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INITIAL INTAKE FORM (age 13+)

Name: _______________________________________________________________  Date of Birth: ________________________  Sex:  M or F
Address:  ____________________________________________________________________________  Postal Code:  ______________________
Home Phone:  ___________________________________  Cell Phone:  __________________________________  
Other: ___________________________________________  May we contact you at these numbers?  Yes  /  No
Email Address:  ____________________________________________________________________________________________________________
May we contact you to confirm your appointment bookings and/or inform you of important clinic announcements?   Yes  /  No                Would you like to receive our email newsletter?  Yes  /  No
How did you find us?  _____________________________________________________________________________________________________
Marital Status: _________________ Spouse/Partner (if applicable): ____________________________  # of Dependents:  _____
Emergency Contact: _________________________________________________________ Phone Number:  __________________________
Other Health Care Providers:
Family Physician:  _____________________________________________  Phone: ____________________________  Fax:  _______________
Date of last physical exam:  __________________  Blood work completed?  Yes  /  No  
Specialist:  ______________________________________________________  Phone:  ___________________________  City:  _______________

CURRENT HEALTH
What is the main concern that brought you here today?
1.  ________________________________________________________________________________________________  Since:  __________________
Diagnosed by whom?  _______________________________________________________  When diagnosed (year):  ________________
What treatments have you tried so far and what were the results?  __________________________________________________
______________________________________________________________________________________________________________________________
Please list your other health concerns:
2.  ________________________________________________________________________________________________  Since:  __________________
3.  ________________________________________________________________________________________________  Since:  __________________
4.  ________________________________________________________________________________________________  Since:  __________________
5.  ________________________________________________________________________________________________  Since:  __________________

Your current state of health is:  Excellent  /  Good  /  Average /  Fair  /  Poor 
Allergies:  __________________________________________________________________________________________________________________
Sensitivities:  ______________________________________________________________________________________________________________
Energy Level 1-10 (10 is the best you’ve ever felt):  circle one     1    2    3    4    5    6    7    8    9    10
Is there a time of day that’s best/worst for your energy?  _____________________________________________________________
[bookmark: _GoBack]How many times per year do you get colds, flus, sinus infections or other illnesses?  ______________________________
How is your temperature compared to others?   Hot /  Warm  /  Neutral  /  Chilly  /  Freezing
Height:  ____________  Weight:  ____________  Weight 1 year ago:  ____________  Max.  Wt.:  ____________  When?  __________
Lowest Wt.:  ___________  When?  ___________  Are you comfortable with your body image?  Yes  /  No

MEDICATIONS
List all currently prescribed medications (eg. Blood pressure pills, Antacids, Birth control) and non-prescription/over the counter medications (eg. Tylenol, Tums):
	Drug Name
	Dosage
	Reason for Use
	Dates of Use

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



List all past medications:  _________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List all current vitamins, minerals, herbs/botanicals, homeopathics, supplements or natural remedies used:
	Item
	Dosage
	Reason for Use
	Dates of Use

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Any adverse reactions to drugs, vitamins, supplements or herbs?  ___________________________________________________

PERSONAL HEALTH HABITS
Please indicate any use or past use of any of the following, including frequency, quantity, and duration of use:
Alcohol:  ___________________________________________________  	Tobacco:  _______________________________________________
Caffeine:  __________________________________________________	Recreational Drugs:  __________________________________	
Hormones:  _______________________________________________	Pain killers:  ____________________________________________
Sedatives:  ________________________________________________	Cortisone/Steroids:  __________________________________
Antacids:  _________________________________________________ 	Laxatives:  ______________________________________________
Do you exercise regularly or maintain a level of active living?   Yes  /  No   
    Type  ______________________________________________________  Frequency _________________________________________________

Are you exposed to toxic or harmful chemicals at home or in your workplace?  Yes  /  No 
    Please describe __________________________________________________________________________________________________________
What are your hobbies?  __________________________________________________________________________________________________
Describe your personality ________________________________________________________________________________________________

