Full Circle Health
Patient Intake Form

Date: __________________

Name: ___________________________________________ Date of Birth: __________________

Weight: _______ Height: _______

Address: ____________________________City: __________________ State: _______ Zip: ________

Telephone: Home: __________________ Cell: ________________________ 

Work:_____________________ Email: _______________________________ 

Referred by: ___________________________ 

Emergency Contact: Name: ____________________________Phone: ____________________________


What is your reason for coming in today? (Issue/Complaint – Duration)
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

List all medications and/or supplements that you are currently taking:
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________


Allergies/sensitivities:
Medications:_________________________________________________________________________
Foods: _______________________________________________________________________________
Environmental or chemical? ___________________________________________________________



List all major illnesses/injuries/surgeries/hospitalizations within the last 10 years:
______________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________

Do you smoke?______________ How much?______________ How many years? _____________
Do you drink alcohol? _________ Beer?_________ Wine?_________ Liquor?_________________
How many drinks/day/week? _____________________________________

Do you consider your eating habit to be healthy? Yes: _______ No: _______ 

Thank you for your time and effort. We look forward to providing you with the best possible care. 


