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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

	
	
	

	
	
	

	
	
	

	
	
	


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
INFORMATION AND CONSENT TO SERVICES

I hereby voluntarily consent to herbal consultations.  I acknowledge that I am aware of the purposes, goals, techniques, procedures, limitations, potential risks and benefits of the service.  I understand that I am free to discontinue services at any time.  

I understand that herbs are considered to be food supplements and are designed to strengthen and support the body’s natural ability to heal and deal with stress.  Herbs, along with nutritional and lifestyle suggestions can serve as an excellent adjunct to a medical doctor’s treatment, and I am advised to consult a physician before beginning herbal consultations.  An herbalist can neither diagnose nor treat disease.  

The historical and modern research indicates that the herbs most often used for health care have an exceptional safety record.  However, adverse events can occur after using any active substance.  Side effects that have occasionally been reported after using herbs include headaches, skin rashes, and digestive upsets.  Such effects generally resolve rapidly, especially if the dosage is reduced or the herb is stopped.  Allergic reactions are also very rare but have been reported, usually in individuals with contact allergy to specific plants.  

Although speculative interactions between herbs and drugs are sometimes publicized, confirmed cases are rare.  Nevertheless, some prescribed drugs are very strong and have a narrow range of safe dosage.  It is the responsibility of the client to fully disclose any medications and supplements currently in use, so that informed advice is offered. Clients are also expected to inform their physicians of any herbs or supplements they are using.  Any suggestions that the effect of a drug is being altered by simultaneous use of an herb should be reported directly to all health professionals involved.  It is also advisable to stop taking herbs at least 48 hours before surgical operation, and in the event of being prescribed anticoagulants, anti-epilieptic drugs, and digoxin.  

Clients who become pregnant should stop taking herbs until consultation with their practitioner.  

I recognize that Maine does not license herbal practitioners and that any statement of credentials is for information only.  

I know that each person is unique and has ultimate responsibility for his or her own health care.  I acknowledge that I have not received any guarantees or promises as to the results or success that will be obtained from the services provided.

I am also aware that all conversations, documents, and clinical notes relating to my health consultation are confidential. 

Signature of Guardian_________________________________________________     Date ________________

Print name ____________________________________________________________    Date _________________

Wild Carrot Herbs ~ Mischa Schuler ~ Clinical Herbalist ~ 207.274.3242

www.WildCarrotHerbs.com ~ herbs@WildCarrotHerbs.com
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