Sleep
How many hours do you sleep each night?   ___________________  Do you feel rested?  _________________________________
Do you have difficulty falling or staying asleep?  _______________________________________________________________________
Do you use any devices or medications to aid with sleep?  ____________________________________________________________
Do you have a routine?  Yes  /  No       Go to bed at: ____________________   Wake up at:  ________________________________

Stress
What is your current level of stress (10 is high): please circle     1    2    3    4    5    6    7    8    9    10
 __ Minimal  		 __ Average 	 	__ Considerable 	 	__ Unbearable
Main reasons for stress are:
 	____ Financial	____ Job related		____ Relationships		____ Marriage
 	____ Family	____ Spiritual		____ Unfulfilled expectations	____ Health
How do you deal with stress? ____________________________________________________________________________________________
Where in your body do you feel stress/tension? _______________________________________________________________________
Occupation: ______________________________________________________________ Do you enjoy your work?  Yes  /  No
When was your last vacation? __________________________________________ Where did you go? ___________________________
How many hours do you work each day? ______________________________ Do you do shift work?  Yes  /  No
Are you frequently exposed to animals?  Yes  /  No         What types? _________________________________________________

Eating Habits
	Breakfast: ________________________________________________________________________________________________________
	Snack: _____________________________________________________________________________________________________________
 	Lunch: ____________________________________________________________________________________________________________
 	Snack: _____________________________________________________________________________________________________________
 	Dinner: ___________________________________________________________________________________________________________
 	Snack: _____________________________________________________________________________________________________________

