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NEW PATIENT INFORMATION FORM



NOTE: Naturopathic care is only possible when the physician has a complete picture of the patient physically, mentally, and emotionally.  Therefore, please take the time to carefully and thoroughly complete this health history questionnaire.

Patient Name_____________________ Age____ Date of Birth ___/___/_____ Sex: F  M


Address__________________________ City ______________ State______ Zip_______

Daytime Phone___________ Evening Phone ____________Cell Phone____________

Occupation________________________ Employer______________________________

SSN ______/____/_______   

Email Address:_____________________________

Would you like us to email you our Health Newsletter?      Yes____    No____

Emergency Contact:____________________ Phone:____________________________

How did you hear about us?_________________________________________________

________________________________________________________________________

Reason for Visit today?____________________________________________________

Primary Health Concerns: (In order of importance)

1. _____________________________________________________________________

2. _____________________________________________________________________

3. ____________________________________________________________________

4. _____________________________________________________________________

Medical History



Allergies: (Medications, Food, Environmental)







Please list Past Surgeries and/or Hospitalizations:

1)






Date:



2)






Date:



3)






Date:



Please List the Medications you are currently taking: (with dosage)

1)



2)



3)



4)



5)



Please list the supplements you are taking: (with dosage)

1)



2)



3)



4)



5)



Family History



Please list any significant health concerns for the following relatives.



Age (if alive)

Age(at death)

Health Problems

Father

________

________

________________________

Mother

________

________

________________________

Siblings
________

________

________________________


________

________

________________________


________

________

________________________


________

________

________________________
Maternal

Grandfather
________

________

________________________

Grandmother
________

________

________________________

Aunts/Uncles
________

________

________________________

Paternal

Grandfather
________

________

________________________

Grandmother
________

________

________________________

Aunts/Uncles
________

________

________________________

Review of Systems



Please mark “now” or “past” next to all areas that apply to your past and present health.

HEENT

____headaches

____dizziness

____blurry vision

____fainting/blackouts

____loss of balance

____eye pain/red eye

____cataracts/glaucoma

____earaches

____ringing in ears

____difficulty hearing

____nosebleeds

____loss of smell

____hoarse voice

____grinding teeth
____neck lumps/swelling

____dental problems

____sore throat

____sore/bleeding gums

____difficulty swallowing

____cold or canker sore

Chest

____wheezing

____cough up blood

____heart palpitations
____high blood pressure

____swollen ankles

____chest pain

____shortness of breath

____chest colds
____chest pain

Gastrointestinal

____stomach pain

____indigestion

____nausea

____blood in vomit

____yellow skin/jaundice

____constipation

____diarrhea

____vomiting

____gas/bloating

____clay colored stool

____loss of appetite

____excessive appetite

____blood in stool

____light colored stool

____rectal pain/itching

Genitourinary

____frequent urination

____urge to urinate

____incontinence

____difficulty urinating

___blood in urine

____kidney stones

____sexual difficulty

____pain with urination

____ bladder infections

____genital sores

____STDs

____genital discharge

Musculoskeletal

____aching muscles

____numbness/tingling

____restless legs

____broken bones

____weakness

____swollen joints

____sore joints

____leg cramps

____tender points

Skin

____acne

____itching

____rashes

____lesions

____easy bruising

____hives

Endocrine

____always cold

____always hot

____chronic fatigue

____weakness

____increased hunger

____increased thirst

Nervous
____anxiety

____loss of sensation

____tremor

____foggy thinking

____lack of strength

____convulsions

____loss of memory

____lack of concentration

____paralysis

Blood, Immune

____painful lymph nodes

____frequent bleeding

____anemia

____fluid retention

____swollen glands

____wounds heal slowly

Male Reproductive

____prostrate problems

____painful erections

____painful urination

____infertility

____discharge

____difficult/premature          ejaculation

____swelling in testicles

____painful testicles

____trouble maintaining erection

Female Reproductive

____lumps in breast(s)

____breast pain

____missed periods

____lack of sexual desire

____pelvic pain

____vaginal discharge

____heavy periods

____genital eruptions

____pain with intercourse

____vaginal itching/burning
____spotting between periods

____difficulty having orgasms

Mental/emotional

____depressed mood

____suicidal thoughts

____angered easily

____afraid of being alone

____shy/timid

____restlessness

____excessive worry

____loneliness

____critical of others

____scary dreams

____mental confusion

____mood swings

____frequent crying

____suspicious/jealous

____confident/secure

Please Initial and Sign

____ I understand that Dr. Marissa Cavalier is a licensed Naturopathic Doctor. 
____ I understand that Naturopathic medical treatments and therapies may be different from those offered by other licensed health care providers and that I am at liberty to seek other care.

____ I understand that payment is expected at the time of service and rates are listed below.

New Patient Extended:  $300.00 *most initial intakes

New Patient Limited:  $250.00

New Patient Brief: $150.00

New Patient children under 10: $200 

Follow-up Visit Brief:  $60.00


Follow-up Visit Limited:  $80.00


Follow-up Visit Extended:  $120.00

____ If I choose to submit billings to my insurance company, I consent to the release of all information the insurance company may request for filing the insurance forms.

____I understand that I am responsible for any medical fees which are not covered by my insurance plan and I will submit payment in a timely manner.  
____I understand the privacy practices of this office, required by HIPAA, and have had the opportunity to read them if I wish. 

Patient or Responsible Party Signature __________________________________  Date___________  

