
Patient Intake Form
Please complete this form as thoroughly as possible; all answers are confidential. 

GENERAL INFORMATION

________________________________________________________________    redneG   emaN  M    _________________F Date 

____________________________________ ______________________ _________ ___________________ piZ    etatS    ytiC    sserddA

_______________________________________________________________________________________________________Email 

Phone:   __________________________      emoH  ________________________      kroW  _____________________________Cell 
(please indicate preferred contact number)

________________________________ __________________________________________________________ reyolpmE    noitapuccO

______________________________ _________________ _______________ ________________ thgieW    thgieH    egA     htriB fo etaD

   Single    Married    Partnered    Widowed    Separated/Divorced

_____________________________________________________ _______________________________ noitaleR    tcatnoc ycnegremE

________________________________________ ___________________________________ lleC    emoH :rebmun tcatnoc ycnegremE

_____________________________________________________ __________________________ rebmun enohP    naicisyhp fo emaN
(No contact will be made without your permission)

Your signature______________________________________________________________________________________________ 

GOALS — What health concerns would you like to address through treatment

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

LIFESTYLE HABITS

___________________ _______________ ____________Alcohol (drinks per week)   Coffee/Tea (cups per day)  Soda (regular or diet)  

____________________ _______________________________________________Cigarettes (packs per day)  Drug use (recreational)  

Exercise    Yes    _____________________________________________________________________________No    How often? 

_________________________________________________________________________________________What kind of exercise? 
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