THE ART OF CURE 
ADULT INTAKE FORM

Today’s Date:  

Name:  

Address:    

Home Phone:  

Work Phone:  

Cell phone:  

Email:  

Emergency contact
Birth date:   

Birth location:     

Medications currently taking:  

Vitamins or nutritional supplements currently taking: 

Do you have allergies (foods, dairy)? 
Did you have the normal childhood diseases if so which ones?  

Standard vaccinations?  

Why are you here today and What issues would you like to work on with me
Food and Thirst

Cravings: 
Aversion:  

Do you crave sweet, salty, fatty, sour, spicy the most?  


(List them in order from the most liked to the least liked):  

Are you thirsty? How much do you drink in a day?  

What temperature do you prefer your drinks?  

Do you drink alcohol or take drugs and if so how much?  

Stomach

Any bloating, gas or other stomach problems?  
Do you tend to have constipation or diarrhea?  

Do experience any nausea?
How often do you have bowel movements and what does it look like? 
 Do you have bad breath?
Sleep

What time do you go to bed and how long does it take to fall asleep?  

Do you tend to wake up at a particular time each night and why?  

Do you do anything in your sleep (speak, laugh, shriek, toss about, grind your teeth, snore etc.)?  

Are you refreshed in the morning? 
What position do you sleep in?  

Do you remember your dreams and is there a theme to them?  

Do you have or ever had recurring dreams?  

Tell me of a dream you remember recently?  

Women (answer all that apply)
Number of pregnancies / miscarriages / abortions?  

How often do you (or did you) get your menses?  

Abundance of flow/ Color of blood/ Clots?  

How do you (or did you) feel before, during and after menses (PMS)?  

Describe any discharges other than your periods 

(Color, smell, abundance, texture and the time you get them the most)?    
Have you had any chronic urinary infections or problems?  

Have you had syphilis, gonorrhea, genital warts, herpes or any other sexual transmitted disease? 

Breast lumps?
Men

Do you have any burning with urination (after intercourse or anytime)? 

Do you have any signs of prostate problems (frequent urination, difficult urination, or inflammation or enlargement of prostate)?  

Have you had syphilis, gonorrhea, genital warts, herpes or any other sexual transmitted disease? 

Sexuality

Is your sexual desire above or below normal? 
How do you feel about sex in general? 
Do you consider yourself a sexual person? 

How important is sex in a/your relationship? 

Generalities

What time of day tends to be the best / worst for you?  
Do you tend to be chillier or warmer than others?
  

Are you sensitive to noises, smells or touch? 
How sensitive on a scale of 1-100 are you to alcohol, drugs, medications, anesthesia, caffeine, foods etc? 

(1 is not sensitive at all and 100 is so sensitive that you react to almost anything) 

What can you tell me about yourself that is strange, Rare, or peculiar? This can be a mental or physical symptom. 
How is your skin and hair?
What are your fears?

What would you say is the biggest obstacle in your life keeping you from achieving perfect health and harmony?
Describe a place, real or imagined, where you feel your best self.
Tell me about your strengths

Occupation and your feelings about it

Do you Exercise? What kind and how often?
Head (sensations, pains, etc.)

Eyes (vision, problems, pain, etc.)

Ears, Nose, Throat (discharges, tonsils, pains, etc)
Do you have High or low blood pressure, cold/hot hands or feet, blood clots, swelling of hands or feet?

 Respiration: Cough, difficult breathing?  Phlegm? What color and consistency.
Urination: Frequency, urgency, interrupted flow, pain

Musculoskeletal:  Aches, pains, where, when? What makes it worse or better? 

Neuropsychological: Dizziness, Lack of coordination, poor memory, seizures, anxiety.
Please tell me anything else that you'd like me to know.

