
Intake Questionnaire 

General Information 

Name ____________________ _ Age__ Today's Date ________ _ 

Date of Birth ___________ _ Email ______________________ _ 

Address _______________ _ City ________ _ State Zip ___ _ 

Phone (Home) _________ _ 

Genetic Background: D African American 
D Native American 

(Cell) _______ _ (Work) ________ _ 

D Hispanic D Mediterranean D Asian 
D Caucasian D Northern European 

D Other _____________________________ _ 

When, where and from whom did you last receive medical or health care? ______________ _ 

Emergency Contact: _________________ _ Relationship ___________ _ 

Phone (Home) ________ _ (Cell) _______ _ (Work) ________ _ 

How did you hear about our practice? 

D IFM website D Referral from doctor D Referral from friend/family member D Clinic website 
D Social media D Other _____________________________ _ 

Current Health Concerns 

Please rank current and ongoing health concerns in order of priority 

Describe Problem 

Example: Post Nasal Drip 

1. 

2. 

3. 

4. 

5. 

7. 

8. 

9. 

9. 

10. 
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Medications/Supplements 

Current medications (include prescription and over-the-counter) 

Medication 

+ 

+ 

Dosage Start Date (mo/yr) Reason tor Use 

Nutritional supplements (vitamins/minerals/herbs etc.) 

Name and Brand 

+ 

+ 

Dosage Start Date (mo/yr) Reason for Use 

Have medications or supplements ever caused unusual side effects or problems? D Yes D No 
If yes, describe:-------------------------------------­

Have you used any of these regularly or for a long time: 
NSAIDs (Advil,Aleve, etc.), Motrin,Aspirin? D Yes 
Acid-blocking drugs (Zantac, Prilosec, Nexium, etc.)? 

D No Tylenol (acetaminophen)? □ Yes □ No 
D Yes D No 

How many times have you taken antibiotics? 

Infancy /Childhood 

Teen 

Adulthood 

<5 >5

f 
Have you ever taken long term antibiotics? D Yes D No 

Reason for Use 

If yes, explain: ______________________________________ _

How often have you taken oral steroids (e.g., cortisone, prednisone, etc.)? 

Infancy /Childhood 

Teen 

Adulthood 
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Readiness Assessment and Health Goals 

Readiness Assessment 

Rate on a scale of 5 (very willing) to 1 (not willing): 

In order to improve your health, how willing are you to: 

Significantly modify your diet 05 0 4 03 02 0 1 

Take several nutritional supplements each day 05 0 4 03 02 0 1 

Keep a record of everything you eat each day 05 0 4 03 02 0 1 

Modify your lifestyle (e.g., work demands, sleep habits) 05 0 4 03 02 0 1 

Practice a relaxation technique 05 0 4 03 02 0 1 

Engage in regular exercise 05 0 4 03 02 0 1 

Rate on a scale of 5 (very confident) to 1 (not confident at all): 

How confident are you of your ability to organize and follow 

through on the above health-related activities? 05 0 4 03 02 0 1 

If you are not confident of your ability, what aspects of yourself 

or your life lead you to question your capacity to follow through? 

Rate on a scale of 5 (very supportive) to 1 (very unsupportive): 

At the present time, how supportive do you think the people in 

your household will be to your implementing the above changes? 05 04 03 02 0 1 

Rate on a scale of 5 (very frequent contact) to 1 (very infrequent contact): 

How much ongoing support (e.g., telephone consults, email 

correspondence) from our professional staff would be helpful to 

you as you implement your personal health program? 05 04 03 02 0 1 

Comments 
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Health Goals 

What do you hope to achieve in your visit with us? ________________________ _ 

When was the last time you felt well? _____________________________ _ 

Did something trigger your change in health? __________________________ _ 

What makes you feel better?----------------------------------

What makes you feel worse?----------------------------------

How does your condition affect you? _____________________________ _ 

What do you think is happening and why? _________________________ _

What do you feel needs to happen for you to get better? _____________________ _ 
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