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CONFIDENTIAL INTAKE HISTORY: 



      Today’s Date: ______________

NAME: ___________________________________                  Birth date : ___/____/____    Age: _______

Marital Status: _____________________                       Level of Education: ________________________

Current Occupation: _______________________                    Is your occupation enjoyable?         Y  /  N

    Is it stressful?        Y /  N               Is it fulfilling?       Y  / N         Hazardous Material exposure?  Y  /  N 

If retired, what was your main occupation?  _________________________________________________

When did you retire? _________________    Are you happy in retirement?    Y  /  N

Your PCP: Name: ______________________________________    Phone:_____________________

Your Nutritionist / Dietician: ______________________________  Phone: _____________________

Your Personal Trainer: __________________________________   Phone: _____________________ 

YOUR GOALS:    In the order of importance, please list what you would like to improve in your current state of health ? 

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________








PRESCRIPTION  & OVER the COUNTER
PLEASE LIST ACTIVE MEDICAL PROBLEMS:  
medications you are currently taking:
1. ________________________________________
_____________________________________

2. ________________________________________
_____________________________________

3. ________________________________________
_____________________________________

4. ________________________________________
_____________________________________

5. ________________________________________
_____________________________________

6. ________________________________________
_____________________________________

	ALLERGIES:  - DRUGS:        FOODS:

_______________________   _____________________

_______________________   _____________________

_______________________   _____________________

_______________________   _____________________

_______________________   _____________________


 NUTRIENTS / SUPPLEMENTS you are taking:
_____________________________________

_____________________________________

_____________________________________

_____________________________________

_____________________________________

_____________________________________

MEDICAL CONDITIONS:   Circle  any other conditions you have ever  had  in the past, & indicate in the space what year?
___ AIDS / HIV+  042           ___ Allergies/Asthma 493.90        ___ Anemia  285.9 
              ___ Alcohol / drug problem 305.00
___ Anorexia / Bulemia
 ___ Arthritis  716.90
         ___ Atrial Fibrillation 427.31       ___ Anxiety / Panic Disorder 300.00


___ Back pain  724.2             ___ Bleeding Disorder 286.9        ___ Candida / Yeast 112.0        ___ Cancer – Specify: __________
         

___ Chronic Fatigue 780.71   ___ Crohn’s Disease 555.9           ___ Colitis  556.9
               ___ Diabetes -Type:   I    II   250.____
___ Depression  311
 ___ Emphysema  492.8
         ___ Epilepsy/Seizure 345.90       ___ Fibromyalgia 729.1 

___ Goiter  240.9                   ___ Gout  274.9   
                       ___ Heart Disease  429.9            ___ Hiatal Hernia / Reflux  530.81 

___ High cholesterol 272.4    ___ Irritable Bowel  564.1            ___ Jaundice   782.4                   ___ Hypertension / High BP  401.1


___ Hepatitis   070.9    
 ___ Kidney Disorder   
         ___ Kidney Stones  592.0           ___ Liver Disease  


___ Migraines   346.90
 ___ Multiple Sclerosis 340           ___ Osteoporosis 733.00             ___ Pancreatitis  577.0     
  

___ Parasites  

 ___ Parkinson’s
 332.0                ___ Pelvic Infl Disease 614.9       ___ Pneumonia  486

___ Polio  138

 ___ Prostate Problem 600.0         ___ Rheumatic Fever   391.9       ___ Root canal  


___ Sinusitis  473.9
 ___ Stroke /  TIA 438.9                 ___ Thyroid problem 244.9          ___ TMJ  524.62
      
             

___ Tuberculosis
  011.90       ___ Ulcers  533.90
          ___ Urinary Infection 599.0
   OTHER: _________________ 
Name:_________________________________________
CURRENT or RECENT SYMPTOMS:   Circle  any symptoms that you have noticed recently, and in the space, when you first noticed them.
√ for mild,   √√ moderate,   √√√ severe
___ Chest pain   786.50             ___ Blood in sputum 786.3         ___ Fainting / collapse  780.2   ___ Leg pain w walking 729.5 

___ Nose bleeds  784.7             ___ Shortness of Breath 786.05 ___ Swollen ankles  782.3           ___ Snoring excessively        