 	Water Intake _______________________________________________________________
	Caffeinated drinks _________________________________________________________
 	Alcohol _____________________________________________________________________
 	Other (juice, herbal tea, pop) _____________________________________________
Foods you avoid: ___________________________________________________________________ Why? ________________________________
 		 ___________________________________________________________________ Why? ________________________________
Foods you crave: ___________________________________________________________________ When? ______________________________
 		 ___________________________________________________________________ When? ______________________________
HEALTH HISTORY AND REVIEW OF SYMPTOMS
Digestion
Do you experience any of the following?
	____ Heartburn		____ Bloating		____ Gas / Flatulence 	____ Nausea
 	____ Constipation		____ Loose Stool/Diarrhea____ Ulcers		____ Vomiting
 	____ Burping 		____ Hemorrhoids 	____ Indigestion		____ Abdominal Pain
 	____ Hiatus hernia 	____ Trouble Swallowing	____ Blood in Stool	____ Liver disease
 	____ Gallstones 		____ Gallbladder disease 	____ IBS			____ Bowel disease
 	____ Jaundice
 	Other: _____________________________________________________________________________________________________________
Have any of the above symptoms bothered you in the past? __________________________________________________________
How often do you have a bowel movement?  ___________________________________________________________________________
	Colour:  ____ Yellow	____ Brown 	____ Green	____ Black	____ Grey 	____ Red
Have you ever had a colonoscopy, endoscopy, ultrasound or other test of this area?
 	Test: __________________________________________________________________________  Date: _____________________________
 	Test: __________________________________________________________________________  Date: _____________________________
Immune System
How often do you get sick? ____________________________________  What type of infections? _____________________________
How many times have you been treated with antibiotics in the past 5 years? ______________  Why? _________________
Have you ever received vaccinations? Yes  /  No   Which ones? _______________________________________________________
Have you ever had any of the following diseases:
 	____ Mononucleosis 	____ Strep throat 		____ Cold sores/Herpes	____ Ear infections
 	____ Malaria		____ Chicken Pox		____ Shingles 		____ Tonsillitis
 	____ Measles 		____ Influenza		____ Tick bite 		Other: _____________________
Skin
 	____ Dry skin		____ Acne		____ Eczema		____ Psoriasis
 	____ Moles		____ Itching		____ Hives		____ Rashes
 	____ Melanoma 		____ Boils 		____ Rosacea 		Other: _____________________
Head & Neck
 	____ Headaches		____ Migraines		____ Head Injury		____ Dizziness
 	____ Jaw Pain		____ Dental Issues 	____ Frequent Colds	____ Sinus infections
 	____ Hayfever		____ Stuffiness		____ Nosebleeds 		____ Sore throat
 	____ Swollen glands 	____ Cold sores		____ Cankers		____ Gingivitis
 	____ Dry mouth		____ Change in Taste 	____ Trouble speaking 	____ Goiter
 	Other: _____________________________________________________________________________________________________________
 	If you get headaches, please describe: _________________________________________________________________________
Eyes
 	____ Impaired Vision	____ Blurred Vision	____ Glasses/Contacts	____ Tearing
 	____ Dryness		____ Glaucoma		____ Cataracts		____ Light Sensitive
 	____ Redness		____ Itching		____ Eye Pain		____ Discharge
 	Other: _____________________________________________________________________________________________________________
Ears
 	____ Impaired Hearing	____ Hearing Aid		____ Excess Wax		____ Earache
 	____ Ear infection		____ Ringing		____ Vertigo 		____ Discharge
 	Other: _____________________________________________________________________________________________________________
Lungs / Breathing
 	____ Cough		____ Asthma		____ COPD, Emphysema	____ Smoker
 	____ Phlegm		____ Wheezing		____ Bronchitis		____ Pneumonia
 	____ Shortness of Breath	____ Painful Breathing	____ Pleurisy		____ Sleep Apnea
 	Other: _____________________________________________________________________________________________________________
Muscles, Joints & Bones
	____ Broken Bones	____ Backache/Sciatica	____ Osteoporosis	____ Pain
 	____ Spasms/Cramps	____ Weakness		____ Joint Swelling	____Arthritis
 	Other: _____________________________________________________________________________________________________________
Heart / Blood
 	____ High blood pressure	____ Murmurs		____ Chest Pain		____ Rapid Heart Rate
 	____ Low blood pressure	____ Angina		____ Irregular Heart Beat 	____ Palpitations
 	____ Cold hands/feet	____ Reynauld’s  		____ Swelling 		____ Anemia
 	____ Easy Bruising 	____ Transfusion 		____ Deep Leg Pain	____ Varicose Veins
 	____ Bluish Skin		____ Leg Cramps		____ Numbness 		____ Heart attack
 	____ Stroke
 	Other: _____________________________________________________________________________________________________________
Nervous System
 	____ Memory Loss	____ Dizziness		____ Fainting		____ Numbness
 	____ Tingling		____ Seizures		____ Paralysis		____ Loss of Balance
 	____ Speech problems	____ Weakness 	 	____ Involuntary Movements
 	Other: _____________________________________________________________________________________________________________
Urinary System & Bladder
	____ Frequency		____ Inability to Hold	____ Infections		____ Pain on Urination
 	____ Nighttime Urination	____ Reduced Flow	____ Kidney Stones	____ Blood in Urine
 	____ Kidney disease
 	Other: _____________________________________________________________________________________________________________
Hormones
 	____ Fatigue		____ Night sweats	____ Excess Thirst	____ Excess Hunger
 	____ Loss of Appetite	____ Diabetes		____ Low Blood Sugar	____ Thyroid Issues
 	____ Hormone Therapy	____ Excess Urination	____ Heat or Cold Intolerance
 	Other: _____________________________________________________________________________________________________________
Emotional Health
 	____ Anxiety		____ Depression		____ Low Mood		____ Anger
 	____ Mood swings	____ Nervousness	____ Tension		____ Phobias
 	____ Insomnia		____ Sexual difficulties	____ Substance Abuse	____ Psychiatric Care
 	____ Counseling 		____ Suicide attempt	____ Eating disorder 	____ Abuse
 	Other: _____________________________________________________________________________________________________________
Female Reproductive System
Do you have a regular menstrual cycle?  Yes  /  No 		Reason? ________________________________________________
Length of cycle: ________________________  Days of Menses: ______________  Last Menstrual Period: ______________________
Anything notable about your cycle (colour, spotting, etc.)? ___________________________________________________________
Age of first menses: ___________________  Age of last menses (if post menopause): _____________
# of Pregnancies: _______  # of Live Births: _______  # of Miscarriages: _______  # of Abortions: _______
Are you currently sexually active?  Yes  /  No 	___ Heterosexual	    ___ Homosexual     ___ Bisexual
	____ Irregular cycles	____ Bleeding between periods	____ Painful periods/cramps
 	____ Heavy flow		____ Clots in flow			____ Pain during intercourse
 	____ PMS			____ Vaginal discharge		____ Pain with ovulation
 	____ Yeast infections	____ Vaginal itching		____ Hormone therapy
 	____ Birth control		____ Vaginal dryness		____ Sexually transmitted infection
 	____ PAP test 		____ Ovarian cyst			____ Endometriosis
 	____ Breast tenderness	____ Nipple discharge		____ Fibrocystic breasts
 	____ Pelvic pain 		____ Difficulty conceiving/fertility	____ Tubal ligation
 	____ Cervical dysplasia 	____ BRCA gene
 	Other: _____________________________________________________________________________________________________________
Male Reproductive System
Are you currently sexually active?  Yes  /  No  	___ Heterosexual      ___ Homosexual     ___ Bisexual
 	____ Testicular pain	____ Testicular lump/mass	____ Difficult urination
 	____ Hernia		____ Impotence			____ Premature ejaculation
 	____ Morning erection	____ Difficulty conceiving/fertility	____ Sexually transmitted infection
 	____ Vasectomy 		____ Prostate issues 		____ Discharge from penis
 	Other: ___________________________________________________________________________

