 
PATIENT INTAKE FORM


Dr. Giselle Lily Lefebvre , BSc. ND  #496


604-764-8431               


Name: ___________________________ Age: ____   DOB: ______________ M   F 

Address: ________________________________________________________  

City: _____________________Province: ___________ Postal Code: __________ 

Home phone: ____________________ Work or Other phone: ________________ 

Profession: ______________________Employer:________________________  Full/ part-time student retired   self-employed   freelancer   parent  ? (circle) 

E-mail address: ___________________________________________________

Circle one:  • Married  • Single   • Widowed    • Divorced   • Separated    • Common-law   

Live with:   •  Spouse    •  Partner     •  Parents     •  Children     •  Friends     •  Myself

Other health care providers (name and phone number); 

1. ____________________________________________Phone  ___________________

2. ___________________________________________ Phone   ___________________

3. ___________________________________________ Phone   ___________________

Do you have extended medical insurance?_________________________________________ 

Person to notify in an emergency? ____________________ Phone: ____________________ 

How did you hear about this clinic?_____________________________________________ 

Why did you choose to come to our clinic? _______________________________________________


What is your present level of commitment to address any underlying cause of your signs and symptoms that relate to your lifestyle? 1-10 (10 being 100% committed) _______________________

What behaviors of lifestyle habits do you currently engage in regularly that you believe support your health? (please list) ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________What behaviors or lifestyle habits do you currently engage in regularly that you believe are hindering your health ? (please list)

____________________________________________________________________________________________________________________________________________________________________

CURRENT HEALTH CONDITION 

What are your health concerns brought you here today? Please list in order of importance to you: 

1._______________________________________________________________

2._______________________________________________________________

3._______________________________________________________________ 

Has anything recently changed or become worse?  ________________________________________________________________ 

PERSONAL HEALTH HABITS 

Height: ________   Current weight: ____________Weight 1 year ago : _____________   

Maximum weight: _________   when? __________________  why? ______________

Smoker:  • Yes   • No       Smoked _____ years       Amount/day:_________ Year quit:____

Alcohol use:  • Yes   • No     Type: _______________Frequency: _________________

Recreational drug use:  • Yes   • No     Type: ______________ Frequency:____________

Coffee:  • Yes   • No     ________ cups / day      Tea:  • Yes   • No     ________ cups / day 

Water:  ________ cups / day        Purified water:  • Yes   • No        Tap water:  • Yes   • No  

Do you avoid any foods?   • Yes   • No_________________________________

Do you eat a lot of any specific foods?   • Yes   • No________________________

Do you eat dairy products?   • Yes   • No ______________________________

On a scale of 1 to 10, with 10 being the highest, please rate your average STRESS level: 

On a scale of 1 to 10, with 10 being the highest, please rate your average ENERGY level: 

How many hours of sleep do you get a night? _________ Do you wake up feeling rested? Y N

Regular exercise?  • Yes   • No     Type: _____________________________________

Duration: ____________________     Frequency: ___________________________ 

Cleanses and Detox?  • Yes   • No     Type: ___________________________________

Allergies

Are you hypersensitive or allergice to any Drugs/ Medicines?___________________________ 

Foods?________________________________________________________________

Environmental or chemicals sensitivities? ________________________________________
Women:  Are you pregnant?  • Yes   • No   • Not sure   Menopausal? ?  • Yes   • No • Not sure

Type of birth control used: _____________________ If pill/depo use, how long? ______

Please indicate any serious injuries or hospitalizations; along with approximate dates: 

________________________________________________________________ 

________________________________________________________________ 

Do you have any known contagious diseases at this time? Y N
If yes, what? _________________________________________________________

Current medications

Please list all drugs and medications you are currently taking, why and how it effects you: 

_______________________________________________________________ 

________________________________________________________________

 Which medications have you used in the past, why and how did it effect you? 

_______________________________________________________________

________________________________________________________________ 

If you take supplements please list brands and dosages of all products you are taking and the

reasons for taking them: ________________________________________________________________ 

________________________________________________________________ 

FAMILY HISTORY – Has a close relative (parent, child, sibling, grandparent) had any of the following: 

Allergies/Asthma/Ezcema  

Arthritis

Bleeding problems

Cancer

Depression / mental illness

Diabetes  

Drug abuse / alcoholism  

Epilepsy 

Heart disease 

High blood pressure  

Kidney disease  

Multiple Sclerosis

Stroke  

Tuberculosis   

Thyroid problems 

Other  

Any other relevant family history? _____________________________________________________________________

ENVIRONMENT 

Are you regularly exposed to toxins or other hazards (home, work, hobbies, etc.)? Please describe: 

____________________________________________________________________________________________________________________________________________ 

How would you describe the emotional climate of your home?  ______________________________________________________________________ 

______________________________________________________________________ 

What type of cleaning supplies do you use regularly?

______________________________________________________________________

______________________________________________________________________

What products do you use on your body? Cream, soap, shampoo, cosmetics, deodorant etc

__________________________________________________________________________________________________________________________________________________________________________________________________________________

PERSONAL PAST HEALTH HISTORY 

Were you breast fed and for how long?  ________________________________________________________________ 

What was your health as a child until age 12?  ________________________________________________________________ 

Did you have any other childhood diseases other than chicken pox, measles, and mumps? 

________________________________________________________________

Please list all surgeries you have had, dates and reasons, and if you felt they were successful. 

________________________________________________________________ 

________________________________________________________________ 

Have you ever had parasites that you know of?  ________________________________________________________________ 

How many times each year do you get a cold, flu or bronchitis? How many days are you sick with it? Do you take time off work because of it?  ________________________________________________________________ 

________________________________________________________________ 

How many times have you had antibiotics in your life?  ________________________________________________________________ 

Has there been a trauma or sickness that you have never recovered from and you have not been well since?   

________________________________________________________________ 

________________________________________________________________ 

Thank you for taking the time to fill out this form. 
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