___ Abdominal Pain  789.00      ___ Acid reflux  530.81                ___ Black tarry stools 578.1 
  ___ Bright blood in stool 578.1       

___ Difficulty swallowing 787.2 ___ Loss of appetite  783.0         ___ Persistent nausea  787.02
  ___ Mood swings   296.99

___ Kidney pain   788.0             ___ Blood in urine  599.7            ___ Urgent urination 788.63      ___ Frequent urination 788.41
___ Change in headaches 
     ___ Double vision 368.2              ___ Dizzy / spinning  780.4       ___ Eye pain  379.91

___ Bone pain  733.90               ___ Unusual bruising                ___ Prolonged bleeding 286.9
  ___ Bloated   787.3

___ Excessive thirst  783.5 
     ___ Rapid heart beat  785.1        ___ Unusual cough 786.2           ___ Recent change in bowel habit 
          
             ___ Weight loss – unexpected  783.22

            Other Symptoms:____________________________________     






  



_____________________________

   
HOSPITALIZATIONS:         Please include Surgeries, illnesses, severe accidents, births, miscarriages:
Year:
     Procedure 


          Reason:
       
                   Outcome:

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	       Ever been hospitalized for          
	Mental illness?     Y  /   N
	


FAMILY HISTORY:          Please complete health Information about your family:
	Relation
	Age:
	State of 

health:
	Age at

Death:
	Cause of death
	Check if your blood relatives had any of the following

√             Disease:                                           Relation to you:

	Father
	
	
	
	
	
	Arthritis / Gout
	

	Mother
	
	
	
	
	
	Asthma / Allergies
	

	Brothers
	
	
	
	
	
	Cancer:  Where: _______
	

	
	
	
	
	
	
	Drugs / Alcohol
	

	
	
	
	
	
	
	Diabetes
	

	
	
	
	
	
	
	Heart Disease
	

	Sisters
	
	
	
	
	
	High Blood Pressure
	

	
	
	
	
	
	
	Osteoporosis
	

	
	
	
	
	
	
	Stroke
	

	
	
	
	
	
	
	Alzheimers D
	


RECENT TESTS:





 HEALTH HABITS:
If you have had any of these tests, please complete:


Which substances do you consume:

	TEST:               
	Date:
	Reason:
	Result:
	
	Substance
	How Much?

	Chest X Ray
	
	
	
	
	Caffeine
	  ____________ cups,cans / day

	EKG
	
	
	
	
	Cigarettes
	   ___________  packs / day x _____ yrs

	EGD (Stomach
	
	
	
	
	          Are you interested in quitting?    Y  /  N

	Colonoscopy
	
	
	
	
	Alcohol
	Type: ___________ Amount:______Frequency:___x/wk

	Ultrasound
	
	
	
	
	Drugs
	What: __________  Amount: _____ Frequency: ___x/wk

	CAT Scan
	
	
	
	
	Chew tobacco
	Amount ______  x  ____  /day    x _____  Yrs

	MRI Scan
	
	
	
	
	Nutrasweet
	Servings per day: ________

	Bone Density
	
	
	
	
	Saccharin
	Servings per day: ________

	Mammogram
	
	
	
	
	Splenda
	Servings per day: ________

	
	
	MSG
	Servings per day: ________


Name: _____________________________________________
REVIEW THESE SYMPTOMS AND CHECK THE ONES THAT APPLY.   √ for mild,   √√ moderate,   √√√ severe
FOR WOMEN: 

Date of 1st  day of last period: ______________     Birth control method: _____________        Are you pregnant?  Y /  N

Date of last PAP test: _____________ normal  /  abnormal         Date of last Mammogram: _________  normal  /  abnormal   

Date of Menopause: 627.9_______________     Have you ever had an abnormal pap?  Y  /  N      When?  ____________

Review this list of symptoms and check the ones that apply.

