
 

 

Functional Medicine Intake Form 
 

Name:  

 
Date:  Insurance:  

 

Address:  

 
City:  State:  Zip Code:  

 
Home Phone:  Cell Phone:  Work Phone:  

 
E-mail Address:  

 
Age:  Date of Birth:  Gender:   Male      Female 

Status:  Live with:  
 Married 

 Separated 

 Divorced 

 Widowed 

 Single 

 Partnership 

 Spouse 

 Partner 

 Parents 

 Children 

 Friends 

 Alone 
 
Education:  

 
Occupation:  Hours per week:   Retired 

Employer Work Address 

  

In case of emergency, who should we contact? 
Name Relationship Address Phone 

    

 

 
How did you hear about our Wellness and Nutrition Program? 

 

 

 

 

What is your major complaint and when did these symptoms begin? 
 

 

 

 

 

 

 

 

 

 

 

 

 



 

What are your current medications? 
 

   

   

   

 
What are your current vitamins and/or supplements? 
 

   

   

   

 

Please list your current and past health conditions and Date Diagnosed (i.e. Diabetes Mellitus, etc.) 
 

 

 

 

 

 

 
Is there anything in your medical history that you consider to be relevant to your current condition? 
 

 

 

 

 

 

What is your employment history?  Please provide brief summary. 
 

 

 

 

 
Please list past or present allergies, including allergies to medications. 
 

 

 

 

 

 

Please list all past surgeries and the condition each surgery was for. 
 

 

 

 

 

Please explain your housing history (type of homes, where and when). 
 

 

 

 



    

Lyme Disease 



  


