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Personalized Therapeutic Attention

3519 Post Road   Southport, CT. 06890      (203) 254-2633  

www.sabitaholisticcenter.com
Dr. Cynthia L. Anderson ND
Confidential Intake Form

Naturopathic care is only possible when the physician has a complete picture of the Patient; physically, mentally and emotionally.  Please take the time to carefully and thoroughly complete this health questionnaire.

Name____________________  Age____ DOB______ sex  F    M

Address______________________City__________State_____ zip ________

for the following please circle those we can call and leave a message regarding appointments:
Home_____________  work_____________cell_____________ email____________________

Are you __single  __married  ___separated  ___divorced  __widowed

living with partner___  other____  if partner; Name of Partner_________________

Do you have Children?  Y  N   if yes names and ages____________________________

Emergency contact___________________ 
phone____________________

Insurance Provider__________________
SS#______________________

Occupation__________________________ 
Employer ________________

How did you learn about Dr. Anderson? __________________________________

Reason for visit today _______________________________________________

Primary Health Concerns (in order of importance):

1.___________________________________________________

2.___________________________________________________

3.___________________________________________________

4.___________________________________________________

Are you being treated by a Medical physician currently  Y  N   
For what condition?_____________________________________________

Name/Phone #______________________________

May we contact this provider?   Y  N

Date of last physical exam_____________

What prescription medications/supplements/over the counter medicines are you takingmedication/supplement   dosage      since       adverse effects/concerns
__________________      
______      ______     
______________________
__________________

______
______
______________________
__________________

______
______
______________________
__________________

______
______
______________________
__________________

______
______
______________________
__________________

______
______
______________________

Allergies:  please list drugs/food/environmental _____________________________

Hospitalizations (Date and for what) _____________________________________

Surgeries (date/for what: ____________________________________________

serious injuries/accidents: ____________________________________________

Medical Conditions:________________________________________________

History of antibiotic use/for what condition ________________________________

History of yeast/fungal infections _______________________________________

Circle any of the following you may have been exposed to:

pesticides
mold

mercury
other metals
solvents
toxic fumes/chemicals

second hand smoke

dry-cleaning chemicals
other __________


Current Health status:

Please circle the general status of your health:  poor  fair   average  good  excellent

Height _______  Weight_______  

Are you a smoker  Y  N  smoked _____years  amount/day_______year stopped______

Diet:  food groups avoided___________ Why?_________________________

Food cravings__________________________ do you choose organic foods? Y  N

consume freshwater fish  Y  N  How often___________ types_______________

Please circle if you use the following:

alcohol
candy

carbonated beverages
tobacco
coffee fried foods 
laxatives
sweets
fast foods

tea
antacids
margarine
salt
luncheon meats

plastic wrap
microwave

nonsugar sweeteners

Please list dietary intake last 24 hours:

Breakfast___________________________  
Lunch__________________________

Dinner______________________________
snacks_________________________

How much water do you usually drink/day_________what other liquids____________
Do you exercise:  Y  N  Type___________   Duration__________ frequency________
On a scale from 1-10 (10 being the highest) please rate your stress _____
energy _______
How many hours of sleep/night______ wake up rested  Y  N  sometimes
Family history: 


age if alive
age at death
Health problems/cause of death

Mother
________

_________
__________________________________
Father
________

_________
__________________________________
Sisters
________

_________
__________________________________


________

_________
__________________________________
Brothers
________

_________
__________________________________


________

_________
__________________________________
Maternal
Grandmother
________

_________
__________________________________
Grandfather
________

_________
__________________________________
aunts/uncles________

_________
__________________________________
Paternal
Grandmother________

_________
__________________________________
Grandfather
________

_________
__________________________________
aunts/uncles________

_________
__________________________________

Please list above if family members have:

diabetes, stroke, heart attack, alzheimers, high blood pressure, high cholesterol, high iron, 
cancer (type), gastrointestinal disease, alcoholism, skin disease, thyroid problems