___ Hot flashes/ night sweats

___ Bloating late in cycle

___ Uterine Fibroid   

___ Leak Urine  or  Overactive Bladder
___ Migraines late in cycle

___ Fibro-cystic Breasts 610.1

___ Sleep problems


___ Cravings for sugar, chocolate
___ Cramps / clots w periods

___ Vaginal Dryness / Pain  624.1

___ PCOS 256.4


___ Increased fat around hips / thighs

___ Loss of interest in sex


___ Acne


___ Endometriosis  617.9

___ Irregular periods             

___ Facial hair     


___ Painful sex             

___ Spotting after menopause 627.1

___ Lack of periods

___ Painful periods

___ Mood swings



___ Problems w Infertility

___ Vaginal irritation  616.10 
___ PMS  625.4   (PMS lasts ________ days)
___ Ovarian Cysts 256.4

___ Unusual vaginal discharge

What hormones have you used in the past? ____________________________________________________________

Any Problems with these hormones?  _________________________________________________________________

FOR MEN:           Date of last prostate exam:   ___________     normal / abnormal
Review this list of symptoms and check the ones that apply.


___ Enlarged prostate 600.0
___ Lowered interest in sex                              ___ Crooked/ curved erection
___ Difficulty in initiating urine stream 788.64                

___ Can’t maintain an erection  607.84 
  ___ Slowing urinary stream 788.62
___ Bladder not emptying completely 788.21


___ Erections less firm


  ___ Night-time urination 788.43
___ Problems w premature ejaculation
FOR EVERYONE:
Hypo-metabolism: 




Adrenal:

Insufficient  T3:




 
___ Palpitations 

___ Migraines





___ Salt craving

___ Constipation





___ Muscle tension

___ Fluid retention




___ Easily frustrated
___ Dry coarse skin




___ Sweat easily palms & armpits
___ Deepening voice




___ Sugar craving

___ Dry or thinning hair




___ Panic   attacks, feel overwhelmed
___ Muscle aches  and  pain



___ Excessive hunger

___ Push self to get things done  



___ Prone  to   infection / sickly
___ Brittle /soft  / unhealthy  nails



___ Low  blood  pressure

___ Crave caffeine to boost energy



___ Light headed on  standing up 

___ Fibromyalgia
 /  Chronic  fatigue


___ Racing  mind  prevents  sleep  




___ Fatigue / pooped  as day wear  on


___ Sluggish in am   –   slow starter

___ Feel cold / need to dress more warmly


___ Need sunglasses in bright sun light

___ Low body temperature / Cold  hands  &  feet

___ Low back pain – worsens with fatigue or stress 

Insufficient  T4:





Metabolism:
___ Depression  /  Anxiety 




___ Can not delay or skip meals
___ Can’t multi-task as well



___ Headache  w  missed  meal
___ Low ambition / motivation



___ Cravings for sugar  & carbs
​​___ Slow thinking / slow speech



___ Mid - afternoon   drowsiness
___ Foggy / spacey / muddled mind 


___ Periods of low energy relieved w food
___ Harder  to  follow  train of  thought


___ Tunnel vision / Light-headed relieved w food

___ Decreased memory or concentration  


___ Shaky / weak /sweaty episodes –  Eating helps
___ Not as sharp and clear as  previously


___ Jittery / irritable / anxious episodes – Eating helps







___ Alternating  between  high  and  low  moods
Cardio-Respiratory:




___ Alternating between sluggish and high energy
___ Palpitations
 




___ High blood pressure

___ Decreased stamina




___ Skin tags at neck &/or armpits

___ Decreased endurance




___ High cholesterol / triglyceride
___ Run out of breath sooner



___ Increased  fat around abdomen

___ Easily exhausted with exercise



___ Prone to inflammation & bursitis
___ Decreased ability and desire to exercise


___ Fluid retention & puffy in extremities
Name: ____________________________________________                   √ for mild,   √√ moderate,   √√√ severe
Skin / Integumentary: 




Neuro-cognitive:
___ Dry skin





___ Loss of esteem 

___ Thin Lips





___ Feeling hopeless 

___ Graying hair





___ Feeling defeated



___ Thin brittle nails




___ Loss of confidence

___ Increasing blemishes




___ Vision deteriorating

___ Tendency  to  bruising




___ Hearing deteriorating 

___ Thinned skin –hands, face, arms


___ Memory  deteriorating
  (310.1  or 780.93)
___ Thinning hair – scalp, armpits, legs


___ Balance   deteriorating




___ Wrinkling skin –  face, neck, hands & arms

___ Coordination deteriorating


___ Sagging skin – under eyes, arms, face, breasts

___ Sense   of    powerlessness








___Decreased sense of well being
Gastrointestinal:





___ Apathy / Losing  interest  in  life



___ Indigestion / Hyperacidity  / Reflux






___ Feel full faster  




Muscles/Joints:


