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             Today’s Date _______________________

Name_____________________________________
Address______________________________________________________

Telephone: Day________________________  Night________________________  email _________________________________

Emergency contact (Name) _____________________________(Relationship)_______________(Phone)____________________

Date of Birth _____________ Age______ Place of Birth______________Height & Weight _______________Eye Color_________

Where and when have you lived or traveled outside the U.S. and Canada? ____________________________________________

____________________________________________________________________________________________________________

Occupation _____________________________ How long_________________On a scale of 1 to 10 how enjoyable? ___________

Previous occupation ____________________________ Education (Highest level attained) ________________________________

Relationship Status: _________________________________________________ (Name) __________________________________ 

What concerns would you like to address?     



      How long have you had these concerns?

1._________________________________________________________________     ______________________________________

2._________________________________________________________________     ______________________________________

3._________________________________________________________________     ______________________________________

In order to support your health, are you willing to make modifications to your lifestyle? _________________________

What other health related issues, surgeries, major or recurring illnesses or conditions do you have/have you had in the past?

Year/Condition_______________________________________________________________________________________________

Year/Condition_______________________________________________________________________________________________

Year/Condition_______________________________________________________________________________________________ 

Are you taking any of the following medications?  

Oral contraceptives___   Antidepressants___   Digoxin___   Anticoagulants/warfarin___   Aspirin___   Cholesterol meds____

Antianxiety___   Antiseizure meds___   Oral diabetes meds___  Blood pressure meds___  psychotropic meds___  

Relationship
Alive/Deceased
Present health or cause of death

Father

_____________
_____________________________________________________________________________

Mother

_____________
_____________________________________________________________________________
Brothers

_____________    _____________________________________________________________________________

Sisters

_____________
_____________________________________________________________________________

Children/ages
_____________
_______________________________________________Name_________________________



_____________
_______________________________________________Name_________________________

Check conditions that apply to you, circle those that apply to family members:

( Diabetes
( Cancer___________  
( Depression

( Kidney Disease/stones
( Heart Disease

( Stroke        
( High Blood Pressure 
( Nervous Illness

( Allergy/Asthma
( Gall stones 

( Addiction    
( Thyroid condition
( Digestive Issues, IBS
( Ulcer


( Obesity

( Arthritis
( Headaches/Migraines
( Bleeding tendency 
( Other_____________________________________

Please check boxes and indicate how often you use the following (daily, weekly, monthly, etc.)

	O  Dairy products
	O  Soy Products
	O  Fruits

	O  Pasta, bread
	O  Fish
	O  Alcohol

	O  Pastries
	O  Red Meat
	O  Recreational drugs

	O  Margarine
	O  Nuts & Seeds
	O  Fried Foods

	O  Soft drinks
	O  Vegetables
	O  Coffee

	O  Butter
	O  Fruit
	O  Tobacco

	O  “junk food” type: 


What are your favorite foods? __________________________________________________________________________________

What foods do you crave? ________________________________  Do you prefer sweet or savory/salty foods? _______________

Are you allergic to any foods? _________________________________________________________________________________

What types of fruits and veggies do you eat? _____________________________________________________________________

What types of oils do you use for cooking? _______________________________________________________________________

How often do you eat at restaurants? _______________________How often do you cook/prepare food? ____________________

Do you follow or have you ever followed a restricted diet?  Which one(s) and for how long? ______________________________

____________________________________________________________________________________________________________

Typical hours spent watching TV per day _____________________________  Typical hours on the computer per day _________

Typical breakfast_____________________________________________________________________________________________

Typical lunch________________________________________________________________________________________________

Typical dinner________________________________________________________________________________________________

Snack(s) & Times eaten: _______________________________________________________________________________________

How much water do you drink in a day? __________________________  Do you eat organic foods? ________________________

Have you had allergies to medicines, alcohol or other items?  Yes __ No __ List: _____________________________________

Are you missing any organs? __________________________________________________________________________________

Have you had any traumatic experiences not treated medically (divorce, job loss, death of a loved one): __________________

____________________________________________________________________________________________________________

Do you exercise regularly? _____________________ List the types of exercise you get in a typical week.