Review of Systems:
C= Currently  P = Past

Respiratory




cough



C
P

Sputum

   
C
P


spitting up blood

C
P

wheezing

   
C
P
asthma


C
P

bronchitis

   
C
P
pneumonia


C
P

pleurisy

   
C
P

emphysema


C
P

difficulty breathing 
C
P
pain on breathing

C
P

SOB lying down
   
C
P
short of breath (SOB)
C
P

SOB at night
  
C
P
tuberculosis

C
P



Cardiovascular
Heart disease

C
P

angina


C
P
high/low blood pressure
C
P

murmurs


C
P
blood clots


C
P

fainting


C
P
phlebitis


C
P

palpitations

C
P
rheumatic fever

C
P

chest pain


C
P
swelling in ankles
C
P

Gastrointestinal
trouble swallowing
C
P

heartburn


C
P
change in thirst

C
P

change in appetite
C
P
nausea


C
P

vomiting


C
P
vomiting blood

C
P

bowel movements: 
how often________
blood in stool

C
P

color___________is this a change: Y  N pain or cramps

C
P

constipation

C
P

belching or passing gas
C
P

diarrhea


C
P
black stools

C
P

gall bladder disease 
C
P

jaundice


C
P

ulcer



C
P
liver disease

C
P

hemorrhoids


C
P
Urinary
pain on urination

C
P

increased frequency
C
P
frequency at night
C
P

inability to hold urine
C
P
frequent urine infectionsC
P

kidney stone

C
P
Musculoskeletal

C=Current    P=past
joint pain or stiffness
C
P

arthritis


C
P
broken bones

C
P

weakness


C
P
muscle spasms/cramps
C
P

sciatica


C
P
history of lyme disease
C
P

disc disease

C
P
back pain


C
P

Blood/ Peripheral Vascular
Easy bleeding or bruisingC
P

anemia


C
P
deep leg pain

C
P

cold hand/ feet

C
P
varicose veins

C
P

clots in viens

C
P

Mental/ Emotional


Treatment for this
C
P

depression


C
P
mood swings


C
P

tension


C
P
anxiety or nervousness
C
P

memory problems

C
P
considered suicide
C
P

poor concentration
C
P

Endocrine
hypothryoid


C
P

hyperthyroid

C
P
hypoglycemia

C
P

diabetes


C
P
excessive thirst

C
P

excessive hunger

C
P
fatigue


C
P

season depression

C
P
hot flashespower surges C
P

hot/cold intolerance
C
P

Immune
vaccinations

   C
P

reactions to vaccines
C
P
chronic fatigue syndrome   C
P

chronic infections
C
P
chronically swollen glands C
P

slow wound healing
C
P
diagnosed with autoimmune disease  Y  N

Constitutional
weight loss


C
P

weight gain


C
P
fever



C
P

fatigue


C
P
night sweats

C
P

skin
rashes


C
P

color changes

C
P
dryness/ itching

C
P

sores



C
P

head
headache


C
P How often____________ diagnosis migrane  Y  N
dizziness


C
P

eyes
double vision

C
P

spots before eyes

C
P



vision changes

C
P

pain or redness

C
P

glaucoma in family
Yes
No
ears
hearing changes

C
P

pain/ infection

C
P
ringing in the ears
C
P

vertigo


C
P
nose
colds



C
P

nosebleeds


C
P
discharge


C
P

sinus infections

C
P


mouth


C=current  P=past
sore throat


C
P

mouth sores


C
P
dental problems

C
P

difficulty swallowing
C
P
dental fillings

C
P
If yes, what kind?_______________________  ever had removed

Yes
No

Neurological
dizziness


C
P

seizures


C
P
numbness


C
P

trouble walking

C
P

Female reproductive system
Y=yes  N=no
age of first menses?________


age of last menses?_______
are cycles regular    
Y
N
      bleeding between cycles
Y
N
length of cycle____________days

pain during intercourse
Y
N
duration of menses_________days

first day of last menstrual period__________
painful menses?

Y
N

currently pregnant   unsure
Y
N
clotting


Y
N

discharge/ itchiness

Y
N
heavy or excessive flow
Y
N

PMS



Y
N
PMS symptoms

Y
N

birthcontrol

Y
N
number of pregnancies_______


birthcontrol type_______________
number of live births_________


# of abortions
________________
number of miscarriages_______


endometriosis

Y
N
difficulty conceiving
Y
N

menopausal symptoms
Y
N
cervical dysplasia
Y
N

vaginal dryness

Y
N
abnormal PAP

Y
N
sexual difficulties
Y
N

chlamydia


Y
N
gonorrhea


Y
N

PID



Y
N
herpes


Y
N

syphilis


Y
N
condyloma/ warts

Y
N
are you sexually active
Y
N

do breast self exams
Y
N
breast mass/lumps

Y
N

breast cancer in family
Y
N 







If yes/ who?__________________
breast pain/ tenderness
Y
N

nipple discharge

Y
N


Male reproductive system
hernias


Y
N

testicular masses

Y
N
testicular pain

Y
N

prostate disease

Y
N
venereal disease

Y
N

discharge/ sores

Y
N
are you sexually active
Y
N

impotence


Y
N
gonorrhea


Y
N

chlamydia


Y
N
condyloma/ warts

Y
N

premature ejaculation
Y
N
birth control

Y
N

herpes


Y
N
birth control type_________


syphilis


Y
N
breast pain/ lumps
Y
N
How does your condition affect you?_____________________________________

________________________________________________________________
What do you think is happening?________________________________________

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

_______________________________________________________________

What do you enjoy most in your life?____________________________________

_______________________________________________________________


How much change are you willing to make for improving your health? 

minimal                          some                   complete

Is there any information about your health you would like to add?________________

_______________________________________________________________


What expectations do you have for your visit with me today?__________________ 
_______________________________________________________________


What long term goals and expectations do you have from working with me and in relation to your health?


________________________________________________________________





Thank you for your time in providing me with this information!


Please bring any medications or supplements you are taking and any laboratory work in with you to your appointment

