Dr. Alexis Blanks, ND & Dr. Shannon Sarrasin, ND
 Moss Street Healthcare Centre

flourishND.com

Confidential New Patient Intake Form
Today`s Date______________ Name____________________________________ Gender____________

Age_______ Date of birth(D/M/Y)______________________ Address____________________________

City ___________Province_____________ Postal Code___________ Phone (home)________________
Phone (cell)____________________Phone (work) ___________________Best time to call __________
Care card number (PHN)________________________________________________________________
May I leave a message regarding your care if you are not home?    □ Yes      □ No 
Email address ________________________________________________________________________
	Flourish Naturopathic E-Newsletter:
Would you like to receive our seasonal wellness e-newsletter? With a focus on women’s health, children’s health and family wellness we hope to inspire you with information, health tips and recipes to keep the whole family healthy throughout the year.

                                                                                                   □ Sign me up!            □ No Thanks     


Occupation __________________________________________________________________________
Do you have extended health benefits? Yes   No  (circle one) 
Emergency Contact______________________________________ Phone________________________
How did you hear about us?
____________________________________________________________________________________
Name of current general practitioner (MD), specialist, midwife, or other health care practitioner: ________________________________________________________________________________________________________________________________________________________________________
HEALTH OVERVIEW
What are your goals for coming here today?  _______________________________________________
____________________________________________________________________________________
What are your long term health goals? ____________________________________________________
____________________________________________________________________________________
What are your most important health concerns? List as many as you’d like in order of importance.
1. _____________________________________________________Since when? _______________
2. _____________________________________________________Since when? _______________
3. _____________________________________________________ Since when? ______________
4. _____________________________________________________ Since when? ______________
Current medication: (Prescription, Birth control pill and over-the-counter)

	Name of Drug
	Reason for Drug
	Dose
	For how long

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please list any supplements/vitamins that you take (with dose):
___________________________________________________________________________________

___________________________________________________________________________________

Please list any major illnesses, hospitalizations, surgeries, X-rays, CAT scans, EEG, EKG’s that you have had (include the year).
________________________________________________________________________________________________________________________________________________________________________
How would you rate your general state of health?   □ Excellent    □ Good    □ Average    □ Fair       □ Poor
Current weight________________ Height _____________ Weight one year ago ___________________
Maximum adult weight ____________ Desired/Ideal weight ___________________
Please list the four most significant, stressful events in your life, from the most recent to the most distant.  Are any of these situations continuing to impact your life? (If so place a star next to the event).
1)_____________________________________________________________Date________________
2)_____________________________________________________________Date________________
 
3)_____________________________________________________________Date_________________
 
4)_____________________________________________________________Date_________________

Family History:
Please circle if blood relations have or have had any of the following:
Alcohol/Drug Addiction
Allergies/Asthma/Eczema

Auto-immune

Anxiety

Cancer
(what type?)

Crohn’s/Colitis
/Celiac disease 
Depression

Diabetes
Heart Disease/stroke

Mental Illness



MS


Osteoporosis

Other_______________________________________________________________________________
ALLERGIES / SENSITIVITIES
Are you hypersensitive or allergic to (please indicate reaction)
Drug/Medication?____________________________________________________________________
Foods? _____________________________________________________________________________
Environmental (pollen, grass, etc) or chemical sensitivities? ___________________________________
Have you had any of the following?     □ asthma    □ eczema     □ hayfever      □ anaphylaxis reaction
LIFESTYLE
How often do you exercise per week? _______ What activities do you enjoy? _____________________
Please check which substances you use and describe how much.
	Substance
	√
	How much do you consume and how often?

	Caffeine
	
	

	Tobacco
	
	

	Alcohol
	
	

	Recreational drugs
	
	


Typical Food Intake:

Breakfast: ___________________________________________________________________________

Lunch:______________________________________________________________________________

Dinner: _____________________________________________________________________________

Snacks: _____________________________________________________________________________

How much water per day? ______________________________________________________________

Do you follow a specific diet regime? □ Vegetarian    □ Vegan    □ other restrictions:_________________
Do you have a history of an eating disorder?      Yes      No    (please circle)

SOCIAL HISTORY

Describe your current living arrangements _________________________________________________
Describe the emotional environment at home ______________________________________________
 
Are you:   
□ Married    □ Separated    □ Divorced     □ Widowed      □ Single   □ In a supportive relationship     □ other
Sexual Orientation ____________________________________________________________________
How is your libido? _________ Are you happy with the level of intimacy in your relationship? ________

Do you have any children?    Yes      No     Please list their age(s): ________________________________
  
Do you have a religious or spiritual practice and what is it? ____________________________________
   

WORK AND HOME ENVIRONEMENT
Is your home damp or moldy?   




Yes   No
Do you have pets?  






Yes   No

Does your work expose you to toxic chemicals or fumes?

Yes   No
Do any of your hobbies expose you to toxic chemicals?   

Yes   No
Are you exposed to second hand smoke?   



Yes   No    

MISCELLANEOUS
What do you feel needs to happen for you to get better? _____________________________________

____________________________________________________________________________________

What do you think is the root cause of your health concerns?__________________________________

____________________________________________________________________________________
143 Moss St, Victoria BC, V8V 4M2

Phone: (778) 406-1177       Fax: (778) 406-1178

