CLIENT INTAKE FORM

(Confidential – for practitioner’s use only)

Name:









Date: 

Address: 

Date of Birth:



Telephone (home): 
 

Telephone (work): 

Occupation: 

Marital Status:



 Number children :


Ages :

General Practitioner (name & telephone):

Therapist(s) (name(s) & telephone(s)):

How did you hear about my Practice:  

Presenting Complaint(s):

Medicines/Supplements:  

Dietary Habits: 

How much per day of the following : 

Water:

Caffeine:
Alcohol:

Cigarettes/Tabacco: 

Sugar:
Physical Exercise:

Please mark the following areas of dis-ease or symptoms as C (current), P (past), OC (occasional) and CH (chronic).

	EMOTIONAL/PSYCHOLOGICAL
	NEUROLOGICAL
	RESPIRATORY
	REPRODUCTIVE

	Depression    
	Epilepsy
	Bronchitis
	STDs (type)

	Eating disorder
	Dizziness
	Pneumonia/Pleurisy
	Endometriosis

	Mood swings
	Insomnia
	Tuberculosis
	Pregnancies (number)

	Substance abuse
	Migraines
	Asthma
	Miscarriages (number)

	Other
	Other
	Other
	Abortion (number)

	AUTO IMMUNE
	MUSCULO-SKELETAL
	DIGESTIVE SYSTEM
	Prolapse

	AIDS/HIV
	Arthritis
	Constipation (chronic)
	Sterilisation

	Allergies
	Rheumatism
	Diabetes
	Prostrate

	Cancer
	Back Pain
	Diarrhoea (chronic)
	Cancer

	Fatigue
	Carpal Tunnel
	Gastritis
	Other

	Fever (chronic)
	Gout
	Hepatitis (type)
	CHILDHOOD ILLNESSES

	Fibromyalgia
	Skin Disorder (type)
	Hypoglycaemia
	Chicken pox

	Fungal infections (type)
	Other
	Jaundice
	(German) Measles

	Herpes (type)
	EAR/NOSE/THROAT
	Liver Disorder
	Mumps

	Lyme’s Disease
	Earaches 
	Ulcer(s)
	Whooping Cough

	Mononucleosis
	Headaches
	Flatulence
	Rheumatic Fever

	Other
	Jaw Pain
	Pancreas
	Scarlet Fever

	ENDROCRINE
	Other
	Other
	Tuberculosis

	Adrenal Insufficiency
	CARDIO-VASCULAR
	URINARY
	Malaria

	Pituitary Disfunction
	Angina
	Bladder infection
	OTHERS

	Hyperthyroid
	Heart Attack
	Kidney stones
	

	Hypothyroid
	Heart Disorder (type)
	Cystitis
	

	Other
	High/loe blood pressure
	Prostrate
	

	
	Stroke
	Other
	


FAMILY BACKGROUND:

Brothers/sisters:


 Rank in family:


Parents still alive ?

Relationship with mother, as a child:

Relationship with mother, currently: 

Relationship with father, as a child:

Relationship with father, currently: 

Significant relationships with siblings/other family members :

Family/Hereditary Illnesses (heart problems, diabetes, arthritis, cancer, skin disorders etc):

Mother’s side: 
Father’s side: 

Other family members: 

Please list any injuries/accidents you have had, and may have presently:

Please list any surgeries you have had, or know you will have:

Please list any traumatic, or life threatening events that occurred in your life, and when they happened (e.g. divorce, deaths, depressions, abuse, other significant events):

What are your expectations for this appointment today:

What are your hopes, desires and passions in life:

Other (e.g. anything else that you want to add, let me know etc):
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