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	CONFIDENTIAL PATIENT INTAKE FORM


Date: __________________

Name: ___________________________________________________________ Birth date: ___________________ Age: __________ 

Sex:  male_____  female_____  
Marital status: _________________________________ Number of children:_________________

Mailing Address:______________________________________________

Phone (home): ______________________ (work): _______________________Email:_______________________________

Occupation: _______________________________________Employer: _________________________________________________

Does your insurance cover Naturopathic services: _________Name of insurance company: __________________________________

Have you ever had treatment with any of the following:

	Treatment 
	Date
	Treatment
	Date

	Naturopathic
	
	Herbal
	

	Chiropractic / Osteopathic
	
	Homeopathic
	

	Acupuncture
	
	Vitamin / Supplementation
	


How did you hear of this office: __________________________________________________________________________________

Presenting complaint(s):
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medications / Supplements:

______________________________________________________________________________________________________________________________________________________________________________________________________________________

Present treatments:
______________________________________________________________________________________________________________________________________________________________________________________________________________________

Past Injuries, surgeries or hospitalizations:

______________________________________________________________________________________________________________________________________________________________________________________________________________________

Allergies: __________________________________________________________________________________________________

Which of the following apply to you?

___exposed to tobacco smoke    ___exposed to chemicals    ___diet often    ___no time for relaxation

___have used antibiotics within the past year    ___excess stress at home    ___excess stress at work

___underweight    ___overweight    ___don’t exercise regularly

Which of the following do you use?
___alcohol    ___candy/sweets    ___fried foods    ___tobacco    ___coffee    ___tea    ___soda pop

___fast foods
___laxatives
___antacids
___margarine 
___artificial sweetener

***********************************************************************************************************

I, __________________________, hereby consent to treatment by Dr. Gayle Devaux-Segovia, N.D. and / or Dr. Carlos Segovia, N.D.


       signature 


            
           date 


        

witness
