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Name	 ____________________________________	Birthday _________________

Address _________________________________	Marital Status __________

(city/zip)__________________________________	Number of Children _____

Cell Phone ________________________  2nd Phone ____________________________

Occupation				E-mail Address 

Major Complaint: __________________________________________________________

______________________________________________________________________________

Check anything that applies:



· 


Dr. Kaylie Dean
616.570.8886		Naturopathic Intake Form

· Lack of Energy
· Headaches
· Backaches
· Muscle problems
· Digestive issues
· Constipation
· Heart Problems
· Depression
· Blood Sugar Issues
· Blood Pressure Issues
· Pregnant
· Chronic Indigestion
· Allergies
· Asthma
· Female Issues
· Male Issues

· Diarrhea
· Joint Issues
· Always sick
· Can’t relax
· Insomnia
· Coffee Drinker
· Pop Drinker
· Smoker

Please Rate your general state of Health (circle):
	Poor		Fair		Good	Very Good		Excellent
Please Rate your energy (circle):
	Low	1	2	3	4	5	6	7	8	9	10 High
What is your Level of exercise (circle):
	Non-existent	once/week	3-4 times/week	Everyday	other _____________
How many bowel movements do you have per day? ______
Any major dietary changes in the past 3 months?  _____ Please explain: ___________________
______________________________________________________________________________
Circle any vaccinations that you have received:     Typical Childhood       CoVid
DPT (diphtheria, pertessis, tetanus)	MMR (mumps, measles, rhubella)	Gardasil	Flu 
Others: _______________________________________________________________________

What has your Physician Told you about your complaint? _______________

______________________________________________________________________________


Current Medications:______________________________________________________

______________________________________________________________________________

Current Supplements (herbs, vitamins, minerals):_________________________

______________________________________________________________________________

Surgeries or Past Traumas: _______________________________________________

______________________________________________________________________________

Known Food Allergies/Sensitivities: _____________________________________

______________________________________________________________________________

How many hours of uninterrupted sleep do you receive each night? ____

What is a typical meal?	Fast Food	Homecooked		Store Bought

How much water ( in ounces) do you drink each day? ____________________

Blood Type? _____ (if known)

I understand that any suggestions toward a nutritional and/or dietary program is not intended as primary therapy for any disease or symptom.  My intention is to find a good nutritional program that will assist me in changing my habits and establishing a new lifestyle in order to build good, natural health.  I understand that any dietary suggestions or programs are not for the diagnosis, cure, treatment or prevention of disease; this is an adjunctive schedule of nutrients solely provided to upgrade the quality of foods in my diet in order to supply good nutrition for supporting the physiological and biochemical processes of the human body.  

I understand that the natural health consultant I am visiting is not a medical doctor and does not treat or diagnose medical conditions; that this is not a replacement for medical counseling; that if I have a medical condition, I will seek a qualified medical professional.

I fully understand that it is my decision whether or not to follow the natural health suggestions presented to me.  I agree that this time is of value to myself and the Doctor and I agree to pay 100% of any future appointments if I do not give at least a 24 hour notice of any cancelation. 

_________________________________			_________________________
Signature							Date
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