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Adult Patient Intake Form 
 
PERSONAL INFORMATION 

 

Name:_____________________________________ Date of First Visit:_________________________ 

Address:_____________________________________________________________________________ 
     Street address  city   province        postal code 

Telephone: Home:__________________ Work:_________________ 
Cell:________________________ 

E-mail address:______________________________  Can we connect with you this 
way?_____________ 

Age:_____ DOB (M/D/Y):______________ Gender (M/F):______ Relationship 
Status:_____________ 

Children (if yes, names and 
ages):__________________________________________________________ 

Occupation:_______________________ Hours per week:_____ 
Employer:________________________ 

Emergency Contact (name and phone 
number):______________________________________________ 

Medical Services Plan 
#:________________________________________________________________ 

Extended Medical Coverage:(If yes, name of 
provider)_________________________________________ 

How did you hear about our 
clinic?:________________________________________________________ 
 

HEALTH OVERVIEW 

Name and phone number of current general 
practitioner:_______________________________________ 

When was your last complete 
physical?:_____________________________________________________ 

When did you last have blood work 
done?:___________________________________________________ 

Are you seeing any medical specialists or other alternative practitioners? 
(names):____________________ 

_____________________________________________________________________________________ 
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What is the main reason for your visit 
today?:_________________________________________________ 

_____________________________________________________________________________________ 

 

What are your most important health concerns? (List as many as you can in order of 
importance): 

• ______________________________________________________________________________ 

• ______________________________________________________________________________ 

• ______________________________________________________________________________ 

• ______________________________________________________________________________ 

What long term expectations do you have from working with our 
clinic?:___________________________ 

_____________________________________________________________________________________ 

 

HEALTH HISTORY QUESTIONNAIRE 

 

FAMILY HISTORY: 

Please note any significant family history of cancer, cardiovascular disease, diabetes or thyroid 
disease as well as patterns of digestive health and emotional health. 
_______________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________  

PAST MEDICAL HISTORY: 

Significant past 
illnesses:________________________________________________________________ 

Immunizations (including flu 
shots):_______________________________________________________ 

Last Tetanus 
Shot:_____________________________________________________________________ 

Surgeries/Hospitalizations/Injuries/Stitches?(If yes, names and 
dates):____________________________ 

_____________________________________________________________________________________ 
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GENERAL: 

Height _______ Weight______lbs Weight 1 year ago _____lbs  

Energy (scale of 1(very low) to 10(optimal):_______________________________________________ 

How would you describe your overall health?:____________________________________________ 

 

If menstruating female: 

Reproductive Health: LMP: __________ Age of first menses:_______ Duration of 
Menses:_______ 

Cramping?_______________ PMS?________________ Birth 
Control?:__________________________ 

Allergies/Sensitivities 

Are you sensitive to or allergic to… 

Any drugs?___________________________________________________________________________ 

Any foods?___________________________________________________________________________ 

Any environmentals (pollen, trees, etc.) or 
chemicals?______________________________________ 

Medications 

Current:_____________________________________________________________________________ 

_____________________________________________________________________________________ 

Supplements (Vitamins, herbs, homeopathics, oils, probiotics) (Brands if you can recall): 

Current:_____________________________________________________________________________ 

_____________________________________________________________________________________ 

 

LIFESTYLE: 

Sleep: Hours per night:_____ Time to bed:_______ Time rising:_______ # of times 
wakened:_____ 

Exercise: Hours per week: _______ Types of exercise: 
_________________________________________ 

Spiritual Practices: 
_____________________________________________________________________ 
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Substance Use: 

Alcohol Intake (drinks per week):__________ Cigarettes (packs per 
week):_________________________ 

Drug use: 
____________________________________________________________________________ 

Mental Emotional: 

Stress: 
Job:_________________Relationships:___________________Financial:____________________ 

What brings you joy in your 
life?___________________________________________________________ 

 

Diet: 

Do you have any dietary 
restrictions?:_______________________________________________________ 

_____________________________________________________________________________________ 

Water intake (litres or glasses/day):_________ Caffeine intake 
(cups/day):__________________________ 

How often do you eat out in a month?:______ How often is it fast-food (Subway, McDonalds, 
etc.)_____ 

 
Diet Diary: 
Typical Day: 
 
Time of Day: Description of meal or snack (incl. 

beverages) 
Digestion/Energy after eating: 
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Thank you for completing this patient intake form. Please bring completed form, all 
recent lab work and current supplements to your visit. We look forward to meeting 

you! 

 
 

Informed Consent: 
 
Naturopathic doctors (NDs) assess the whole person, taking into consideration physical, mental, emotional and 
spiritual aspects of the individual. Many techniques are used in order to stimulate the body’s inherent healing 
capacity. Your Naturopathic Doctor will take a thorough case history and often conduct a screening physical 
examination. This may include a breast exam, gynecological, rectal, prostate, and blood and urine samples as 
required. Treatment may involve such interventions as botanical medicine, IV therapy, hormone therapy, 
pharmaceuticals, massage, hydrotherapy, nutrition, lifestyle counseling, psychological counseling, and homeopathy. 
 
I understand that I must inform the Naturopathic Doctor immediately of any disease process that I may be suffering 
from, if I am on any medication or over the counter drugs, if I am pregnant, suspect I may be pregnant or am breast-
feeding. 
 
I understand that my identity will be protected at all times and, if necessary, identifying information will be altered to 
protect my privacy. I understand that a record will be kept of the health services provided to me including email and 
phone communications. This record will be kept confidential and will not be released to others unless so directed by 
myself or unless law requires it. I understand that the physicians at this clinic are legally obligated to supersede 
confidentiality if they become aware of current child abuse or neglect, threats to harm or kill another individual and 
serious threat of suicide involved with my case. I understand that I may look at my medical record at anytime and 
can request a copy of it by paying the appropriate fee. I understand that information from my medical record may 
be analyzed for research purposes and that my identity will be protected and kept confidential. 
 
I understand that 24 hours notice is required for appointment cancellation; otherwise I may be responsible for the 
cancellation fee. 
 
I understand that the results are not guaranteed. I do not expect the Naturopathic Doctor will be able to anticipate 
and explain all risks and complications but will attempt to do so. With this knowledge, I voluntarily consent to 
diagnostic and therapeutic procedures mentioned above. 
 
I intend this consent form to cover the entire course of treatment with this Naturopathic Doctor. I understand that I 
am free to withdraw my consent and to discontinue participation in these procedures at any time. 
 
Date:______________________________ Patient Name:_________________________________________________  
 
Patient Signature:__________________________________________________________________________________ 


