Patient Intake Form
Seattle Nature Cure Clinic

Patient Name: DOB:

Healthcare Team
Present PCP (Name, Credentials, Phone):

Other healthcare practitioners:

Last physical exam: Date Doctor
Last blood work: Date Doctor

Present Health Concerns
What is the main reason for your visit today? Please describe in detail, including date of onset and any factors
that may have contributed to its onset or continuation.

Is this concern getting (circle one): BETTER WORSE  SAME
List types of treatments (including home care) and who treated you for this condition:

List other health concerns and dates of onset in order of importance:
1. 2.

3. 4.
5. 6.
7 8

Past Medical History

General childhood health (circle one): GOOD FAIR POOR

Childhood llInesses:

U Scarlet Fever U Rheumatic Fever U German measles U Chicken pox
U Whooping cough U Diphtheria U Asthma O Mumps

4 Mono 4 Other

Hospitalizations and Surgeries (Type, Year):

Serious llinesses and Injuries (Type, Cause, Year):

Medications (Prescription, non-prescription and supplements, including dosages):

1. 2.
3. 4.
5. 6.

Known Allergies:

Drugs Foods
Animals Other
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Patient Intake Form
Seattle Nature Cure Clinic

Patient Name: DOB:
Past Medical History, Cont.
Current  Past Current Past
a a Allergies a a Stroke
a a Arthritis a a Ulcers
a a Gout a a Herpes
a a Alcoholism a a Candida
a a Bleeding disorder a a Rheumatism
a a Cancer a a Hypoglycemia
a a Heart murmur a a Sinus problems
a a Asthma a a High blood pressure
a a Kidney disease a a Pneumonia
a a Liver disease a a Thyroid problems
a a Diabetes a a Tonsillitis
a a Anemia a a HIV/AIDS
a a Hepatitis a a Tuberculosis
a a Eczema a a Venereal disease
Family Health History
U Heart disease U Cancer U Diabetes U Stroke
U Bleeding disorder U Seizures O Allergies U Sickle Cell Anemia

U Asthma U Osteoporosis U High Blood Pressure

Lifestyle and Habits
Rank each on a scale of 1 to 10 (10 being optimal):

U Congenital Heart Defects

___Energy ___Nutrition ___Digestion
___Sleep ___Exercise ___Weight
___Work ___Family ___Well-being
How many hours a day of...

Sleep___ Relaxation ___ What form?

Work_ Exercise___ What form?

Do you smoke? U Yes 4 No

Have you ever smoked? U Yes U No
If yes, for how long?

Do you use recreational or illicit drugs? 4 Yes U No
If yes, what type?

How much coffee, tea or cola do you drink a day?

How much alcohol do you drink a day?

a week?

Nutrition
Number of meals per day:
Foods restricted from diet, and for how long:

How much per day?

a week?

Describe any bad reactions you get from food:

Starches? U Yes U No
Salt? 4 Yes 4 No
Other?

Do you crave sugar? 4 Yes 4 No
Chocolate? O Yes U No
Fat? O Yes 4 No

How much water do you drink per day?

Is it filtered? O Yes U No
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Patient Intake Form
Seattle Nature Cure Clinic

Patient Name:

General

OWeight change
QFever/chills
UWeakness

UFatigue
USweating/night sweats
UFainting

UDizziness
UForgetfulness
QHair/nail changes

Skin

Qltching

URashes

UBruise easily

UHives

UAthlete’s foot
UEczema/psoriasis
UChange in moles
USores that won’t heal

Muscle/Joint/Bone

OPain

UNumbness

QsSwelling
WBursitis/tendonitis
UBroken bones
OSprains/strains
USpasms/cramps
UHeadaches/head injuries
ULow back, hip, leg pain
UNeck, shoulder, arm pain
QJaw pain/TMJ

OArthritis

Eyes
WGlasses/contacts

UBlurring
QPain
UDouble vision
UDischarge
UFloaters
UGlaucoma
UCataracts

Ears
URinging
UEarache/discharge
ULoss of hearing

Review of systems

Nose

USinusitis
UBleeding
UDischarge
UObstruction
UPostnasal drip
UNasal polyps

Mouth/Throat
WSores

UBleeding gums
UTeeth

UHoarseness
UDifficulty swallowing
UTaste

Pulmonary
Shortness of breath

UWheezing
UChronic cough
UCoughing blood
USputum

Cardiovascular

UHigh blood pressure
ULow blood pressure
Qlrregular heartbeat
dMurmurs

QcCalf pain with walking
UEdema

OPalpitations

UChest pain
QVaricose veins

Gastrointestinal

UPoor appetite
UConstipation/diarrhea
OIndigestion/heartburn
UGas/bloating

UBowel changes
UExcessive hunger
UExcessive thirst
UNausea/vomiting
UHemorrhoids

UBlood in stool
UHernia

UAnal discomfort

Genitourinary
ULow back pain

QPainful urination

UBlood in urine

UFrequent/urgent
urination

ULoss of bladder control

UNighttime urination

URecurrent infections

Male Only
UBreast lumps

UErection difficulties
ULump/pain in testicles
OPenis discharge
USores on penis
Qinfertility

Sexual History
QSyphilis

UGonorrhea
UChlamydia
OSores/discharge
UHerpes
USexual/physical abuse

Female Only
UBreast lumps

ONipple discharge
UBleeding after
menopause
UHot flashes
QPainful intercourse
OHysterectomy
Qinfertility
UFibroids
OVaginal infections
UAbnormal PAP smears
dLmp

Endocrine
UGoiter
Heat/cold intolerance

UExcessive thirst/hunger

UHormone therapy

DOB:

Please indicate symptoms that you have experienced in the last six months, or that have recurred throughout your life.

Allergic
UDrug/Vaccination allergy

UAsthma

UEczema

URhinitis

UHay fever

UHives

QPost-nasal drip
Qltchy/watery nose/eyes

Blood/Lymph

UAnemia

UTransfusions

UBleeding tendency
ULymph node enlargement
ULymph node pain

Neurological
UFainting
WConvulsions
USensations

W Gait/coordination
USpeech

U Numbness/tingling
QParalysis/weakness

Psychological
dMemory loss

UMood

USleep pattern
UAnxiety/depression
UPhobias
UDrug/alcohol abuse
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