	Type of Exercise________________________
	How often _________________________
	How long _____________________

	Type of Exercise________________________
	How often _________________________
	How long _____________________

	Type of Exercise________________________
	How often__________________________
	How long _____________________


Name and type of practitioner you are currently seeing

For what health concern? 
For how long?

______________________________________________________
__________________________
_______________

______________________________________________________
__________________________
_______________

Medications currently or previously used, including over the counter medications:

	Name
	Dosage / Frequency
	Duration

	
	
	

	
	
	

	
	
	

	
	
	


Supplements, vitamins, herbs currently used:

	Name
	Dosage / Frequency
	Duration

	
	
	

	
	
	

	
	
	

	
	
	


Please check symptoms noticed in the past year.  Any major problems that you had previously, but no longer have, mark with a “P”

	UPPER GI
	___
	Sometimes nausea in evenings
	___
	Sometimes nausea in mornings

	
	___
	Mouth frequently too dry
	___
	Sometimes excess salivation

	
	___
	Duodenal ulcer
	___
	Stomach ulcer

	
	___
	Sometimes foul burps
	___
	Strong, demanding hunger

	
	___
	Butterflies in stomach
	___
	Need to eat often

	
	___
	Seldom eat breakfast
	___
	Does hunger wake you?

	
	___
	Often don’t finish meals
	___
	Nausea before a meal

	
	___
	Often eat to calm down
	___
	Sore tongue

	
	___
	Receding gums
	___
	Bitter taste in morning

	
	___
	Frequent use of alcohol
	
	

	
	___
	Frequent poor appetite
	
	

	
	___
	Frequent belching
	
	

	
	___
	“Dragon Breath” in morning
	
	

	
	___
	Heat burn/acid indigestion at night
	
	

	
	___
	Frequent mouth or cold sores
	
	

	
	___
	Sometimes difficulty in swallowing
	
	

	
	___
	Indigestion or nausea after eating
	
	

	
	___
	Discomfort eating fatty foods
	
	

	
	___
	Hay fever or asthma
	
	


	LOWER GI
	___
	Constipation with gas
	___
	Stools loose with gas

	
	___
	Frequent constipation
	___
	Digestion unusually rapid

	
	___
	Light colored, hard stools
	___
	Loose stools when tired/stressed

	
	___
	Intestines often bloated
	___
	Dark, soft stools

	
	___
	Constipation with hemorrhoids
	___
	Quick defecation after eating

	
	___
	Constipation with painful defecation
	
	

	
	___
	Constipation with hard, marbly stools
	
	

	
	___
	Constipation with fully formed stools
	
	

	
	___
	Alternating constipation / diarrhea
	
	

	
	___
	Frequent need for laxatives
	___
	Appendix removed

	
	___
	Tongue often coated
	
	


	LIVER
	___
	Dry, scaly skin
	___
	Moist, sometimes oily skin

	
	___
	Hay fever or asthma
	___
	Hives from food or drugs

	
	___
	Craves fruit or sweet
	___
	Craves protein, fats

	
	___
	Frequent trouble digesting fats
	___
	Fever with sweat when sick

	
	___
	Acne on face AND buttocks
	
	

	
	___
	Seem to have low blood sugar
	
	

	
	___
	Had hepatitis in past
	
	

	
	___
	Frequent use of alcohol
	
	

	
	___
	Work with solvents
	
	

	
	___
	Psoriasis, eczema, dermatitis
	
	

	
	___
	Frequent minor illnesses
	
	

	
	___
	Don’t sweat when sick
	
	


	RENAL
	___
	Standing quickly causes faintness or dizziness
	___
	Standing quickly makes pulse roar in ears

