Patient Record 

Date of Initial Consult: ____________________
Name: ____________________________________________________
Address: _____________________________________________________________________
_____________________________________________________________________________
Home Phone: ________________________     Work Phone:  ____________________________
Cell Phone:  __________________________    Email:  _________________________________
Referred by:  ____________________________________
D.O.B:  _________________ P.O.B:________________________
Blood type: _______________    	Physician:  _____________________________________
Main Concern/Reason for Visit:  ____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
[bookmark: _GoBack]Finish this sentence:  “I have not been well since….”__________________________________
____________________________________________________________________________
____________________________________________________________________________
	For Office Use Only:

Blood Type:__________  Metabolic Type: _______________  Glandular Type:_______________

Genotype:  ________________  Phenotype:  ____________________