___ Slower digestion




___ Osteoporosis


___ Eat less / smaller meals



___ Aches and pains


___ Fullness persists after meals



___ Loss  of  strength

___ Burping or belching after meals



___ Body  &  joints stiff


___ Decreased sense of taste / smell


___ Thinning muscles – buttocks, arms, legs


Hypersensitivity/ Allergy/ Candida/ Inflammation/ Autoimmune:          

Are symptoms    Year-round   or    Seasonal  ?;     Lifelong    or     since:  _________________  
___ Bloating





___ Dizziness

___ Excessive gas




___ Itchy ears

___ Irritated tongue




___ Itchy nose

___ Recurrent Canker sores



___ Itchy throat

___ Explosive stools




___ Puffy eyelids

___ Loose / mushy stools




___ Chronic cough

___ Diarrhea alternating w constipation


___ Nasal  congestion

___ Jock itch





___ Sinus  congestion

___ Athlete’s foot





___ Often clear throat
___ Dandruff  / Itchy scalp 




___ Excessive mucous
___ Eczema / Dermatitis




___ Dark circles under eyes
___ Frequent colds or flu’s




___ Muscle pain

___ Rash across face and cheeks



___ Blurred vision




___ Patchy red rash on body



___ Double vision

___ Sensitive to sun




___ Incoordination

___ Dry eyes





___ Patchy hair loss

___ Dry mouth





___ Tight   thin   skin

___ Swollen/ sensitive Lymph nodes


___ Asthma / wheezing 

___ Tingling, funny sensations in different parts of the body      ___ You have been on antibiotics to excess: For_____________

___ Bursitis: Where_________________________________  ___ Arthritis: Where:____________________________________
Do you have a diagnosis of:   MS,   Lupus,  Rheumatoid Arthritis,  Sjogrens,  Polymyositis,  Dermatomyositis,  Psoriasis,
Raynaud’s,    Mixed Connective Tissue Disorder ,  ALS,   Parkinson’s?    Other: ______________      (Please circle which applies)
Are you sensitive to:   Chemicals             Print           Fumes            Fragrances           Gasoline       Other:_________________
What are your symptoms? ____________________  

Do you have Chronic Pain?   Where: ________________  Are you on meds?    What: _________________________
INFECTIOUS DISEASE: 
Have you ever been camping or hiking anywhere and been drinking stream/ lake/ pond water without sterilizing?   Y     N

Have you ever travelled to under-developed or tropical country, and consumed local food?   Y     N

Have you ever lived in a tick area or been bitten by a tick while hiking or camping?      Y      N  

Name: _________________________________________
Have you ever lived in an area with TB or Malaria?       Y      N      Have you ever had a STD?    Y     N

Did you ever receive a blood transfusion?    Y      N     Did you become ill after the transfusion?   Y      N  

Did you develop any symptoms or any illness following any of these exposures?   Y      N   

Are you suspicious of chronic yeast infections, or have been on extensive antibiotics for any reason ?    Y      N 

Do you have chronic abdominal pain, gas/ bloating, diarrhea, loss of appetite?    Y      N

What symptoms and when? ____________________________________________________________________________

DIET:   
Are you on any specific diet now? (please specify) _________________________  Successful  Y  /  N

List any diets which have been effective in the past. ________________________________________

Do you find yourself eating mindlessly?   Seldom    Somewhat    Often    (circle which, if applicable)

Do you consume alot of    sugars,     carbs,    grains,      fruit juice,       alcohol?        (circle which)    

Are you on a   Low-fat,   Low-carb,   Vegetarian,   Vegan,   Raw food  or   Other diet?   (circle which)  
OTHER DIET:___________________________
Do you crave     Chocolate,     sugar,      bread /carbs,     fatty foods/oils       salt

the sensation of      soft     crunch     ?   (circle which)   OTHER CRAVINGS:_______________________

Are your cravings   after meals,    thru the morning,    thru the afternoon,    evening,    anytime   
Certain time of the month?  (circle which)
On average, you cook your own meals from scratch what percentage of the time?     

