Dawn Flynn, ND, LAc
New Patient Intake Form













DATE:____________

Name: ________________________________ Phone (H or C): _________________(W):________________

Street: ________________________________City: _____________________State: _______ Zip: _________

Email Address: _________________________________ Would you like to be emailed newsletter?  Yes    No

Age: _______

Birth Date: ___________
Sex: ______         

Relationship Status: _________________ # of Children: ____ Occupation: _____________________________ 

Physician: _______________________________Physician’s phone number: ___________________________

Name of emergency contact:_____________________Phone number:________________________________ 

Insurance carrier:_________________________Insurance card number:_______________________________

Health Concerns:

	Please list your main reason for coming in today and other health concerns you have.

	Main Complaint:  ___________________________________________________________________________

	Others Health Concerns: _____________________________________________________________________

	 _________________________________________________________________________________________                                       

	 Please describe other types of treatment you are receiving (massage, chiropractic, physical therapy, etc.)

_________________________________________________________________________________________                              

	 _________________________________________________________________________________________                                  


Past Medical History (include date):

	Significant Illnesses:
	
	

	__ Cancer____________________
	__ Diabetes___________________
	__ High blood pressure__________

	__ Rheumatic fever____________
	__ Thyroid disease_____________
	__ Hepatitis___________________

	__ Seizures___________________


	__ Other_____________________
	

	Surgeries:  ________________________________________________________________________________

	Trauma: (auto accidents, falls, etc.)_____________________________________________________________

	Birth History: (prolonged labor, forceps delivery, etc.)_____________________________________________

	Allergies: (drugs, chemicals, foods.)____________________________________________________________

	Date of last physical exam:_____________ Please list any abnormal results:____________________________

	Medications and supplements taken within the last two months (include vitamins, over the counter drugs, herbs, etc.)  _____________________________________________________________________________________

	_________________________________________________________________________________________

	_________________________________________________________________________________________

	Past medications used for any length of time  (antibiotics, steroids, etc.): _______________________________

	_________________________________________________________________________________________

	Please list any reactions you have had to medications, vaccines, and immunizations: ______________

	_________________________________________________________________________________________

	


Family Medical History (include date and which immediate family member/s):

	Significant illnesses:

	

	__ Cancer___________________________________
	__ Diabetes__________________________________

	__ Heart attack_______________________________
	__ Asthma___________________________________

	__ Seizures__________________________________
	__ Alcoholism________________________________

	__ Hepatitis_________________________________


	__ Rheumatic fever____________________________

	__ High blood pressure________________________
	__ Allergies__________________________________

	__ Stroke___________________________________


	__ Other_____________________________________


Place an “X” if you have currently and a “P” if you have had in the past.

GENERAL HEALTH 

	__ Poor appetite
	__ Heavy Appetite
	__ Peculiar tastes/smells
	__ Heavy Sleep

	__ Insomnia
	__ Fatigue
	__ Tremors
	__ Vertigo

	__ Cold Hands
	__ Cold Feet
	__ Cold Back
	__ Cold Abdomen

	__ Fevers
	__ Chills
	__ Night Sweats
	__ Sweat Easily

	__ Cravings
	__ Localized Weakness
	__ Gastrointestinal
	__ Poor Coordination

	__ Sudden energy drop at_________________(time)


	__ Weight Changes ___________________________

	__ Strong thirst (cold/hot drinks)________________


	__ Bleed or bruise easily (where)_________________

	Are you sexually active? ______  Type of birth control used:_________________________________________


Comments:________________________________________________________________________________

SKIN AND HAIR

	__ Rashes
	__ Ulcerations
	__ Hives
	__ Itching

	__ Eczema
	__ Pimples
	__ Dandruff
	__ Loss of Hair

	__ Change in hair/skin texture
	__ Purpura
	
	

	__ Other hair or skin problems_________________________________________________________________


Comments:________________________________________________________________________________
HEAD, EYES, EARS, NOSE, AND THROAT

	__ Dizziness
	__ Concussion
	__ Migraines
	__ Glasses

	__ Eye strain
	__ Eye pain
	__ Poor vision
	__ Night blindness

	__ Color blindness
	__ Cataracts
	__ Blurry vision
	__ Earaches

	__ Ringing in ears
	__ Poor hearing
	__ Nose bleeds
	__ Sinus Problems

	__ Mucus
	__ Dry throat
	__ Dry mouth
	__ Copious Saliva

	__ Teeth problems
	__ Jaw clicks
	__ Grinding teeth
	__  Facial pain

	__ Gum problems
	__ Spots in eyes
	__ Recurrent sore throats_____/month

	__ Sores on lips or tongue
	
	    
	

