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New Patient Intake Form
All information is kept in strict confidence 

General Information

Name: ________________________________________________________

Address: ______________________________________________________

______________________________________________________________

Telephone: (home) _____________ (Cell) _______________(work)_____________

Email: _________________________________________________________

Emergency contact: (name)____________________________(relationship)___________
              Telephone :(home)___________________________(cell)__________________

Primary care physician :(name)________________________(telephone)______________
Address:__________________________________________________________
Referred by:_______________________________________________________

Date of Birth: _______________  Age: _______   Sex: ___ male   ___ female
Weight: ___________ Height: _________
Martial Status:  ___ single     _____married    ____divorced  ____ widowed ____ common law
____ separated

Number of children, if any: ________   Number of pregnancies: _______________

Female Patients:  Age at first period: _______________


MAJOR COMPLAINTS IN ORDER OF IMPORTANCE TO YOU: 
                              SINCE                                  CAUSES
____________________________________     _____________     ______________________________ 
____________________________________     _____________     ______________________________
____________________________________     _____________     ______________________________
____________________________________     _____________     ______________________________
WHAT MEDICATIONS ARE YOU CURRENTLY TAKING?
                                                                                    SINCE            ANY ADVERSE EFFECTS ON YOU 
____________________________________     _____________     ______________________________ 
____________________________________     _____________     ______________________________
____________________________________     _____________     ______________________________


WHAT TREATMENTS OR THERAPIES ARE YOU ALSO CURRENTLY FOLLOWING?
                                                                                    SINCE                                  RESULTS
____________________________________     _____________     ______________________________
____________________________________     _____________     ______________________________

CIRCLE EACH OF THE FOLLOWING CONDITIONS YOU HAVE HAD:
Abscesses, AIDS/HIV, Alcoholism, Anemia, Arthritis, Asthma, Cancer, Chicken Pox, Cold sores, Colitis, Depression, Diabetes, Eczema, Emphysema, Epilepsy, Gallstones, Goitre, Gonorrhea, Gout, Hay fever, Heart Disease, Hepatitis, Herpes genetalia, Influenza, Kidney Disease, Leukemia, Malaria, Measles, Miscarriage, Mononucleosis, Mumps, Parasites, Pleurisy, Pneumonia, Prostatitis, Rheumatic fever, Rubella, Scarlet Fever, Sexual Abuse, Skin Disease, Strep Throat, Sinusitis, Stroke, Syphilis, Tonsillitis, Tuberculosis, Typhoid Fever, Venereal Warts, Warts, Whooping Cough, Worms, Yellow Fever

ANY OTHER MAJOR CONDITIONS:  ___________________________________________________
ARE THERE ANY OF  THE PRECEDING  CONDITIONS  AFTER  WHICH  YOU  HAVE  NEVER 
BEEN TOTALLY WELL AGAIN? WHICH ONE (S)?
____________________________________________________________________________________
WHAT OPERATIONS HAVE YOU HAD?              WHEN                                  COMPLICATIONS
______________________________________     ______________     ___________________________
______________________________________     ______________     ___________________________

Vaccinations:
· Measles
· Mumps
· Rubella
· Pertussis
· Chicken Pox
· Flu
· Other

Any adverse reactions to vaccinations? ________________________________________
__________________________________________________________________________





Substances you are using:

	Description
	Amount
	Description
	Amount

	
Alcohol
	
	
Pain killers
	

	Cigarettes
	
	Recreational Drugs
	

	Coffee
	
	Sleeping Pills
	




HAVE YOU LOST ANY WEIGHT LATELY? HOW MANY POUNDS? ________________________
WHAT EXERCISE DO YOU DO AND HOW MUCH?  ______________________________________

ARE YOU CURRENTLY UNDER THE CARE OF ANOTHER PHYSICIAN (S)?
               WHO                                   FOR WHAT CONDITIONS?                        TREATMENT               
___________________________     ____________________________     ________________________
___________________________     ____________________________     ________________________

HAVE YOU BEEN TREATED WITH HOMEOPATHY BEFORE?
               HOMEOPATH                        WHEN?                                               FOR WHAT CONDITIONS?
___________________________     ____________________________     ________________________                                                                                                                                                                       


CAN YOU TRACE THE ORIGIN OF ANY PRESENT CONDITION TO ANY PARTICULAR CIRCUMSTANCE (e.g.  ACCIDENT, ILLNESS, INCIDENT, MENTAL UPSET, ETC.)    ANY SERIOUS SHOCK, GRIEF, DISAPPOINTMENT, FRIGHT, DEPRESSION, ETC?


_____________________________________________________________________________________________













Health History of Relatives
Alcoholism, Allergies, Arthritis, Asthma, Cancer, Depression, Diabetes, Epilepsy, Gonorrhea, Gout,  
Hay fever, Heart disease, Mental Illness (specify type),   Paralysis, Pneumonia, Skin disease,   Syphilis, Tuberculosis, or   ANY OTHER MAJOR AILMENTS:  ___________________________________________________________________________________
                                                            
	Relationship
	Age
	Diseases
	Age at death
	Cause of death

	Mother
	
	
	
	

	Father
	
	
	
	

	Brother(s)
	
	
	
	

	Sister(s)
	
	
	
	

	Children
	
	
	
	

	Maternal Grandmother
	
	
	
	

	 Grandfather
	
	
	
	

	Aunts 
	
	
	
	

	Uncles
	
	
	
	

	Paternal Grandmother
	
	
	
	

	Grandfather
	
	
	
	

	Aunts 
	
	
	
	

	Uncles 
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