	
	___
	Frequent flushing or blushing
	___
	Frequent water retention

	
	___
	Moderate low blood pressure
	___
	Urine usually dark

	
	___
	Frequent thirst
	___
	Moderate high blood pressure

	
	___
	Craving for salt
	
	

	
	___
	Urine always light colored
	
	


	LOWER URINARY TRACT
	___
	Frequent urination, small amounts
	___
	Infrequent urination, copious urine

	
	___
	Sometimes dribble after urination
	
	

	
	___
	Frequent bladder infections
	
	

	
	___
	Urgent need to urinate
	
	

	
	___
	Mucus in urine
	
	

	
	___
	Benign prostatic hypertrophy
	
	

	
	___
	Dull ache after urination
	
	


	REPRODUCTIVE/ENDOCRINE
	___
	Dry skin, cold hands and feet
	___
	Sweat freely with strong scent

	
	
	
	___
	Oily skin, facial acne

	
	
	
	___
	Frequent cannabis user

	
	
	WOMEN

	
	___
	Cycle more than 28 days
	___
	Cycle less than 28 days

	
	___
	Miss some periods
	___
	Water retention before menses

	
	___
	Menses slow starting with cramps
	___


	Constipation before, loose stools after menses start

	
	___
	Menstruation always lengthy
	___
	Always hungry before menses

	
	___
	Frequent Class II Pap Smear
	___
	Breast tender before menses

	
	___
	History of PID, cervicitis
	___
	Palpitations before menses

	
	___
	Miscarriages, problem pregnancy
	___
	Period early with altitude change

	
	___
	Period late with altitude change
	
	

	
	___
	Tried but couldn’t take birth control pills
	___
	Any chance you may be or may try to get pregnant?

	
	
	MEN

	
	___
	Pain or ache after orgasm
	
	

	
	___
	Benign prostatic hypertrophy
	
	

	
	___
	Difficult maintaining erection when you feel in the mood


	RESPIRATORY
	___
	Shortness of breath when standing or walking
	___
	Easy coughing up of mucus

	
	___
	Tobacco smoker
	___
	Sometimes hyperventilates

	
	___
	Difficult coughing up of mucus
	
	

	
	___
	Rapid, shallow breather
	
	

	
	___
	Sometimes wake up choking or gasping for breath
	
	

	
	___
	Yawns frequently
	
	

	
	___
	Frequent chest colds
	
	


	CARDIO-VASCULAR
	___
	Fast, light pulse
	___
	Slow, strong pulse

	
	___
	Cold bodied
	___
	Frequent physical activity

	
	___
	Sometime dizzy or faint
	___
	Warm bodied

	
	___
	Hands cold, clammy or dry
	___
	Hands warm, sweaty

	
	___
	Hypertension, not responding to diuretics
	___
	Hypertension, responds to diuretics

	
	___
	Palpitations either as an adolescent or before menses
	
	


	LYMPHATIC
	___
	Recuperates slowly if ill
	___
	Recuperates quickly if ill

	
	___
	Injuries heal slowly
	___
	Injuries heal quickly

	
	___
	Eczema, dermatitis
	
	

	
	___
	Asthma or hay fever
	___
	Tonsils removed

	
	___
	Arthritis or rheumatism
	
	


	SKIN
	___
	Skin eruptions are deep, not coming to a head
	___
	Skin eruptions are superficial, come to a head

	
	___
	Skin on trunk is dry
	___
	Oily scalp or hair

	
	___
	Dry scalp or hair
	
	

	
	___
	Cracks, fissures on heel, elbow, feet, poorly healing


	MUCUS
	___
	Sores, cracks, fissures in mouth, anus, vagina

	
	___
	Lips often dry, chapped

	
	___
	Food often causes intestinal distress as it passes through

	
	___
	Gets sore throat easily
	
	


	GENERAL
	Mark all that apply.  Mark “1” if somewhat applies. Mark “2” if strongly applies.

