ALLISON JONES – CLINICAL NUTRITIONIST AND NATUROPATH 
PATIENT INTAKE FORM
This form takes approximately 20 minutes to complete, please allow enough time. 
Can be completed on the computer and emailed to allisonjones@bodyelectricvitality.com.au 

Date completed: Click to enter a date.
{SECTION 1: PERSONAL DETAILS}
	Full Name
	

	Address Line 1
	

	Address Line 2
	

	Suburb or City
	

	State or Province
	

	Postcode or Zipcode
	

	Country
	

	Daytime phone number
	

	After hours number
	

	Mobile/cell number
	

	Email address
	

	Gender
	

	Date of Birth
	Click to enter a date.
	Place of Birth
	

	Occupation
	
	Height + weight
	

	Marital Status
	
	# Dependants
	

	[bookmark: _heading=h.gjdgxs]Emergency Contact
	
	Contact number
	

	How did you hear about my services?
	

	Your health care providers
	GPs, specialists, other. Please provide name and address.

	1.
	

	2.
	

	3.
	

	4.
	

	5.
	








{SECTION 2: MEDICAL HISTORY AND HEALTH GOALS}
	Have you had any major health issues in the past (including childhood)? Please list details including year and the formal diagnosis (if received) from a medical professional.

	1.
	

	2.
	

	3.
	

	4.
	

	5.
	

	Were you born vaginally or by caesarean?

	

	Were you breastfed as a child and for how long?

	

	Can you describe your antibiotic use as a child or in later years?

	

	Have you ever had food poisoning or traveller’s diarrhoea?

	

	Have you had any surgery? When and what was it for?

	

	Have you been exposed to industrial or farm chemicals? Mould/Water damaged building?

	

	Have you ever had mercury/amalgam dental fillings or has your mother?

	

	

	Family Medical History. Please list any significant health problems in family members – grandparents, parents, siblings, uncles and aunts, children.

	

	

	

	

	

	In order of importance (1 being the most important), what are the main health issues or symptoms you are seeking my help with? Please list when each started and a description of previous treatment for each including your compliance level. If you have been diagnosed by a doctor, nutritionist or naturopath in relation to any of these, please include that diagnosis.

	1.
	

	
	

	
	

	2.
	

	
	

	
	

	3.
	

	
	

	
	

	4.
	

	
	

	
	

	If female, are you currently pregnant? (Y/N)
	
	Attempting to conceive?
(Y/N)
	
	Lactating?
(Y/N)
	



{SECTION 3: CURRENT MEDICINES, SUPPLEMENTS, ALLERGIES, INTOLERANCES}
	List all current prescription medications (including the oral contraceptive pill) and the date started.

	
	Name
	Date started

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	5.
	
	

	List all current non-prescription medications (eg. Panadol, Ibuprofen, laxative, anti-histamine, antacids)

	1.
	

	2.
	

	3.
	

	4.
	

	5.
	

	List all current natural supplements including vitamins, herbs (only include those you take regularly and list the brand, dosage and reason for taking). Please include the date started.

	1.
	

	2.
	

	3.
	

	4.
	

	5.
	

	6.
	

	7.
	

	8.
	

	9.
	

	10.
	

	Known allergies (not intolerances – those are listed below) Please tick relevant (or use mouse to click box)

	☐ Dairy   ☐ Soy   ☐ Wheat   ☐ Yeast   ☐ Gluten  ☐ Fur   ☐ Medicines

	☐ Eggs ☐ Lactose   ☐ Nuts  ☐ Artificial Flavours/Colours ☐ Metal  ☐ Bandaids  ☐  Latex

	☐ Rubber  ☐ Dust mites   ☐ Grasses  ☐ Pollen  ☐ Mould

	

	Food and chemical intolerances (not allergies). Please list below including details of reactions.

	

	

	

	

	Supplement reactions. Have you ever reacted negatively to nutrition or herbal supplements? Provide details below.

	

	

	



{SECTION 4: OTHER INFORMATION}
	What foods do you enjoy eating? 

	

	

	

	What foods do you dislike eating? This could be any reason – taste, texture, ethics, memories. 

	

	

	Do you have any difficulty swallowing tablets or capsules?

	

	

	What barriers have you identified that prevent making progress with your health? Eg. Lack of cooking equipment or knowledge, lack of diagnosis, physical or psychological impairment, finances, motivation

	

	

	

	What are your expectations in regards to a timeframe for reaching your desired level of wellness?

	

	

	On a scale of 1-10 (1 being lowest, 10 being highest) how ready are you to make changes to improve your health? This could be diet changes, mindset, lifestyle.

	

	




☐  (Please tick box) By returning this document to Allison Jones, I confirm that all information provided by me is accurate and true. If any of these details change, I will advise her.
☐  Yes, I would like to receive emails from Allison Jones from time to time (eg. bi-monthly newsletter or emails with special offers). Note, I will not share your email address with any individual or company.

Date: 


