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New Patient Information  
 

Name: _______________________________________________________________________________ 

Age: _________       Date of Birth: __/__/__ Address ______________________________________ 

City: ________________________________ State: _________________ Zip: _____________________ 

Home Phone: _____________________ Cell: _____________________ Work: ____________________ 

Email: __________________________________________ Preferred Method of Contact? ____________ 

Relationship Status:_____________________________________________________________________ 

Do you have children? Ages? ____________________________________________________________ 

Who lives with you at home? ________________________________________________________  

Type of Employment: __________________________________________________________________ 

Emergency Contact: ___________________________________ Phone: __________________________ 

How did you hear about our clinic?________________________________________________________ 

 

Current Health: 

Please make a complete list of ALL your physical symptoms, emotional symptoms and diagnosed 

illnesses: _____________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

Please List all PRESCRIPTION MEDICATIONS and SUPPLEMENTS you are currently taking 

Name of Medication Dosage How long? Side-Effects? 
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To your knowledge are you allergic to any: (circle as appropriate) 

1.) Drugs:  Y/N (If yes, please list)  ____________________________________________________ 

2.) Foods:  Y/N (If yes, please list)  ____________________________________________________ 

3.) Environmental Allergens (pollen, dust, etc.) Y/N ______________________________________ 

4.) List any hospitalizations, surgeries, and serious injuries: _________________________________ 

_________________________________________________________________________________ 

5.) What is your blood type?    O       A  AB  B         Don’t Know 

 

Family History: 

Are there any physical or emotional issues in your family that you feel are relevant to your own health? 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

Food and Diet: (circle as appropriate) 

Are you satisfied with your diet as it is now?  Y/N 

How would you describe your diet?________________________________________________________ 

_____________________________________________________________________________________ 

How much coffee do you drink daily? ______________________________________________________ 

Do you drink alcohol?  Y/N (If yes, how much & how often?) __________________________________ 

Do you smoke?  Y/N or Previous Smoker (If yes, how much, how often and for how long?) ___________ 

_____________________________________________________________________________________ 

Do you use recreational drugs?  Y/N _______________________________________________________ 

 

24 HOUR DIET RECALL 

Please list everything you ate yesterday 

Breakfast    Lunch    Dinner 

   

   

   

 

Environmental Exposures: (circle as appropriate) 

Pesticides/Herbicides     Mercury     Live/grew up near farms       Solvents/Paint    Other: _____________ 

 

Reproductive Health: 

Do you experience any issues with sexual function? _______________________________________ 

(For Women) Do you have any issues with menstruation or menopause? If yes, please describe: 

____________________________________________________________________________________ 

(For Men) Do you have any issues with urinary flow or prostate function?_______________________ 

_____________________________________________________________________________________  
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Sleep: (circle as appropriate) 

Do you sleep well?   Y/N ___________________   Wake up refreshed?   Y/N ______________________  

Do you wake in the night?   Y/N  _________________ Why? ___________________________________ 

 

Holistic Intake Questions: 

 

Working holistically is an opportunity to heal yourself and your life to its fullest, most beautiful 

expression. If you are interested in working on your health in this way, please take time to 

answer the following questions.  

 

1. Challenges (i.e. what isn’t working? What is a hindrance or problematic?) 

 

Make a list under each category, and say a few words about each item 

 Emotional (e.g. anxiety, sadness, depression) 

 

 

 

 

 Mental (e.g. specific though patterns, fears) 

 

 

 

 

 Spiritual (If you have or want a spiritual life, what prevents your spiritual fulfillment?) 

 

 

 

 



 

pg. 4 
 

2. If you could identify one or two obstacles to living the life you want, what would it/they 

be? 

 

 

3. Is there anything you want for yourself, but believe there is no way you could achieve it or 

that it could ever happen?  

 

 

 

4. Please write a few sentences about your childhood.  

 

 

 

5. Put a checkmark beside any of the categories of treatment you are interested in having as 

part of your care or learning more about. 

__NAET __counseling __Naturopathic consultation __coaching __water therapies __flower 

essences __homeopathy __herbal medicines __craniosacral therapy __reiki __cleanse program 

__infrared sauna __Soma __massage __ other (please describe below) 

 

6. Is there anything else you want your physician to know about changes you’d like to make 

in your health or your life?  

 

 

 

 

 

 

 Thank you for choosing our clinic. We will do everything we can to support your health and 

facilitate your healing. 