Less than 10%     10%   25%    50%   75% or greater    (circle which)
On average, you eat out what percentage of the time?    

Less than 10%     10%   25%    50%   75% or greater    (circle which)
On average, you eat "junk food" meals what percentage of the time?    

Less than 10%     10%   25%    50%   75% or greater    (circle which)
Are you concerned about your weight?     Y    /   N

Do you need help with your weight /  diet?   Y  /  N

How long has weight been a problem?    Life long,   Since menopause,  Since pregnancy,  (circle which)



Since some particular life stress. (Specify: _____________________________)

Is your weight problem at the    hips and thighs,     belly,     all over   ?        (circle which, if applicable)
As an adult: Lowest weight ever: ___________________   When: _______________

       Highest weight ever: __________________   When: _______________

Current weight: _____________________                         Goal weight: _____________________

SLEEP:    Please check the symptoms that you notice.  (780.50 OR 307.41)      √ for mild,   √√ moderate,   √√√ severe


___ You sleep great, and wake up rested and ready to go !!
___ Do you dream?  Y   /   N    Are the dreams: pleasant ____ ;   unpleasant _____
___ Wake up not rested

___ Difficulty falling asleep

___ Wake up through night with a choking or smothered sensation

___ Your partner has noticed very heavy snoring during sleep, or stop breathing with heavy snoring (327.23)?
​​​​___ Sleep is disturbed by: Hot flashes___; Pain___; Restless ___; Bladder___; Kids/Pets___; Other: ____________

___ You wake at night and it is difficult to get back to sleep
___ You wake at night hungry, thinking of food, or actually eat a snack
___ Restless legs disturb your evening or your sleep (RLS) (333.94)
___ Your bed/mattress is NOT comfortable, your bedroom is NOISY (eg street noise), your bedroom is NOT dark

___ You are a light sleeper and your sleep is disturbed by _____________________________________________

___ Daytime drowsiness or sleepiness

___ During periods of inactivity through day, you tend to fall asleep – driving, meetings, stoplights etc

Name: __________________________________________
___ During conversations, you are not alert, phase out, or daydream

___ You work night shift? How often? _____________________________________________________________ 

On average, how many hours of good sleep do you get at night?  ______________ hrs

Usual bedtime:  ___________ pm

Usual number of minutes before sleep: ________ minutes

Usual time of waking:  _________ am    Is this to an alarm?  Y  /   N

STRESS: 

Rate your current general level of stress:     Extreme;            High;              Medium;            Low     (Please circle)

	Extr
	High
	Med
	Low

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Type of Stress:  (please check)          

How long has it been like this?    

___ Family
         



_____  weeks    months    years 
___ Home




_____  weeks    months    years

___ Financial
        

 

_____  weeks    months    years

___ Job

         

 

_____  weeks    months    years  

___ Relationship - with whom  __________
_____  weeks    months    years

___ Illness ___self  ___other – who _______  
_____  weeks    months    years 

___ Transition ___life  ___ home ___ work           _____  weeks    months    years

___ Transition  ___ relationship


_____  weeks    months    years 

___ Loss  ___loved one  ___ job/ earnings
_____  weeks    months    years 

With respect to the worst stress, you expect this to last a      short       medium        long     period of time.   (please circle)  

Do you have a history of life altering or severe life threatening stress?      Y    /    N 

Details (What/When):  _____________________________________________________________________________

Do you have a solution for the stress?   Y   /   N

Do you need help with your stress issues?  Y   /   N

Do you often feel    frustrated,   irritable,   overwhelmed,   over-sensitive,    unable to cope?   (circle which)

Do you overeat?   …………………………….Y  /   N 
Do you suffer from melancholy?   ………………………Y   /   N

Do you suffer from anxiety?  ………………..Y  /   N
Do  you  have  low  sexual  interest?    …………………….. .Y   /    N
Do you feel burdened w life?   ……………...Y  /   N
Do you have a bleak attitude about life? ……………. ..Y   /   N

Do you feel your life is too busy?   ………..  Y  /   N
Are you angry / frustrated w certain aspects of life?.....Y   /   N