	__ Headaches (where and when)_______________________________________________________________

	__ Other Head or neck problems_______________________________________________________________


Comments:________________________________________________________________________________

CARDIOVASCULAR 

	__ High blood pressure
	__ Low blood pressure
	__ Chest pain
	__ Irregular heartbeat

	__ Dizziness
	__ Fainting
	__ Cold hands/feet
	__ Difficulty breathing

	__ Blood clots
	__ Phlebitis
	__ Swelling in hands/feet
	

	__ Other __________________________________________________________________________________




Comments:________________________________________________________________________________

RESPIRATORY 

	__ Cough
	__ Coughing blood
	__ Asthma
	__ Bronchitis
	__ Pneumonia

	__ Tight chest
	__ Difficulty in breathing when lying down
	
	

	__ Production of phlegm/_____color?
	
	__ Other lung problems_______________


Comments:________________________________________________________________________________ 

GASTROINTESTINAL

	__ Nausea
	__ Vomiting
	__ Diarrhea
	__ Undigested food in 

	__ Gas or bloating
	__ Belching
	__ Black stools
	      stool

	__ Bad breath
	__ Rectal pain
	__ Hemorrhoids
	__ Bloody stools

	__ Constipation
	__ Heartburn
	__ Pain or cramps
	__ Mucous in stool

	__ Sensitive abdomen
	
	
	

	__ Laxative use:______/week; type________________      How many bowel movements per day?__________


Comments:_________________________________________________________________________________________________________________________________________________________________________

GENITAL-URINARY

	__ Pain on urination
	__ Frequent urination
	__ Blood in urination
	__ Urgency to urinate

	__ Unable to hold urine
	__ Impotency
	__ Kidney stones
	__ Venereal Disease

	__ Wake up to urinate   How often______/night




Comments:_________________________________________________________________________________________________________________________________________________________________________

PREGNANCY AND GYNECOLOGY 

	Number of pregnancies _______
	Number of births ____________
	__ Premature births

	__ Miscarriages ______________
	__ Irregular periods
	__ Menopause      Age__________

	__ Vaginal discharge
	__ Vaginal sores
	__ Breast lumps

	__ Age at first menses
	__ Frequent yeast infections
	Last menses______________(date)

	Flow/clots(describe)___________________________________________
	Days  between cycle __________

	Date of last PAP: _______________ Have you ever had an abnormal PAP? ____________________________

	 If yes what were the results and outcome?_______________________________________________________

	__ Changes in body/psyche prior to menstruation__________________________________________________




Comments:_________________________________________________________________________________________________________________________________________________________________________

MUSCULOSKELETAL

	__ Neck pain
	__ Muscle pain
	__ Back pain

	__ Joint pains (where)_________________________________________
	

	__ Other joint or bone problems________________________________________________________________




Comments:_________________________________________________________________________________________________________________________________________________________________________

NEUROPSYCHOLOGICAL

	__ Seizures
	__ Areas of numbness
	__ Poor memory
	__ Concussion

	__ Depression
	__ Anxiety
	__ Bad temper
	__ Easily stressed

	__ Treated for emotional problems
	__ Considered/attempted suicide

	__Other neurological or psychological problems?__________________________________________________




Comments:_________________________________________________________________________________________________________________________________________________________________________

NUTRITION

	Please list the foods that you have eaten in the last 24 hours.

	Breakfast:_________________________________________________________________________________

	_________________________________________________________________________________________

	Lunch:____________________________________________________________________________________

	__________________________________________________________________________________________

	Dinner:___________________________________________________________________________________

	__________________________________________________________________________________________

	Snacks:___________________________________________________________________________________

	_________________________________________________________________________________________


	For liquids, please list how many 8 ounce cups per day or week.

	Water________________  Fruit Juice__________________  Vegetable Juice___________________________

	Coffee (regular of decaf?)______________ Tea (black, green, herbal?)_________________________________

	Alcohol______________________  Soda_______________________    Other___________________________


LIFESTYLE PROFILE
	How many hours per day or week do you work/attend school? _______________________________________

	What do you do for exercise and how often?  _____________________________________________________

	__________________________________________________________________________________________

	How many hours per night do you sleep? ________ Do you wake feeling well rested?_____________________

	On a scale on 1-10, 1 being low, 10 being high, how is your overall energy? ____________________________

	When is your energy lowest?___________________ Highest?_______________________________________

	What is your stress level?_____________________ How do you relax?________________________________

	Where in your body do you hold stress?__________________________________________________________

	Do you smoke or have you in the past?___________________________ How much?_____________________


Please add any additional information you would like me to know.  __________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________
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