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     Account#_____________

Naturopath
Client Intake/Assessment Form

Name:____________________________________________________


Date:____/____/____

Chosen Name:______________________________________________
Address:________________________________________________________________________

City:________________________________  State________  Zip__________
Sex:  M  F  NB  Age:_____  D.O.B.  Day_  __/Month__  __/Year__ ____  Email:_________________________________
Home Phone:__________________   Work Phone:_____________________

Marital Status:  M   S   D   W   SO                            Spouse/Partner  Name:__________________________________
Occupation:__________________________   Employer:___________________________________
Primary Care Physician:_______________________________
Referred by / Saw ad in:______________________________________________________________ __________________________________________________________________________________________

Consent For Services and Financial Responsibility

        I, the undersigned, hereby authorize Dr. James Chandler and Chandler Naturopathic Health Center to offer Consultative Services for my condition (s) as deemed appropriate through the use of accepted Traditional Naturopathic methods and procedures.  I understand that Dr Chandler is not a Licensed Medical Physician and that the information given by him to me is for educational use and does not diagnose or treat any disorder.    I assume full responsibility for all services rendered by Chandler Naturopathic Health Center during the course of my health care.  I understand that Naturopathic Consultative Services are Not a substitute for medical care and should be discussed with my Primary Health Care Provider.  I agree to pay all charges in full at the time of service, unless prior arrangement has been made with Chandler Naturopathic Health Center.  I understand that I must give 24 hour advance notice to cancel a scheduled appointment and if a scheduled appointment is missed, I may be charged for that appointment. I further release Dr. Chandler and CNHC from any and all liability associated with any wellness outcome.
Signature:____________________________(Guardian signature for minors) Date:_______/_____/_____
Present/Prior Health Questionnaire

What is the main reason for your visit today?:_______________________________________________

Have you received treatment for this condition?
Y
N
Are you pregnant?
Y
N

List your other health concerns:______________________________________________________________

__________________________________________________________________________________________
Hospitalizations/Surgery



Allergies

Please list all with year:




What known allergies do you have (food, drugs, 

________________________________________________     environmental, etc.):
________________________________________________
_________________________________________________________

________________________________________________
_________________________________________________________

________________________________________
________________________________________________
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           Account #___________

Client Intake/Assessment Form  - Health History

The following information will be used in completing a thorough health history as a baseline.

Please circle any that apply, past or present.

Amoebic Infection

Anemia

Anxiety 

Arthritis

Asthma

Back Trouble

Bleeding Tendency

Blood Disease

Cancer

Candida

Chicken Pox

Chlamydia

Chronic Bronchial Trouble

Chronic Sinus Problems

CMV (Cytomegalovirus)

Constant Diarrhea

Crohn’s Disease

Constipation

Diabetes

Diphtheria

Epilepsy

Fevers

Fibrocystic Breast Disorder

Fibromyalgia

Food Allergies

Gallbladder Disease

German Measles

Glandular Trouble

Goiter

Gonorrhea

Gout

Hay Fever

Heart Disease

Hemorrhoids

High Blood Pressure

Hives

HIV/AIDS

HPV

Intestinal worms

Jaundice or Hepatitis

Kidney or Bladder Infection

Kidney Disease

Liver Disease

Lupus

Malaria

Measles

Menstrual Problems

Mental Problems

Migraines

Mononucleosis

Multiple Sclerosis

Mumps

Muscular Problems

Nervous Disorder

Peptic Ulcer

Pleurisy

Ruptured Disc

Pneumonia

Polio

Prostate Trouble

Rectal Polyp

Rheumatic Fever

Rheumatoid Arthritis

Scarlet Fever

Sciatica

Skin Disorders

Spastic Colon

Spinal Injury

Stroke

Sleep Apnea 

Stress Disorder

Syphilis

Tetanus

Thyroid Disease
Tuberculosis
Ulcerative Colitis
Urinary Tract Infections

Uterine or Ovarian Fibroids

Vein Trouble
Yeast Infection

Client Name ________________________________
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                                                    Account #___________

Client Intake/Assessment – Nutritional Information

This section is used to assess your current nutritional/diet life style.  Circle the appropriate answer.  Circle the “X” next to the food/drink if you consume a large quantity of it (several times per day).

ITEM





(at least once)

(1-3 weekly)
(1-3 per month)
(none)
Beef/Pork/Lamb

X

Everyday

Often

Sometimes

Never

Fish



X

Everyday

Often

Sometimes

Never

Chicken/Turkey

X

Everyday

Often

Sometimes

Never

Eggs



X

Everyday

Often

Sometimes

Never

Fresh vegetables

X

Everyday

Often

Sometimes

Never

Fresh fruits


X 

Everyday

Often

Sometimes

Never

Fast foods


X

Everyday

Often

Sometimes

Never

Soda (including diet)

X

Everyday

Often

Sometimes

Never

Cookies/pastries/cakes

X

Everyday

Often

Sometimes

Never

Canned foods


X

Everyday

Often

Sometimes

Never

Sugar or sugary foods

X 

Everyday

Often

Sometimes

Never

Whole grains


X

Everyday

Often

Sometimes

Never

Dairy products


X

Everyday

Often

Sometimes

Never

Caffeinated drinks

X

Everyday

Often

Sometimes

Never

Raw seeds and or nuts

X

Everyday

Often

Sometimes

Never

Olive oil


X

Everyday

Often

Sometimes

Never

White flour/rice products
X

Everyday

Often

Sometimes

Never

Fried foods


X

Everyday

Often

Sometimes

Never

Packaged snack foods

X

Everyday

Often

Sometimes

Never

Alcoholic beverages

X

Everyday

Often

Sometimes

Never

Beans/lentils/or peas

X

Everyday

Often

Sometimes

Never

Water (fresh, filtered)

X

Everyday

Often

Sometimes

Never

Restaurant meals

X

Everyday

Often

Sometimes

Never

Habits/Excessive Usage (please circle all that apply):

Alcohol
Coffee

Sweet tea

Salt

Sugar

Tobacco

Drugs
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