CHRONOLOGICAL HEALTH HISTORY

This information helps to determine any health trends that might be relevant to a person’s present conditions.  List any accidents, broken bones, falls, illnesses, surgeries, hospitalizations, as well as any emotional traumas such as deaths, job loss, divorces, etc.
Age    0-5 _____________________________________________________________________________
Age   6-10 ____________________________________________________________________________
Age 11-15 ____________________________________________________________________________
Age 16-20 ____________________________________________________________________________
Age 21-25 ____________________________________________________________________________
Age 26-30 ____________________________________________________________________________
Age 31-35 ____________________________________________________________________________
Age 36-40 ____________________________________________________________________________
Age 41-45 ____________________________________________________________________________
Age 46-50 ____________________________________________________________________________
Age 51-55 ____________________________________________________________________________
Age 56-60 ____________________________________________________________________________
Age 61-65 ____________________________________________________________________________
Age 66-70 ____________________________________________________________________________
Age 71-75 ____________________________________________________________________________
Age 76-80 ____________________________________________________________________________
Age 81-99 ____________________________________________________________________________

Family Medical History
	
	Age
	Health problems
	If deceased, cause
	Age at death

	Mother
	
	

	
	

	Father
	
	

	
	

	Siblings

	
	

	
	

	Children

	
	

	
	

	Grandparents

	
	



	
	

	Other:



Goals
Please note your health and wellness goals below, including a timeline that you have in mind to reach them.
	Goal
	Timeline

	1.
	

	2.
	

	3.
	



Thank you for taking the time to complete this detailed questionnaire.  The information you have provided will go a long way towards optimizing your short and long term health as we work together to achieve your goals.  This is a confidential record of your medical history and will be kept within the office.  Information contained in your file will not be shared with any other person unless you have expressed written authorization to do so. 
 I look forward to meeting with you shortly.
Sincerely,
Dr. Christa Reed Kruger, BAS, ND, R.Ac.
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