Adult Intake Form
(PLEASE PRINT)

Please complete this form as thoroughly as possible. The information provided is kept strictly confidential
Last Name:_________________________________   First Name:___________________________________

Address:___________________________________   City/Province:_________________________________

Postal Code:________________________________   Home Phone:_________________________________

Work Phone:_______________________________   Cell Phone:___________________________________

Employer:_________________________________   Occupation:___________________________________

Date of Birth____(MM) ____(DD) ______(YYYY)
  Age:_____

Emergency Contact:_________________________   Emergency Contact Ph:__________________________

How did you hear about us?
 Internet-Which Site_______________________           Radio-Which Station _____________________

  Newspaper        TV         Coffee News       Coupon         On site signage        Facebook Ad        Trade show 

Yellow pages       Direct Mail         Referral - Person's Name:__________________________________
      Other:______________________________________________________________________________
Have you been treated by a Naturopathic Doctor before? Yes / No (Please circle)

If yes, by whom? ________________________________ When? __________________________________________
Name of Medical Doctor: _________________________  Tel: (_______)_____________________________________
Address:________________________________________________________Fax:(______)______________________
Date of last visit to Medical Doctor: __________________ 
Date last physical:________________________
Other health care providers (i.e. Medical Doctor, Pediatrician, Chiropractor) you are seeing:

	Designation
	Name
	Address
	Phone Number

	1.
	
	
	

	2.
	
	
	

	3.
	
	
	


Please list your health concerns, in order of importance to you:

1.______________________________________________________________________________________

2.______________________________________________________________________________________

3.______________________________________________________________________________________

4.______________________________________________________________________________________

HEALTH HISTORY

Please list any major trauma, injury, illness or accident (mental, emotional or physical) you have sustained.

	Incident
	Date
	Long-Term effects

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Please list any surgical procedures you have undergone
	Procedure
	Date
	Complications / Results

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


CHILDHOOD ILLNESSES & VACCINATIONS (circle all that apply):

Were you vaccinated as a child?         YES        NO

Chicken pox     Measles     Mumps     Rheumatic Fever     Roseola     Polio     Scarlet fever     Tuberculosis

Whooping Cough     Impetigo     Ear Infections     Strep Throat     Mononucleosis     Rubella(German measles)

Any known side effects?____________________________________________________________________________
Any additional vaccinations (i.e. Heapatis A or B, “Flu shot”,etc)?___________________________________________
MEDICATIONS / SUPPLEMENTS / DRUGS

Please list all current prescription medications:
	Name of Medication
	Dose
	Frequency
	Duration
	Side Effects (If any)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please list all vitamins, herbs, homeopathics, and non-prescription medications that you take on a regular basis:
	Name of Medication
	Dose
	Frequency
	Duration
	Side Effects (If Any)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


How often did you take antibiotics as a child?___________________________________________________________

In the last 5 years how many courses of antibiotics have you taken?_________________________________________

Most recent course? ______________________________________________________________________________

Which of the following have you used / do your currently use? Please include amount, frequency, duration of use.

	Tobacco
	Cortisone

	Alcohol
	Antacids

	Recreational Drugs
	Sedatives

	Steroids
	Laxatives

	Other
	Coffee


Please list any known or suspected allergies, sensitivities and/or intolerances.

(Drugs, Food, Environmental/Chemical, and so on.
________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________
SYMPTOMS REVIEW

Please Check (√ ) Y if you have the symptom now, and P if the symptom is in the Past

	SKIN
	Y
	P

	Rashes
	
	

	Hives
	
	

	Acne
	
	

	Boils
	
	

	Eczema
	
	

	Psoriasis
	
	

	Dry Skin
	
	

	Itching
	
	

	Lumps
	
	

	Night Sweats
	
	

	Other


	NOSE & SINUSES
	Y
	P

	Frequent colds
	
	

	Nose bleeds
	
	

	Stuffiness
	
	

	Hay fever
	
	

	Other


	CARDIOVASCULAR
	Y
	P

	Angina
	
	

	Murmurs
	
	

	Chest Pain
	
	

	Swelling in ankles
	
	