	
	
	
	
	

	
	___
	Aluminum cooking vessels
	___
	Increase in weight (recent)

	
	___
	Awakens, can’t go back to sleep
	___
	Lack of sensation somewhere

	
	___
	Bad dreams
	___
	Likes depressants

	
	___
	Blurred vision
	___
	Likes stimulants

	
	___
	Brown spots, bronzing of skin
	___
	Lower back pain

	
	___
	Bruises easily
	___
	Muscle cramps

	
	___
	Can’t gain weight
	___
	Nails split, brittle

	
	___
	Can’t lose weight
	___
	Nails weak, ridges

	
	___
	Can’t get started without coffee
	___
	Nosebleeds frequently

	
	___
	Chemical or spray poisoning
	___
	Pollution heavy in environment

	
	___
	Chronic fatigue, depression
	___
	Ringing in ears

	
	___
	Cry easily without seeming cause
	___
	Pulse speeds up after meals

	
	___
	Depressed for long periods
	___
	Sensitive to cold weather

	
	___
	Earaches
	___
	Sensitive to hot weather

	
	___
	Eat often or else faint/nervous
	___
	Sensitive to high humidity

	
	___
	Eyes often red or inflamed
	___
	Sensitive to low humidity

	
	___
	Face, eyes get puffy
	___
	Sexual desire decreased

	
	___
	Facial twitches
	___
	Sexual desire increased

	
	___
	Gum problems
	___
	Stuffy nose during the day

	
	___
	Headaches
	___
	Stuffy nose in evening or night

	
	___
	Headaches in morning, wearing off
	___
	Tendency to anemia

	
	___
	Heart palpitations after eating
	___
	Tremors in hands or neck

	
	___
	Highly emotional
	___
	Varicose veins

	
	___
	Highly controlled
	___
	Weight gain in upper arms, shoulders, back of neck

	
	___
	Impaired hearing
	___
	Frequent worry or anxiety


	ADDITIONAL THINGS YOU WANT TO MENTION:



	

	

	

	

	

	

	


Favorite Taste:________________________________________________________________

Favorite Season:_______________________________________________________________

Favorite Weather:______________________________________________________________

Favorite Color:________________________________________________________________

Favorite Music: _______________________________________________________________

FOR WOMEN:

Forms of birth control used (please mark C for current, and P for past use)

___ Pills (_______________)
___ Diaphragm

___Fertility Awareness

___ IUD



___ Tubal Ligation

___ Patch


___ Condoms 


___ Withdrawal

___ Other (specify): _____

Currently  

( pregnant
  
( lactating

If you are pregnant, how many weeks pregnant are you? ________ Due date: ________

If you are breastfeeding, how long have you been doing so? __________________

Could you become pregnant in the next 3 months? __________

Are you actively trying to conceive? ___________


How long have you been trying? ___________

Have you ever had an abnormal Pap smear?  _____ Yes  _____ No


If yes, please provide the date: _____________________


What steps were taken as a result? _______________________

Are you currently on HRT (Hormone Replacement Therapy)? __________

Have you ever been on HRT? __________

Do you know if you were exposed to DES in utero? __________________

Date of last menstrual period: ___________________________

Please check all that describe(d) your menstrual bleeding:

( frequent clots

( usually bright red at first, then turns darker

( usually dark in color the whole time

( usually pale pink

( spotting at first and then becomes heavier (is spotting dark or pink? circle one)

( heavy at first and then spotty the last few days

( bleeding lasts 1-2 days

( bleeding lasts 3-5 days

( bleeding last more than 5 days (how many? ___________)

( cycle is predictable (usually how many days? ________________)

( cycle is unpredictable

Pregnancies (please include losses or terminations)

Year

Vaginal/C section
Gender     Complications/Other things you want to mention

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


If you discover that you are pregnant during the course of our work together, please discontinue all herbal supplements and schedule an appointment so that we can discuss your herbal options 

Wild Carrot Herbs!   


Mischa Schuler, Clinical Herbalist, 617.935.3941





BOTANICAL INTAKE FORM









