
 
Adult Intake Form 

 
Last Name __________________ First Name ___________________________ 

Date of Birth ______/______/______ E-mail ____________________________ 

Address _________________________________________________________ 

City ________________________________ ST ______ Zip _______________ 

Home Phone ____________________ Work Phone ______________________ 

Other Phone _____________________ Fax ____________________________ 

Emergency Contact _________________________ Relationship ____________ 

Emergency Contact Home Phone _______________ Work Phone___________ 

How did you learn about NeuroWellness? ______________________________ 

What is/are the principal health concern(s) for which you are coming to see us? 

___ Migraines ___ Weight control  ___ High stress level  ___ Arthritis  

___ ADHD  ___ Exhaustion ___ Focus/mental clarity  ___ PMS  

___ Depression  ___ Fibromyalgia  ___ Chronic fatigue   ___ Anxiety  

___ Low energy ___ Poor memory ___ Allergies/Asthma ___ Sleep 

 ___ Blood Pressure ___ Cholesterol ___ Digestion  ___ Bowel    

Do you have other health concerns you would be interested in addressing? 
    ____________________________________________________________ 
    ____________________________________________________________ 
    ____________________________________________________________ 
Age _________ Height ________ Weight _______ Marital Status ____________ 

Children at home/ages ______________ Other children/ages _______________ 

Occupation _____________________ How many hours per week? __________ 

Existing medical problems: 
    ____________________________________________________________ 
    ____________________________________________________________ 
    ____________________________________________________________ 
How many sick days did you take in the past year due to these conditions? ____ 
Past medical problems:_____________________________________________ 
________________________________________________________________ 
Please list any surgeries and their dates:________________________________ 
________________________________________________________________ 
 
Current medications (including over-the-counter medications and supplements): 
________________________________________________________________ 



________________________________________________________________ 
________________________________________________________________ 
 
Do you smoke? If yes, how many packs per day? ________________________ 

Do you drink alcohol? If yes, how many drinks per week? __________________ 

Do you consume caffeine? If yes, how much and how often? _______________ 

How much sleep, on average, do you get each night? _____________________ 

Are there any external circumstances (i.e.: work or family-related) that you 
believe may be impacting your health currently? If yes, please explain, including 
the length of time it has been a concern:________________________________ 
________________________________________________________________
________________________________________________________________ 
Family History: 
Please give the following information about your immediate family: 
Relationship  Age if living Age at death State of health or cause of death 

Father   ________________________________________________ 

Mother  ________________________________________________ 

Brothers &  ________________________________________________ 

Sisters  ________________________________________________ 

Have any blood relative had the following illnesses?  If so, please indicate 
relationship: 
Diabetes:________________________________________________________ 

Cancer:_________________________________________________________ 

Blood disease:____________________________________________________ 

Glaucoma:_______________________________________________________ 

Epilepsy:________________________________________________________ 

Rheumatoid Arthritis:_______________________________________________ 

Osteoarthritis:____________________________________________________ 

Gout:____________________________________________________________ 

High blood pressure:________________________________________________ 

Heart disease:_____________________________________________________ 