	Palpitation, fluttering
	
	

	Last ECG
	
	

	Other


	MOUTH & THROAT
	Y
	P

	Hoarseness
	
	

	Gum problems
	
	

	Difficulty swallowing
	
	

	Dental problems
	
	

	Sores
	
	

	Dryness
	
	

	Sore throat
	
	

	Loss of taste
	
	

	Other

	EARS
	Y
	P

	Impaired hearing
	
	

	Earache
	
	

	Dizziness
	
	

	Infections
	
	

	Excessive wax / Discharge
	
	

	Other


	EYE
	Y
	P

	Impaired vision
	
	

	Use of contact lenses
	
	

	Eye pain
	
	

	Tearing
	
	

	Dryness
	
	

	Double vision
	
	

	Glaucoma
	
	

	Cataracts
	
	

	Blurring
	
	

	Light sensitive
	
	

	Itching
	
	

	Redness
	
	

	Discharge
	
	

	Blind spot
	
	

	Other


	RESPIRATORY
	Y
	P

	Cough
	
	

	Sputum
	
	

	Spitting up blood
	
	

	Wheezing
	
	

	Asthma
	
	

	Bronchitis
	
	

	Pneumonia
	
	

	Pleurisy
	
	

	Emphysema
	
	

	Difficulty breathing
	
	

	Pain on breathing
	
	

	Shortness of breath
	
	

	Shortness of breath at night
	
	

	Shortness of breath when lying
	
	

	Positive tuberculin test
	
	

	Last TB test

	Other


	GASTROINTESTINAL
	Y
	P

	Trouble swallowing
	
	

	Heartburn
	
	

	Change in appetite
	
	

	Nausea
	
	

	Vomiting blood
	
	

	Belching
	
	

	Passing Gas
	
	

	Abdominal pain
	
	

	Indigestion
	
	

	Diarrhea
	
	

	Constipation
	
	

	Blood in stool
	
	

	Hemorrhoids
	
	

	Black, tarry stool
	
	

	Jaundice
	
	

	Liver disease
	
	

	Gallbladder disease
	
	

	Food allergy
	
	

	Hiatus hernia
	
	

	Last colonoscopy
	
	

	Other


	BLOOD / LYMPHATIC
	Y
	P

	Anemia
	
	

	Last chest X-ray
	
	

	Other Past transfusions
	
	

	Lymph node swelling
	
	

	Easy bleeding/bruising
	
	

	Other

	URINARY
	Y
	P

	Pain on urination
	
	

	Increased frequency
	
	

	Frequency at night
	
	

	Inability to hold urine
	
	

	Frequent infections
	
	

	Excessive urination
	
	

	Kidney stones
	
	

	Blood in urine
	
	

	Reduced urine flow
	
	

	Other

	HEAD
	Y
	P

	Tension headaches
	
	

	Migraine headaches
	
	

	Head Injury
	
	

	Dizziness
	
	

	Other


	NECK
	Y
	P

	Lumps
	
	

	Swollen glands
	
	

	Goiter
	
	

	Pain or stiffness
	
	

	Other


	PEREPHERAL VASCULAR
	Y
	P

	Deep leg pain
	
	

	Cold hands/feet
	
	

	Varicose veins
	
	

	Thrombophlebitis
	
	

	Leg cramps
	
	

	Extremity numbness
	
	

	Extremity coldness
	
	

	Extremity swelling
	
	

	Extremity ulcers
	
	

	Other


	GENERAL
	Y
	P

	Fatigue
	
	

	Insomnia
	
	

	Disturbed sleep
	
	

	Frequent dreams
	
	

	Excessive sleep
	
	

	Dislike cold
	
	

	Dislike hot
	
	

	Weight loss
	
	

	Weight gain
	
	

	Fever
	
	

	Chills
	
	

	Alternating fever and chills
	
	

	Night Sweats
	
	

	Unusual Daytime Sweating
	
	

	Unusually Thirsty
	
	

	Seldom Thirsty
	
	

	Edema or Swelling
	
	

	Other


	BREASTS
	Y
	P

	Do you breast self exam?
	
