________________________________________

CHIEF COMPLAINT _______________________________________________________________________

What are your expectations after treatment in this clinic?
________________________________________________________________________________________

________________________________________________________________________________________


READINESS TO CHANGE	

Are you willing to change what you believe about health and the body to improve your health?
	Yes			No


 
If you could change one thing about your diet or lifestyle to improve your health and well-being what 
would it be?	____________________________________________________________________________

Will family or others be supportive of your desire to make food and/or lifestyle changes?  
	Yes			No



Describe any barriers to change  _____________________________________________________________


PLEASE GIVE A HISTORY, A CHRONOLOGICAL STORY, OF YOUR PRESENT ILLNESS:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Past Medical History (Include Dates)

Significant Illnesses:  Cancer ______ Diabetes _____ High Blood Pressure_______ Heart Disease ______

Hepatitis _______ Rheumatic Fever ________ Thyroid Disease ______Seizure ______Tick Bites_________

Other: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

TRAVEL OUTSIDE OF THE USA      	Yes		No



If so, where did you travel to, when did you travel there, and how long were you there?  

________________________________________________________________________________________

________________________________________________________________________________________

Have you ever been treated for Parasites?  If so, please give as many details as you can remember.

________________________________________________________________________________________

________________________________________________________________________________________

Birth History (Do you know if you were a prolonged labor, forceps delivery, premature, etc. ) ________________________________________________________________________________________________________________________________________________________________________________
Were you a vaginal delivery ________   or a cesarean delivery__________

Surgeries   please include dates
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Family Medical History        Mom    Dad     Sibling  Sibling  Aunt	Uncle	   Paternal	    Maternal	 Kids
								  		 Gma   Gpa	  Gma	 Gpa

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


Diabetes……………………
Cancer………………….….
High Blood Pressure….….
Heart Disease…………….
Stroke …………………….
Seizures…………….…….
Asthma…………………… 
Alcoholism………………..
Other ________________

Notes ________________________________________________________________________________________

________________________________________________________________________________________
 


Dental 
Please circle if it applies to you

Silver Fillings			Periodontal Disease			Bridges
Root Canals			Tooth Decay				Coating on Tongue
Crowns			Braces					Chew Gum
Bleeding Gums

Do you have root canals? ______   How many? _______   Tooth Number?  __________

Do you have implants?  _______   How many? ________

Do you use Fluoride toothpaste?  __________________

Have you had your wisdom teeth extracted?  _________

Have you had any other teeth extracted?  ____________


Significant Trauma (auto accidents, falls, physical and emotional, etc.) 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any allergies to Medicine:  __________________________________________________________
________________________________________________________________________________________

Prescription Medications:  PLEASE BRING ALL YOUR MEDICATIONS TO YOUR FIRST VISIT. 
Please list all of your medications including all over the counter medications. If you don’t have any meds please mark N/A.
Medicine 			Dosage			How often taken ________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Nutritional Supplements 
PLEASE BRING ALL YOUR SUPPLEMENTS TO YOUR FIRST VISIT.   
Please list all supplements and herbal preparations here.  Please include dosage and time of day taken. 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Social History   Married _____   Divorced _____   Single _____ 
Children (how many) __________ Ages ________________ Genders________________________________

Occupation_______________________________________________________________________________

Do you have city water ____ or well water? _____

Have you had any toxic exposures?  (Heavy metals, mold, fumes, radiation)

Please give details  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What are your hobbies?  ________________________________________________________________________________________________________________________________________________________________________________

Occupational stresses (chemical, physical, psychological.)  
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Exercise   Please describe how often you exercise and what type of movement you do.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Habits   please list amounts and times of day consumed
Cigarettes ______     Marijuana__________   Drugs _________
CBD   __________   Other Hemp products   ________________
Coffee _________ Tea _________ Soda _________ Alcohol _________ Sugar __________ Salt __________
Screen Time hrs/week_________________________  TV Time hrs/week_____________________________
Other ___________________________________________________________________________________
 
 
SLEEP	
How is your sleep?  ________________________________________________________________________________________________________________________________________________________________________________

Do you snore?					Yes			No

Do you wake up rested?	  		Yes			No

Do you have trouble going to sleep?		Yes			No

Do you have trouble staying asleep?		Yes			No
 


General	Please circle if it applies to you
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Poor Appetite 
Heavy Appetite
Change/appetite
Cravings 
Poor Sleep
Heavy Sleep
Insomnia
Fatigue
Tremors
Vertigo
Cold Hand
Cold Feet
Cold Back 
Cold Abdomen 
Fevers
Chills
Night Sweats
Sweat Easily
Localized Weakness
Poor Coordination 


Sudden drop in energy at  (time) _____________________________________________________________

Strong thirst (cold/hot drinks)_________________________________________________________________

Peculiar Taste/Smells_____________________________________________________________________  

Bleed or bruise easily (where)________________________________________________________________

Respiratory 
Please circle if it applies to you


Cough
Coughing Blood 
Asthma
Bronchitis
Pneumonia 
Shortness of Breath 

Difficulty Breathing lying down 



Production of phlegm/color________________________________________________________________

Other lung problems:  ________________________________________________________________________________________________________________________________________________________________________________
Head, Eyes, Ears, Nose and Throat  
[bookmark: _Hlk31729293]Please circle if it applies to you

Dizziness
Concussion
Migraines
Glasses 
Eye Strain 
Eye Pain
Poor Vision 
Cataracts
Color Blindness 
Night Blindness  
Blurry Vision 
Earaches 
Poor Hearing
Ringing in Ears 
Sinus Problems
Nose Bleeds 
Dry Throat
Dry Mouth 
Copious Saliva
Mucous 
Jaw Clicks/pain
Teeth Problems
Grinding Teeth 
Gum Problems 
Facial Pain
Spots in Eyes 
Sores/Lips
Sores/Tongue
 
Recurrent Sore Throats______/Month? 