Do you have a hard time enjoying life? ……Y  /   N
Do you envy others who seem to have a lighter spirit? Y   /   N


Are you easily distracted? …………………  Y  /   N
Are you plagued w unfinished projects / tasks? ………Y   /   N

Are you impulsive?  ………………………… Y  /   N
Do you lose things?  ……………………………………  Y   /   N

Are you tired of compromising your health because of bad habits? …………………………………………………… Y   /   N

Do you have hidden potential inside you that you KNOW would change your life, if it was allowed to come out? ..Y   /   N

Would you feel happier & have better relationships if you weren’t carrying around anger & guilt from the past? …Y   /   N

Is fear and anxiety keeping you from getting what you want most from life? …………………………………………..Y  /   N

Would you be making more money if you could stay motivated and focused on what you want?   …………………Y  /   N

Do you have a diagnosis of Anxiety,  Panic disorder,  Depression,   ADD/ADHD,  Obsessive Compulsive Disorder,  Bipolar Disorder,    PTSD?   (Please circle which applies)
EXERCISE:    Please circle which response is applicable.

Aerobic        Weights        Walking    Other:__________________________

How long are your workout sessions?  _____________

Name: ________________________________________

How many days  / week?  _________

Stretching  _____   times per day  for _____ minutes    in  ____morning,  ____evening,   ____before exercise  
What prevents you from more exercise? Time    Interest     Energy    Injury    Other:_________________        
Do you prefer to work out in a    gym  or     alone  or     with someone specific? 

Do you experience pain in the    chest,   legs,    hips,     calves    with exercise? 

Do you have any pets?  If so what: _______________________________________________________________
Do you use Skin Moisturizing creams / lotions?  Y  /  N   If so, what brand? __________________________________

Have you ever been party to a lawsuit of any type?   Y   /   N   

If so, is it settled?    Y   /    N   
If so, please describe briefly: ______________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

KEY SYMPTOMS:     (How badly you feel)
Now identify the 6 most bothersome / prominent symptoms of your current condition, and write them in the spaces provided. Now rate each of these symptoms on a scale of 0-10 by circling the number of how you rate the symptom. (10 is the most intense and 0 is not bothered at all.     5 = gets your attention;     10 = symptom constantly affects you).
1. ___________________________________


4. ________________________________ 

     0    1     2    3   4    5    6    7     8     9     worst

   0    1    2    3    4     5    6    7    8     9    worst
2.___________________________________


5. ________________________________ 

    0    1     2     3    4    5    6    7    8    9     worst                              0    1    2    3    4    5    6    7    8    9    worst
3. __________________________________

   
6. ________________________________ 

    0    1    2    3    4     5     6    7     8    9     worst

    0    1    2    3    4    5    6    7    8    9    worst
TOTAL SCORE: ______________________
AND NOW SCORE THESE SYMPTOMS IN THE SAME FASHION:    (How well you feel)
1. Energy:






 4.  Mood:


low   2    3    4    5     6    7    8     9     great
     
 
low   2    3   4    5     6    7    8    9  great 

2.  Sleep:






 5.  Memory:

        poor  2   3   4     5     6    7    8     9      great 
       

poor  2   3   4    5    6    7    8    9   great

3.  Weight:






  6. General Quality of Life:

        Not happy 2  3   4   5   6    7   8    9     happy
        

lousy  2   3   4    5    6    7    8   9   great
TOTAL SCORE:_________________
Now take a moment to reflect on your responses to the following questions:

On a scale of 0 – 5  (5 being the strongest response), circle your response:

1. How important is WELLNESS to  you? …………………………………………………....   0      1       2       3       4         5  

2. How committed are you to a WELLNESS program? ……………………………………… 0      1       2       3       4         5

3. How ready are you to embark on WELLNESS strategies? ………………………………. 0      1       2       3       4         5

4. How confident are you that you will be successful  in your strategies? …………………. 0      1       2       3       4         5  

5. How interested are you in improving the health  of your skin?  ………………………….. 0      1       2       3        4        5

And lastly please answer: 

How interested in Complementary and Alternative Medicine (CAM) are you? ……………. 0      1       2       3       4         5  
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