	

	Lumps
	
	

	Pain (or tenderness)
	
	

	Nipple discharge
	
	

	Last mammogram

	Other


	FEMALE REPRODUCTIVE
	Y
	P

	Age of first menses

	Last menstrual period

	Number of days of menses

	Length of cycle

	Bleeding between periods
	
	

	Irregular cycle
	
	

	Pain during intercourse
	
	

	Painful menses
	
	

	PMS
	
	

	Excessive flow
	
	

	Number of pregnancies

	Number of life births

	Number of miscarriages

	Number of abortions

	Difficulty conceiving
	
	

	Sexual difficulties
	
	

	Vaginal discharge
	
	

	Vaginal itching
	
	

	Sexually active
	
	

	Check sexual preference

	Heterosexual
	

	Homosexual
	

	Bisexual
	

	Menopause
	

	Age of onset

	Hormone therapy
	
	

	Last gynecological exam

	Last pap smear

	Other


	MUSCULOSKELETAL
	Y
	P

	Broken bones
	
	

	Muscle spasms /cramps
	
	

	Weakness
	
	

	Joint swelling
	
	

	Backache
	
	

	Other

	ENDOCRINE
	Y
	P

	Heat or cold intolerance
	
	

	Thyroid trouble
	
	

	Excessive thirst
	
	

	Excessive hunger
	
	

	Excessive sweating
	
	

	Diabetes
	
	

	Hypoglycemia
	
	

	Hormone therapy
	
	

	Other


	MALE REPRODUCTIVE
	Y
	P

	Hernia
	
	

	Constipation
	
	

	Testicular pain
	
	

	Impotence
	
	

	Premature ejaculation
	
	

	Venereal disease
	
	

	Discharge of sores
	
	

	Sexually active
	
	

	Check sexual preference

	Heterosexual
	

	Homosexual
	

	Bisexual
	

	Last prostate exam

	Last PSA level

	Testicular masses
	
	

	Other


	EMOTIONAL
	Y
	P

	Depression
	
	

	Angry
	
	

	Mood swings
	
	

	Anxiety
	
	

	Nervousness
	
	

	Tension
	
	

	Phobias
	
	

	Insomnia
	
	

	Sexual difficulties
	
	

	Drug abuse
	
	

	Psychiatric care
	
	

	Other


FAMILY HISTORY

Please indicate if any of your immediate family (parents, siblings, maternal & paternal grandparents) suffers from or has suffered from any of the following conditions:
	Condition
	Family Member(s)
	Condition
	Family Member(s)
	Condition
	Family Member(s)

	Alcoholism /

Drug use
	
	Depression / 
Mental Health
	
	Colitis
	

	Allergies / 

Hay fever
	
	Heart Disease
	
	Liver Disease
	

	Asthma
	
	Prostate Cancer
	
	High Blood Pressure
	

	Diabetes
	
	Breast Cancer
	
	Hyper / Hypo Thyroidism
	

	Arthritis
	
	Colon Cancer
	
	Overweight / 
Obesity
	

	Stroke
	
	Other Cancer
	
	Kidney Disease
	


Any other conditions?____________________________________________________________________________

ENVIRONMENT AND LIFESTYLE

Occupation: ______________________________________
Do you exercise regularly?     Y        N

What types: ___________________________________________How often?_________________________
How would you describe the emotional climate of your home? ____________________________________

________________________________________________________________________________________

Do you currently face or have you faced any of the following?
	                                             √ = YES                        YEAR                                                      √ = YES                         YEAR

	Loss of someone close
	
	
	Alcohol / Drug addiction
	
	

	Illness in someone close
	
	
	Alcohol / Drug addiction in someone else
	
	

	A move
	
	
	Physical abuse
	
	

	Marriage
	
	
	Emotional abuse
	
	

	Separation
	
	
	Sexual abuse
	
	

	Change of job
	
	
	Pregnancy
	
	

	Change of workplace
	
	
	Divorce
	
	

	Loss of job
	
	
	Other (please specify)
	
	


Rena Saini - Naturopathic Doctor
14 -36 Riedel Street, Fort McMurray, AB T9H3E1
Ph. 780-743-0566


