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Please Print Clearly and Fill out Both Sides of the Pages

Personal Information
	Name _______________________________ Date of 1st Visit______________________

	Date of Birth _____________________ Age __________ Gender  ​_________________

	Address _______________________________________________________________________

	City _______________ Province _________ Postal Code ________________________

	Phone (home) _______________ (work &/or cell) ______________________________

	E-mail _____________________________ Employer____________________________

	Occupation ______________________________________ Hours per week__________

	Marital Status: Married__ Separated__ Divorced__ Widowed__ Single__ Partnership __

	Number of Children: ___________ Ages:___________________ Sexes:_____________

	Live with: Spouse____Partner____Parents____Children____Friends____Alone _______


Emergency Contact

Name_________________________________ Phone____________________________

Relationship____________________________ Address __________________________

________________________________________________________________________

	Other Health Care Providers

	1.

______________________

______________________

( )_________________


	2.

______________________

______________________

( )_________________


	3.

______________________

______________________

( )_________________




List your primary health concerns, in order of importance:

1. ______________________________________________________________________

2. ______________________________________________________________________

3. ______________________________________________________________________

4. ______________________________________________________________________

5. ______________________________________________________________________

6. ______________________________________________________________________

How did you hear about our clinic? ___________________________________________

Has any other family member been a client at this clinic?  _________________________

Have you received naturopathic treatment in the past? ____________________________
Health History

How would you describe your current state of health?   Excellent     Good     Fair     Poor

Are you currently being treated for a health care concern by other healthcare practitioners?

Please explain. ___________________________________________________________

________________________________________________________________________

Do you have any contagious diseases at this time? Y N If yes, what? ______________

List any serious conditions, illnesses (including childhood), injuries, surgeries, and/or hospitalizations that you have experienced, along with the approximate date.

Date 





Date

___________________________ ________ ___________________________ ________

___________________________ ________ ___________________________ ________

___________________________ ________ ___________________________ ________

List any X-rays, CT scans, blood work or other studies that you have had, along with the

approximate date. (Please bring any current results with you to your appointment)
	Study 




Date 
Study 




Date

	___________________________ ________ ___________________________ ________

	___________________________ ________ ___________________________ ________

	___________________________ ________ ___________________________ ________



Medications

	Check (() any of the following that you currently use, and indicate how often you use them and/or how long you have been using them.

Laxatives 
	Cortisone
	Birth Control Pills 
	Antacids

	Pain relievers
	Sleeping pills
	Aspirin
	Anti-depressive/Anxiety


List all current prescription medications and over the counter medications you are taking.

	Medication 

	Daily dosage
	Medication
	Daily dosage

	
	
	
	

	
	
	
	

	
	
	
	


List all vitamins, minerals, herbs or other supplements that you are taking consistently.

	Name 

	Daily dosage
	Name
	Daily dosage

	
	
	
	

	
	
	
	

	
	
	
	


Did you receive antibiotics frequently as a child? . _______________________________

How many times have you received antibiotics in the past three years? _______________

List any other past prescription medications.
Allergies

List all allergies, hypersensitivities, or intolerances

	Drugs/Supplements
	Foods
	Environmental/Chemical

	
	
	

	
	
	

	
	
	

	
	
	


Have you ever had an anaphylactic reaction? ___________________________________

Immunizations

What immunizations have you had? (()
	Chicken Pox
	DPT(diphtheria, pertussis, tetanus)
	Flu Shot
	Hepatitis A

	Hepatitis B
	Hepatitis C
	HiB(Haemophilus influenza B)
	MMR(measles, mumps, rubella)

	Polio
	Smallpox 
	Other:


Please indicate any adverse reactions you have experienced from an immunization.

________________________________________________________________________

________________________________________________________________________

Family History

	
	Father
	Mother
	Brothers
	Sisters
	Spouse
	Child

	Age (if living)
	
	
	
	
	
	

	Health (G=good, P=poor)
	
	
	
	
	
	

	Age at death (if deceased)
	
	
	
	
	
	

	Cause of death
	
	
	
	
	
	


Check (() those applicable
	Asthma/ Eczema
	
	
	
	
	
	

	Allergies/ Hay fever
	
	
	
	
	
	

	Autoimmune disease
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	

	Depression
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	

	Drug abuse/alcoholism
	
	
	
	
	
	

	Heart Disease
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	

	Kidney Disease
	
	
	
	
	
	

	Neurological disease
	
	
	
	
	
	

	Other Mental Illness
	
	
	
	
	
	

	Psoriasis
	
	
	
	
	
	

	Thyroid issues
	
	
	
	
	
	

	Other:
	
	
	
	
	
	


Review of Systems
Check the conditions that you are currently (C) experiencing, or have experienced often in the past (P).  If more space is required please use the reverse side of this sheet.


