	[image: image1.png]qp attmedciinic.




	Patient Intake Form



	Date: __________
	How did you find out about our clinic? _________________________________

	General Information

	First & Last Name of Patient:


	In case of emergency contact:



	___________________________________________


	First & Last name: ___________________________

	Age: _____                        Sex:     M          F
	Relationship: _______________________________

	Date of Birth: _______________________________
	Emergency Contact Information (if different): 

	SYMBOL 42 \f "Wingdings" Address: ________________________________
	SYMBOL 42 \f "Wingdings" Address: ________________________________

	SYMBOL 42 \f "Wingdings" City: ____________________________________
	SYMBOL 42 \f "Wingdings" City: ____________________________________

	SYMBOL 42 \f "Wingdings" Province:________________________________
	SYMBOL 42 \f "Wingdings" Province: ________________________________

	SYMBOL 42 \f "Wingdings" Postal Code: _____________________________
	SYMBOL 42 \f "Wingdings" Postal Code: _____________________________

	SYMBOL 40 \f "Wingdings" Home: (      ) ______________________________
	SYMBOL 40 \f "Wingdings" Home: (      ) ______________________________

	SYMBOL 40 \f "Wingdings" Work:  (      ) ______________________________
	SYMBOL 40 \f "Wingdings" Work:  (      ) ______________________________

	SYMBOL 40 \f "Wingdings" Cell:    (      ) ______________________________
	SYMBOL 40 \f "Wingdings" Cell:    (      ) ______________________________

	SYMBOL 42 \f "Wingdings" Email:  __________________________________
	SYMBOL 42 \f "Wingdings" Email:  __________________________________

	Occupation: ________________________________
	


	Medical Doctor or Referral: _____________________________ 
	SYMBOL 40 \f "Wingdings" Tel: (      ) ______________________


	OHIP Number: ________________________
	Version Code: ______
	Expiry Date: _________________


	If you have work benefits or insurance coverage for Naturopathic Medicine, what is the yearly limit? $________

	Insurance Provider: ________________________________________________________________________ 


Does your family doctor and/or G.P. know that you are pursuing Naturopathic Medicine?     YES    NO
Have you ever seen a naturopathic physician before? YES  NO   If yes, who? __________________________
	Major Health Complaint(s)
	1. ________________________________________________________

	
	2. ________________________________________________________

	
	3. ________________________________________________________


Please relate any relevant history to the major complaint(s) (i.e. symptoms, previous treatments, prescribed medications, lab test results, other practitioner diagnosis etc.) in the space below.
	


	Medical History


SYMBOL 166 \f "Wingdings" \s 12 \h Please check off circles for any of the following conditions that you have experienced.
□ Please check off squares for any of the following conditions if known to have been experienced in your family.

	SYMBOL 166 \f "Wingdings" \s 12 \h  □ allergies
	SYMBOL 166 \f "Wingdings" \s 12 \h  □ birth defects
	SYMBOL 166 \f "Wingdings" \s 12 \h  □ Parkinson’s disease

	SYMBOL 166 \f "Wingdings" \s 12 \h  □  cancer
	SYMBOL 166 \f "Wingdings" \s 12 \h  □ heart disease
	SYMBOL 166 \f "Wingdings" \s 12 \h  □ atherosclerosis

	SYMBOL 166 \f "Wingdings" \s 12 \h  □ hypertension
	SYMBOL 166 \f "Wingdings" \s 12 \h  □ tuberculosis
	SYMBOL 166 \f "Wingdings" \s 12 \h  □ kidney disease

	SYMBOL 166 \f "Wingdings" \s 12 \h  □ arthritis
	SYMBOL 166 \f "Wingdings" \s 12 \h  □ syphilis/venereal disease
	SYMBOL 166 \f "Wingdings" \s 12 \h  □ hepatitis

	SYMBOL 166 \f "Wingdings" \s 12 \h  □ diabetes
	SYMBOL 166 \f "Wingdings" \s 12 \h  □ rheumatism
	SYMBOL 166 \f "Wingdings" \s 12 \h  □ high cholesterol or triglycerides