Headaches(where/when)____________________________________________________________________

Other Head or Neck Problems ________________________________________________________________________________________

 

Cardiovascular 
Please circle if it applies to you
         

Chest Pain 
High Blood Pressure 
Low Blood Pressure  
Fainting 
Dizziness
Irregular Heartbeat
Blood Clots
Phlebitis 
Cold Hands/fingers 
Cold Feet/toes 
Swelling Hands
Swelling Feet
Pacemaker
Heart Valve

Raynaud’s (hands or feet turn white and painful when exposed to cold)  

Other:___________________________________________________________________________________________________________________________________________________________________________
Gastrointestinal 
Please circle if it applies to you


Nausea  
Vomiting 
Diarrhea 
Gas 
Belching 
Bad Breath
Bloating
Rectal Pain 
Heartburn
Hemorrhoids
Constipation 
Bloody Stool
Black Stool
Sensitive Abdomen
Pain or Cramps 
Mucus in your stool

Undigested Food in your stool           

Bowel Movements
Color_____________

Odor _____________ 

Texture___________

Laxative Use _______/week   Type ___________    

Have you had a colonoscopy?  Yes or No   If so, when?  ______________________________________

Have you had an upper endoscopy?  Yes or No   If so, when?  _________________________________      

Neurological/Headaches
Please circle if it applies to you



Seizures 
Areas of numbness 
Poor Memory 
Concussion 
Depression
Anxiety 
Easily Stressed 
Bad Temper 
Counseling
Suicide Attempt
Headaches
Migraines




Other Neurological or Psychological Problems:

______________________________________________________________________________________

What do you think is wrong?  ______________________________________________________________

______________________________________________________________________________________

Why do you feel your health is the way it is? ___________________________________________________

______________________________________________________________________________________


When did you last feel good?  ______________________________________________________________

______________________________________________________________________________________ 
 
Musculoskeletal 
Please circle if it applies to you


Neck Pain  
Muscle Pains 
Back Pain
Joint Pain


Describe Location of Pain _______________________________________________________________________________________

Other  joint or bone problems _______________________________________________________________________________________

Have you had a Bone Density scan?  Yes or   No  
If so, what were the results?  ________________________________________________________________

Skin and Hair  
Please circle if it applies to you


Rash 
Ulcerations
Hives
Itching
Eczema
Acne 
Dandruff 
Hair Loss


Has there been a change in hair/skin texture (gotten dry or scaly) ______________________________________________________________________________________

Other hair or skin problems________________________________________________________________

Genitourinary
Please circle if it applies to you


Pain/Urination
Frequent Urination
Blood in Urine
Kidney Stones
Venereal Disease
Urgency to Urinate
Unable to hold urine


Wake up to urinate (how often) _____/night        What Time? ____________

Other G/U Problems: ______________________________________________________________________
 
_______________________________________________________________________________________


 
FOR WOMEN ONLY

Pregnancy/Gynecology
    
Please circle if it applies to you


Irregular Periods
Clots
Vaginal Discharge
Vaginal Sores
Breast Lumps
IUD use 
Douche


Sexually Transmitted Disease    Please circle if you have had in the past or do have now  

Hepatitis         Gonorrhea          HPV           HIV           Chlamydia    

Intermenstrual Spotting (when)__________________________ 

Pregnancies:  How many____   Number of Births________ Premature Births _______ Miscarriages________ 

Birth Control (type and duration)______________________________________________________________

Age at first Menses_________

Period (cycle days) ________          Period (duration days) _____  

Flow (describe) ___________________________________________________________________________

PMS (describe)___________________________________________________________________________

Menstrual Cramps Please circle 	 None  	Mild	Moderate	Severe 

Menopause (when)________________________________________________________________________

Last Pap Smear  __________________________________________________________________________ 

Last Mammogram _________________________________________________________________________ 
 
Abnormal Pap (when)______________________________________________________________________

Self-Breast Exams (how often)  ________________








FOR MEN ONLY
Genitourinary/Prostate 

Please Circle Yes or No

Do you have a slow urine stream?		Yes	or	No
Do you have difficulty starting urination?	Yes	or	No
Is there blood in your urine?			Yes 	or	No
Do you have Erectile Dysfunction?		Yes	or	No
Has there been a decline in your libido?		Yes 	or 	No

What is the number of times that you get up at night to urinate?  __________________________________________
Sexually Transmitted Disease    Please circle if you have had in the past or do have now  

Hepatitis         Gonorrhea          HPV           HIV           Chlamydia    
































Average Daily Diet   Please provide an idea of what you normally eat.

How often do you eat out?   ______/week  

How often do you eat fast food?   _____/week


Morning
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Afternoon
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Evening
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Snacks
________________________________________________________________________________________________________________________________________________________________________________
Do you have cravings?  If so list them:  ________________________________________________________________________________________________________________________________________________________________________________
Do you have food allergies or sensitivities?  If so list them:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Electromagnetic Frequency Issues:

