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New Female Patient Intake Form
Patient Name: __________________________Date of Birth: ____________ Today’s Date:_________
Address: ____________________________City: _____________________State:_____ZIP:________

Phone: (Home)_____________________(Work)____________________(Cell)__________________
Marital Status: M  S  W  D   Significant others name:_____________________________

Emergency Contact:______________________Number:_______________Relationship:____________
Primary Physicians name:______________________Preferred Pharmacy:________________________ 
How did you hear about Vitalize Health, LLC ______________________________________________
Allergies: ____Food
____Seasonal
____Drugs (please list)___________________________________
 Other: ___________________________________________________________________________________
Over the Counter Product Use
Please check all products that you use whether occasionally or regularly.

___Aspirin


___Acetaminophen (ex. Tylenol®)
___Ibuprofen (ex. Motrin IB®

     ___Naproxen (Aleve®)
___Antihistamine


___Decongestant (ex. Sudafed®)
___Laxatives/stool softeners
___Diet Aids, Weight Loss products
___Antacids (ex. Maalox®)

___Acid Blockers (ex. Tagamet HB®, Pepcid AC®) Others:________________________________________________

Nutritional Supplements:

Please list any vitamins, minerals, herbs, enzymes, nutrition, protein or other supplements that you take on a regular or occasional basis:
1. _____________________________________________________________________________

2. _____________________________________________________________________________

3. _____________________________________________________________________________
4. _____________________________________________________________________________

5. _____________________________________________________________________________

6. _____________________________________________________________________________

Current Prescription Medications:

Medication Name


Strength

Date Started

How often per day

1. _____________________________________________________________________________
2. _____________________________________________________________________________
3. _____________________________________________________________________________

4. _____________________________________________________________________________

5. _____________________________________________________________________________

6. _____________________________________________________________________________
List Hormones Previously Taken:

Name


Strength


Date Started

Date Stopped

Reason

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Have you ever used oral contraceptives?

____ No

___Yes

Any Problems?




____ No

___Yes

If YES, describe problems:
______________________________________________________________________________________________________

______________________________________________________________________________________________________

Does you anyone in your family have, or has had, any of the following:

Breast Cancer ____________
Family Member(s) ________________________

Ovarian Cancer ___________
Family Member(s) ________________________

Uterine Cancer ___________
Family Member(s) ________________________

Prostate Cancer__________

Family Member(s)_________________________

Fibrocycstic Breast ________
Family Member(s) ________________________

Heart Disease ____________
Family Member(s) ________________________

Osteoporosis _____________
Family Member(s) ________________________

Diabetes ________________
Family Member(s) ________________________

High blood pressure________
Family Member(s)_________________________

High Cholesterol___________
Family Member(s)_________________________

Stroke___________________
Family Member(s)_________________________



Thyroid Disease___________
Family Member(s)_________________________
Medical History
General Health: 
Excellent _______
Good _____
 Fair _____ 
Poor _____ 

Height: _______________
Weight: ________________

Please check all that apply:

Past Medical History:
___Breast Cancer

___Ovarian Cancer

___Uterine Cancer 

___Heart Disease 

___Diabetes


___High Blood Pressure 

___Osteoporosis 

___Stroke


___Endometriosis


___Fibroids 


___Blood Clots

___Impaired Liver Function 

___Fibrocystic Breast 
___Kidney Disease

___Thyroid Disease
___Anemia


___Arthritis


___Eczema

___Vitamin Deficiency
___Varicose Veins       
___Chronic Fatigue
___Fibromyalgia



Symptom History:
___Dizzy Spells


___Abdominal Pain
___Hay Fever/Allergies

___Bowel Frequency every ___ Days

___Shortness of Breath

___Frequent ___Diarrhea___Constipation      

___Chest Pain


___Overactive Bladder
___Heart Murmur


___Urgency to Urinate
___Irregular Pulse/Palpitations
___Incontinence
___Edema



___Weight Gain_____pounds
___Cold Extremities


___Weight Loss_____pounds
___Heart Burn



___Anemia

___Bone injury


___Frequent Headaches



Social History
Caffeine:___________________Type:_____________Amount:___________Frequency:____________

Alcohol:____________________Type:_____________Amount:___________Frequency:____________

Tobacco: Current Former Never  Type:_____________Amount:___________Frequency:____________

Illicit Drug Use:______________Type:_____________Amount:___________Frequency:____________

Sleep:___hours per night
      Restful: Y
N

Sexually Active:_________________________

Wear Seatbelt:_________________________

Smoke Detectors in home:________________                                                           



 
Women’s Reproductive Health
Menstrual Periods:

None ____________ Regular ___________Irregular (describe)______________________________
Age of first period ______
Age of last period _____
Age of Menopause____________
Have you ever been pregnant?

___No

___Yes
# of children _________ 


Have you ever had infertility treatments?
___No

___Yes
Describe ____________
Any interrupted pregnancies?


___No

___Yes
Describe ____________


Have you had a hysterectomy?   

___No

___Yes
Date _______________

     Reason:_____________________________________________________________________

Ovaries Removed?


___No

___Yes
Date _______________
Have you had a tubal ligation?

___No

___Yes
Date _______________
Have you had a D & C?


___No

___Yes
Date _______________

Have you had an ablation?


___No

___Yes
Date _______________
Date of most recent Pap Test: ____________________________

Results:_______________
History of Abnormal Pap: Y
N
If so, Date:__________________
Treatment:_____________
Date of last cholesterol check: ____________________________

Results:_______________

Have you ever had a mammogram: __________ 
Date ___________  
Results:_______________

Have you ever had a bone density scan: ______ 
Date ___________
Results:_______________

Have you ever had a colonoscopy:___________
Date___________
Results/Return:_________
To what degree do you experience the following?

	 
	None
	Slightly
	Moderate
	Severe
	Extreme

	Difficulty Concentrating/Loss of Memory
	 
	 
	 
	 
	 

	Can't Sleep
	 
	 
	 
	 
	 

	Depressed or Unhappy
	 
	 
	 
	 
	 

	Anxious
	 
	 
	 
	 
	 

	Headaches
	 
	 
	 
	 
	 

	Moodiness/Emotional Swings
	 
	 
	 
	 
	 

	Painful or Swollen Breasts
	 
	 
	 
	 
	 

	Weight Gain/Bloating
	 
	 
	 
	 
	 

	PMS
	 
	 
	 
	 
	 

	 
	None
	Slightly 
	Moderate
	Severe
	Extreme

	Night Sweats
	 
	 
	 
	 
	 

	Difficulty Remembering Things
	 
	 
	 
	 
	 

	Hot Flashes
	 
	 
	 
	 
	 

	Vaginal Dryness
	 
	 
	 
	 
	 

	Dry Hair/Skin
	 
	 
	 
	 
	 

	Urine Leakage (Incontinence)
	 
	 
	 
	 
	 

	Frequent Urinary Tract Infections
	 
	 
	 
	 
	 

	Inability to Reach Orgasm
	 
	 
	 
	 
	 

	Painful Intercourse
	 
	 
	 
	 
	 

	 
	None
	Slightly
	Moderate
	Severe
	Extreme

	Lack of Sexual Desire
	 
	 
	 
	 
	 

	Fatigue/Loss of Energy
	 
	 
	 
	 
	 


Lifestyle Information Form
Physical Activity
1. In the past year, how often have you engaged in physical activity?

____ Regularly (3-4 times/week)

____ Semi-regularly (1-2 times/week)

____ Sporadic (1-2 times/month)

____ None

2. What types of physical activity do you enjoy? __________________________________________________________________________________________________________________________________________________________

3. What are your personal barriers to exercise? _________________________________________

_____________________________________________________________________________

4. How do you think your weight affects your daily activities? ______________________________

Occupation/Leisure

1. What is your present occupation? __________________________________________________

2. Does your occupation require much activity? __________________________________________
Stressors

1. What types of things make you feel stressed? ________________________________________

2. How do you deal with stress normally? ______________________________________________

3. What do you feel would be useful to help manage stress? _________________________
Primary Health Concern Expectations:

Health Concerns:

1. ___________________________________________________________________________

2. ___________________________________________________________________________

3. ___________________________________________________________________________
     Specifically what you would like to accomplish with your health in the next:


One month ________________________________________________________________


4 months _________________________________________________________________


1 year ____________________________________________________________________

CONSENT TO FILE INSURANCE /FINANCIAL RESPONSIBILITY

Your medical health contract is a contract between you and your insurance company. Vitalize Health, L.L.C. will file in Network medical insurance claims. In network insurance company co-payments and deductibles are due at the time of the service. 
Patients with out of network insurance are responsible for payment in full at the time of the service. A billing statement will be prepared for you to file with your insurance company. By my signature below, I give my consent to Vitalize Health, L.L.C. to file a medical claim to my carrier. I understand that all unpaid charges are my responsibility. 

Printed Name: ______________________________________

Signature of patient or legal guardian:__________________________________Date:_______________[image: image2.png]