	SYMBOL 166 \f "Wingdings" \s 12 \h  □ mental illness
	SYMBOL 166 \f "Wingdings" \s 12 \h  □ goiter/thyroid disease
	SYMBOL 166 \f "Wingdings" \s 12 \h  □ skin disease

	SYMBOL 166 \f "Wingdings" \s 12 \h  □ depression
	SYMBOL 166 \f "Wingdings" \s 12 \h  □ Alzheimer’s disease
	SYMBOL 166 \f "Wingdings" \s 12 \h  □ stomach or gastro-intestinal disorders

	SYMBOL 166 \f "Wingdings" \s 12 \h  □ other conditions _____________________________________________________________________


General Medical History
Past surgeries (within a year) ___________________________________  Ever had IV injections ?  YES   NO  

How many times have you been treated with antibiotics during the last year?   _______ times

What were the antibiotics used for? ___________________________________ Any side effects?    YES   NO  

Any serious drug allergies? __________________________________________________________________

Medications currently on ____________________________________________________________________

Do you currently have an exercise program or regimen?   YES   NO     Describe ________________________

Marital status _______________  Children  YES  NO  If YES, how many and what ages? _________________

What is the emotional climate of your home:  SYMBOL 166 \f "Wingdings" \s 12 \h stable       SYMBOL 166 \f "Wingdings" \s 12 \h stressful       SYMBOL 166 \f "Wingdings" \s 12 \h very stressful

Parent's marital status: ___________     Siblings  YES  NO  If yes, how many and what ages? _____________

Hours of sleep per day _____________Quality of Sleep ___________________________________________

Do you (SYMBOL 166 \f "Wingdings" \s 12 \h) or any member (□) of your household use any of the following recreational drugs? (Check all that apply.)
	SYMBOL 166 \f "Wingdings" \s 12 \h □ Smoking. Cigarettes per day ____
	SYMBOL 166 \f "Wingdings" \s 12 \h □ Marijuana. How often? ______________________________

	SYMBOL 166 \f "Wingdings" \s 12 \h □Alcohol. Glasses per day ________ 
	SYMBOL 166 \f "Wingdings" \s 12 \h □ Other drugs. Specify _______________________________


Primary source of food (i.e. supermarket) __________  Source of drinking water (i.e. bottled) ______________

Any Digestion problems (gas, constipation, etc)? _________________________________________________

Number of Bowel movements per day ________   Describe stool quality ______________________________

Previous parasite infection? YES   NO   If yes, when and what type? _________________________________

Name last few vacation spots ________________________________________________________________

Any food or chemical allergies/intolerances? If so, name them and where it was diagnosed from:

Supplements/Vitamins currently on and dose ____________________________________________________

Do you feel chilly, medium or hot all the time? ______________  Affected by weather? __________________

Fears (i.e. heights, ghosts): _____________________  Emotional state (i.e. anxious) ____________________

Has there ever been a traumatic event that happened to you in the past (i.e. accident, abuse, fighting)?

________________________________________________________________________________________

Please describe your mood, personality and spirituality: ___________________________________________
Gender-specific Medical History
	For men only:
	Any male-related conditions?  YES  NO   If yes please specify _____________________

Circle if applicable:     Lower Back Pain          Dribbling                   Discharge
                                   Referred Thigh Pain     Enlarged Prostate    High PSA
Last Prostate Exam  ____________________  Last Full Medical ___________________

STDs? List ___________________________  Sexual Dysfunction? _________________  

	For Women Only:
	Length of cycle _____ days;     Days of menstruation _____ days;     Irregular?  YES NO
Clots in flow?        YES  NO  Size of clots: _________________ (i.e. dime or loonie size)

PMS symptoms?  YES  NO  Please list:  ______________________________________

Age of first menstruation ____ Birth control used? YES  NO Type? _______Since? ____

Any uterine/ovarian problems (i.e. fibroids, endometriosis)?  YES  NO
If so, please list: _________________________________________________________

Any surgeries? ________________________________ Incontinence? ______________

History of breast or uterine cancer in family? YES  NO  What type? _________________

Pap smear results and dates ________________  Last Gynae exam ________________

STDs? List ________________________  Candida/Yeast infection before? YES  NO



	Thank You For Completing The Patient Intake Form


Signature of Patient / Guardian: _________________________________________

Date of Signature: _____________________________________________________
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