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Vital Health Center
Rick & Joelle Williams

New Client Intake Form
Date: _____________________

Name: __________________________________________________ Age: ___________ Gender: __ M __ F

Address: _______________________________________________________________________________________

                                                          Street and Number                                                                City                                        State                 Zip
Date of Birth: _______________ 

Home Phone: ___________________ Cell: ____________________ Business: ________________________

E-Mail:_________________________________________________________

Current Occupation: __________________________________
 

Emergency contact: ______________________________ Relationship: ______________ Phone: ___________________

How did you hear about the Vital Health Center, or who referred you? ____________________________________

List in order of importance your primary health concerns:

1.________________________________________________________________________________________________2.________________________________________________________________________________________________3.________________________________________________________________________________________________

Your primary physician:


Physician’s Name: __________________________________________
Phone # ____________________

Other practitioners (acupuncturist, chiropractor, naturopath etc) you are currently seeing:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List any major hospitalizations and/or Surgeries you have had (include year). ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

List any major illnesses have had (include year). ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

List any scar tissue, fractures, dislocations or concussions you had (include year). ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________

List any motor vehicle accidents and injuries you have had (include year). ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Sleep

How many hours per night? ___________
If you wake, what is the reason? _________________ when?_________

Nightmares: Y N P 
Wake Refreshed: Y N P
            Must nap during the day: Y N P

Diet

Have you gained or lost over ten pounds in the past year?    Yes ____
No ____
Gained ____
Lost ____


If yes, was the gain/loss on purpose?
Yes ____      No _____

Exercise

How often do you exercise? ​​​​​​​​​​​​​​​​​​_______________________________________

What type of exercise?______________________________________________  For How Long? _________________

Medications

What medications are you currently taking?

Medications
For What

How Long



____________________________________________________________________________________________________________________________________________________________________________________________________​​​​​​​​​​__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List any supplements you are currently taking:

___________________
___________________
___________________
___________________

___________________
___________________
___________________
___________________

___________________
___________________
___________________
___________________

List Yes (Y), No (N), or Past (P) regarding the use of the following:
Antacids: Y N P 
Steroids: Y N P
Smoking: Y N P
Packs per day / Number of years __________

Analgesics: Y N P
Laxatives: Y N P
Coffee: Y N P
Cups per day if Yes / Past: _______________

Alcohol: Y N P    Quantity: ______________

History

Please circle any of the symptoms or conditions you have experienced in the past and add others that are not listed:

Cranial/Sacral:
Headaches, migraines, concussions, fall on the tailbone, fall on the sacrum or hips, major dental work, braces, sinusitis, facial pain, congestion, ear infections, hearing loss, 

Other:

Digestion:

Heartburn, constipation, diarrhea, nausea, gas, pain after eating, IBS, food sensitivities: _________________

Other:

Urinary Tract:

Kidney infections, bladder infections, frequency, loss of bladder control, kidney stones, prostate problems, 

Other:

Lungs:

Bronchitis, pneumonia, pleuritis, coughing, difficulty breathing, asthma, 

Other:

Heart:

Arrhythmia, palpitations, other:

Liver:

Hepatitis, Mono, elevated Liver enzymes, other:

Female:

Cramping/pain during menstruation, pain during ovulation, cysts, endometriosis, tubulagation, menopause,

Other:

Menstruations regular Y N P, number of pregnancies _________, number of children _________

Delivery: Pitosin, C-section (emergency or planned), forceps, suction, epidural, episiotomy or tearing (degree 1,2,3,4)

Other relative information: ____________________________________________________________________________

__________________________________________________________________________________________________

Other:

High blood pressure, hyper thyroid, hypo thyroid, diabetes, osteoporosis, arthritis, cancer, other:

____________________________________________________________________________________________________________________________________________________________________________________________________
Any other information you feel is important to share:  ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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