FEMME CLINIQUE PATIENT INTAKE FORM

Name_____________________________________________________Date_____________________
Address____________________________________________________________________________
City________________________________________State________________Zip_________________
Home Phone____________________________ Work/Cell Phone______________________________
Email Address________________________________________________________________________
Date of Birth________________________________ Gender__________________________________
Marital Status: ___Married ___Separated ___Divorced ___Widowed ___Single ___Partnership
Live with:  ___Spouse ___Partner ___Parents ___Children ___Friends ___Alone
Occupation_________________________________________ Hours per week____________________
Employer____________________________________________________________________________
How did you hear about this clinic? _______________________________________________________
Emergency Contact____________________________________ Relationship______________________
Phone_________________

Insurance Information
Name of the Insurance ____________________________________________
Primary Subscriber______________________________________
Subscriber ID Number ___________________________________
Group Number ___________________________

Health History Questionnaire
What are your most important health problems? Please list them in order of importance.
1. ________________________________________________________________
2. ________________________________________________________________
3. ________________________________________________________________


Family History
Do you have a family history of any of the following? 
	___Cancer
___Kidney Disease
___Asthma
___Tuberculosis
___Epilepsy
___Stroke
___Hay Fever
___Heart Disease
___Diabetes
	___Arthritis
___Anemia
___Hives
___High Blood Pressure
___Mental Illness
___Glaucoma
___Hypothyroidism
___Depression / Anxiety
___Alcoholism



Hospitalizations / Surgery / Accidents
What hospitalizations or surgeries have you had?
_______________________________________________________________ Year: _________
_______________________________________________________________ Year: _________
Were you ever knocked unconscious? ___Yes ___No
Have you ever had a lapse of memory? ___Yes ___No
Toxic Profession Past or Present
(Artist, graphic designer, dental assistant, gas station worker, painter, industry cleaner, etc.)
_________________________________________________________________ Age: _____
_________________________________________________________________ Age: _____
Major Psychological Trauma
__________________________________________________________________ Age: _____
__________________________________________________________________ Age: _____
Serious Infection / Disease
(Pneumonia, mono, TB, cancer, heart attack, stroke, hepatitis, etc.)
__________________________________________________________________ Age: _____
__________________________________________________________________ Age: _____
Long periods on prescriptions or street drugs
_________________________________________________________ Age: _____
_________________________________________________________ Age: _____
Long visits or lived in a foreign country like India, Mexico, etc.
_________________________________________________________ Age: _____
_________________________________________________________ Age: _____
Treated for Parasites and/or infection? ___Yes ___ No
Allergy
Are you hypersensitive or allergic to:
Any drugs? _____________________________________________________________________
Any food? ______________________________________________________________________
Any environmental? ______________________________________________________________

Current Medications
	___Laxatives
___Cortisone
___Tranquilizers
___Pain Relivers
___Appetite Suppressants
	___Thyroid Medication
___Birth Control Pills
___Antacids
___Sleeping Pills
___Antibiotics



Please list any prescription medications, over the counter medications, vitamins, or any other supplements you are currently taking:
1. _____________________________________________________________
2. _____________________________________________________________
3. _____________________________________________________________
4. _____________________________________________________________
5. _____________________________________________________________
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