         C
       P



 C        P


             C        P          
	General Symptoms
Weight _____lbs

Weight 1 yr ago _____lbs

Maximum weight _____lbs

Loss of consciousness
□
□

Numbness / tingling
□
□

Fever
□
□

Sweats
□
□

Fainting
□
□

Dizziness
□
□

Sleep loss/insomnia
□
□

Frequent colds / flus
□
□

Loss of weight
□
□
Head / Neck
Headaches
□
□

Type  ____________________

Vision problems
□
□

TMJ concerns
□
□

Earaches
□
□

Decreased hearing
□
□

Sinus problems
□
□

Difficulty swallowing
□
□

Skin
Rashes / Eczema
□
□

Itching
□
□

Bruise easily
□
□

Dryness
□
□

Boils / Hives
□
□

Contagious skin disease
□
□

Respiratory

Chronic cough
□
□

Shortness of breath
□
□

Smoking
□
□

Breathing problems
□
□

Asthma / Bronchitis
□
□
	Cardiovascular
High blood pressure
□
□

Low blood pressure
□
□

Bleeding disorders
□
□

Chest pain
□
□

Stroke
□
□

Artery hardening 
□
□

Varicose veins
□
□

Ankle swelling
□
□

Poor circulation
□
□

Angina
□
□

Heart disease
□
□
Genitorurinary
Trouble urinating
□
□

Blood in the urine
□
□

Kidney infections
□
□

Bed wetting
□
□

Prostate trouble
□
□

Gastrointestional
Poor digestion
□
□

Indigestion
□
□

Excessive hunger
□
□

Belching or gas
□
□

Nausea / Vomiting
□
□

Abdominal pain
□
□

Constipation
□
□

Diarrhea
□
□

Hemorrhoids
□
□

Liver concerns
□
□

Gall bladder trouble
□
□

Bladder concerns
□
□

Ulcer
□
□

Diabetes
□
□
	Infections / Illnesses 

Herpes
□
□

Hepatitis
□
□

Plantar warts
□
□

TB
□
□

HIV / AIDs
□
□

Cancer
□
□

Allergies
□
□
Muscles and Joints
Stiff neck
□
□

Backache
□
□

Swollen joints
□
□

Painful tail bone
□
□

Foot trouble  L / R
□
□

Shoulder pain   L / R
□
□

Elbow pain  L / R
□
□

Wrist pain  L / R
□
□

Hip pain  L / R
□
□

Knee pain  L / R 
□
□

Arthritis
□
□

Weakness / loss strength
□
□

Women’s Health
Painful menstruation
□
□

Excessive flow
□
□

Irregular cycle
□
□

Hot flushes
□
□

Cramps or backache
□
□

Vaginal discharge
□
□

Swollen breasts
□
□

Lumps in the breast
□
□

Are you pregnant    Yes □ No  □
On birth control      Yes □ No  □
# of pregnancies  _______

# of children _________


Context of Care Overview
1. Why did you choose to come to this clinic?
What do you know about our approach?
2. What three expectations do you have from this visit to our clinic? 
What long term expectations do you have from working with our clinic?

What expectations do you have of me personally as your naturopathic doctor?
3. What is your present level of commitment to address any underlying causes of your signs and symptoms that relate to your lifestyle? (Rate from 0 to 10, 10 being 100% committed)


  1      2      3       4      5       6     7
    8
9
10
4. a) What behaviours or lifestyle habits do you currently engage in regularly that you believe support your health? (please list)
 b) What behaviours or lifestyle habits do you currently engage in regularly that you believe are self destructive lifestyle habits: (please list)
5. What potential obstacles do you foresee in addressing the lifestyle factors which are undermining your health and in adhering to the therapeutic protocols which we will be sharing with you?

6. Who do you know that will sincerely support you consistently with the beneficial lifestyle changes you will be making?

7. What do you LOVE to do?
Thank you for your time in providing me with this valuable information, I look forward to working with you on your journey to better health!
PAGE  
5

