Patient Intake Profile
Patient Name: 
    
                                                                Date of Birth: _______________
Address: _____________________________________________________________________________________________________________
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Heritage Natural Health Patient Intake Profile
Patient Name: 
    
                                                                Date of Birth: _______________
Address: _____________________________________________________________________________________________________________

Medical History:

Present PCP (Name, Credentials, Phone):










Other Healthcare Practitioners:_











Screening: Last Physical


Blood work/labs



Mammo




PAP



DEXA


Sig/Colon


PSA





Blood Glucose



Other











Medications: (Prescription, non-prescription and supplements, including dosages): 

1







2.








3







4.








5.







6.








7. 







8. 









Allergies:
















Present Health Concerns:

What is the main reason for your visit today?  Please describe in detail, including date of onset and any factors that may have contributed to its onset or continuation.

Is this concern getting:  BETTER
      WORSE

List other health concerns and dates of onset in order of importance:

1. 







5. 









2. 







6. 









3. 







7. 









4. 







8. 








Past Medical History:

General childhood health: 
GOOD
    FAIR     POOR       Childhood illnesses: 

Hospitalizations and Surgeries (Type, Year):

Serious Illnesses and Injuries (Type, Cause, Year):

Past Medical History (continued)
	Past
	Current
	
	Past
	Current
	

	
	
	Allergies
	
	
	Stroke

	
	
	Arthritis
	
	
	Ulcers

	
	
	Gout
	
	
	Herpes

	
	
	Alcoholism
	
	
	Cancer

	
	
	Heart murmur
	
	
	Asthma

	
	
	Kidney disease
	
	
	Liver disease

	
	
	Diabetes
	
	
	Anemia

	
	
	Hepatitis
	
	
	Eczema

	
	
	Candida
	
	
	Rheumatism

	
	
	Hypoglycemia
	
	
	Sinus problems

	
	
	High blood pressure
	
	
	Pneumonia

	
	
	Thyroid problems
	
	
	Tonsillitis

	
	
	HIV/AIDS
	
	
	Tuberculosis

	
	
	Sexually transmitted infection
	
	
	Bleeding disorder


  Other:
















Foods restricted from diet, and for how long: ____________________________________________________________________________________________________________________________________________________________________

How much water do you drink per day? 






Family Health History:

( Heart disease


( Cancer

( Diabetes


( Stroke

( Bleeding disorder

( Seizures

( Allergies


( Sickle Cell Anemia

( Asthma


( Osteoporosis

( High Blood Pressure 

( Congenital Heart Defects 

· Other: 
Social History:

How many hours a day of…


Sleep____
Relaxation ____ What form? 







_
Work____
Exercise____
What form? 







_


Do you smoke? ( Yes ( No

Have you ever smoked? ( Yes ( No  If yes, for how long? ______________ How much per day? ____________Pack/yr


Do you use recreational or illicit drugs? ( Yes ( No 
If yes, what type?







How much coffee, tea or cola a day? __________ How much alcohol in a day? ___________ a week? ____________

Marital status



Level of Education


Current employment




Sexual Hx: Active?

Last tested


Other
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