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Adult Intake Form
Please complete these forms and return them on your first visit. 
[bookmark: _GoBack]

Name: _____________________________________________________________
Address: ___________________________________________________________
__________________________________________________________________
Telephone number: (h)__________________ (w)____________________
May we leave messages for you at these numbers? YES _____ NO_____
E-mail: ____________________________________________________________
Referred by: _________________________________________________________
Family Medical Doctor: _________________________________________________
Other Primary Caregivers: _______________________________________________
Emergency Contact: ___________________________________________________
Relation: _____________________ Phone #: _________________

Insurance Information:

Policy #___________________________ Id #____________________________
Name of Insurance company: ___________________________________________
Name of Policy Holder: ________________________________________________________________

Personal Health Information 
Age: ____________________ Date of Birth: ____________________ 
Sex: __________________
Marital Status: ______________________ Name of Spouse/Partner: ______________
Number of children (if applicable): ____________
Occupation: ________________________ No. of work hours/week: _______________

Last physician or health care practitioner seen: __________________
When? ____________________
Date of last physical exam? ________________ Blood tests done? YES ___ NO ___

What is your main reason for coming in today?__________________________________
____________________________________________________________________________________________________________________________________





	Health Concerns

	Concern
	When did it start?
	Current Treatments
	Past Treatments

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	







Have you ever seen a:     Naturopathic Doctor        Chiropractor         Acupuncturist                

Massage Therapist                   Osteopath

Other complementary health care practitioner? _________________________________


What is your current approximate weight? _____ One year ago? _____ Comfort weight? ____ Height? ____

Are you currently working with a professional counsellor, psychologist, social worker, pastor or other therapist?
YES ____ NO ____ Have you in the past YES ____ NO ____ When? ________________

Prescription Medications 
Please list any prescription medications that you are currently taking 
	Medication
	Prescribed For
	Dose
	Duration

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	




In the past five years, how often have you been prescribed antibiotics? _________________

Do you currently take any of the following on a regular basis? (circle all that apply)
Aspirin       Tylenol        Laxative       Antacids        Muscle relaxants         Sleeping pills

Supplements
Please list any supplements that you are currently taking
	Supplement
	Prescribed for 
	Doseage
	Duration 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	




Lifestyle 
Do you use tobacco products? YES ____ NO ____ How often? _____________________

Are you exposed to tobacco products in your home or workplace? YES ____ NO ____

Do you consume alcohol? YES ____ NO ____ How often? _________________________

Do you use recreational drugs? YES ____ NO ____ How often? _____________________

Do you exercise regularly? YES ____ NO ____ How often? ________________________

What types of activities do you do to relax? ____________________________________________________________________________________________________________________________________

Who do you currently live with? Spouse ____ Partner____ Parents ____ Friends ____ Children ____ Alone ____

How would you describe the emotional climate of your home? ____________________________________________________________________________________________________________________________________

What do you enjoy most in your life? __________________________________________________________________
__________________________________________________________________

What are your main interests or hobbies? __________________________________________________________________
__________________________________________________________________

What do you worry about most in your life? __________________________________________________________________
__________________________________________________________________
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