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COMPREHENSIVE/SENSITIVITY PATIENT INTAKE FORM
	
Patient Name: _______________________________     Date: _______________________________
Address: ___________________________________      Date of Birth: _________________________
City, State, Zip: ______________________________      Phone: _____________________________
Email: __________________________                              Emergency Contact #: _______________________
How did you hear about Natural Health and Allergy? ___________________________________________

Although your history and symptoms are very important in our analysis of your condition, it is also important for us that you understand:
· We do not “treat” symptoms, illness, conditions or diseases, we balance the body so it can heal itself.
· A symptom is an attempt by your body to tell you something.
· We identify substances that may cause stress on the body and work to reduce substance specific stresses using a combination of Low-Level Light Therapy, Acupoint Stimulation, Homeopathy, Nutrition and Energetic Information to help bring the body back into balance
· There is no single method that will work for everyone but this integrative approach can help increase your core level energy, boost your immune system and help your body better deal with substance stressors leading to a higher quality of life
· Your diet and environment consist of everything you eat, drink, rub on your skin, or inhale.
· Our procedures are safe, non-invasive and painless.
· If you suffer from anaphylaxis, we recommended you consult your primary care physician for medical treatment appropriate for you.
· If you believe you suffer from allergies, we recommend you consult with your general practitioner, immunologist or board-certified allergist before seeking alternative care.

Briefly describe the reason for your visit: ________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

What are the top 3 issues that you want to focus on the most? 

1. _________________________ 2. ________________________ 3. __________________________

What medical diagnoses do you have? ___________________________________________________

___________________________________________________________________________________

What medications/supplements are you currently taking? ____________________________________

___________________________________________________________________________________

       ___________________________________________________________________________________    


Do you have recurrent or chronic problems with any of the following?

⁭ Headaches/Migraines			⁭ Skin 	                			⁭ Heartburn/Reflux
⁭ Emotional/Neurological	                             ⁭ Trauma/PTSD			⁭ Constipation/Diarrhea	
⁭ High Blood Pressure			⁭ ADD/ADHD                                              ⁭ Pain/Nerve
⁭ Lyme Disease                         		⁭ Sleep/Fatigue             			⁭ Tinnitus
⁭ Stress 		                                            ⁭ Thyroid		               	⁭ Joint pain
⁭ Blood Sugar issues            		⁭ Kidney/Bladder            		⁭ Allergies/Sensitivities                        
⁭ Hormones/Gynecological                       	⁭ Anxiety/Depression	               	⁭ Unhealed wound 

 Have you recently had a vaccine? ⁭Yes  ⁭No  if so, which one?  ____________________
				
[bookmark: _Hlk76387640]Have you ever been bit by a tick? ⁭Yes  ⁭No  If yes, what treatment did you do? _______________________

What foods do you know cause you problems? _____________________________________________

What environmental allergies cause you problems? _________________________________________

What animals cause you a problems? _____________________________________________________

Have you experienced a trauma in your life? ⁭Yes  ⁭No  If so, have you received any therapy? ⁭Yes  ⁭No    

What emotion(s) do you feel most often, that if you could change it, you would? _________________

___________________________________________________________________________________

      Have you ever lived/worked in a place that had/has mold or a water leak? _______________________

[bookmark: _Hlk77015337]Do you presently smoke? ⁭Yes  ⁭No   If yes, do you want to quit? ⁭Yes  ⁭No  Why? ______________________

___________________________________________________________________________________________

What do you hope to accomplish with Natural Health and Allergy? _____________________________

____________________________________________________________________________________

           Please use this space to add any additional information that you feel may be pertinent
     ____________________________________________________________________________________

     ____________________________________________________________________________________
     *Use the back of this sheet if more room is needed ------>
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