Nutritional Therapy Intake Form
Name_____________________________________________Date of Birth______________Age______
Address______________________________________________________________________________
Zip code____________________________ Phone____________________________________________
Email Address_________________________________________________________________________
Current weight______________________  Height__________________________BMI__________
Desired weight________________________ Last Monthly Period_______________________________
Occupation___________________________________________________________________________

Medications/supplements and reason for taking _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


My main concern(s)  today are 1)………………………………………………………………………………………………………………………………………………………………2)………………………………………………………………………………………………………………………………………………………………3)………………………………………………………………………………………………………………………………………………………………
[bookmark: _GoBack]Have you had any Tests performed : eg  Blood work,  Hair Analysis, if so when and where? Please attach copies.
                             
Circle any of the following that apply:     Diabetes    High Blood Pressure   High Cholesterol   Bloating
Thyroid issues   Gall Bladder issues   Digestive issues   Depression   Kidney disease   Food Allergies
Eating Disorders     Headaches     Menstrual problems    Chronic fatigue   
Other (specify) Allergies :


Are you looking for:
Short term help (4-6 weeks)    or   longer term help  (3-6 months?) or lifestyle change?
How willing are you to make dietary/lifestyle changes? 


Do you exercise?
Drink caffeine and or soda?
Daily water intake:


Things that my hinder my progress: (eg family, work, commitment)




CONSENT TO TREAT
I hereby authorize this office, Karen Bretz CCWFN and/or Dr. Craig M Bretz DC,  to examine and administer care as deemed necessary. I understand that I am personally responsible for payment of all these fees charged by this office for such care.
BILLING
We do not bill insurance for nutritional services, nor do we provide CPT or diagnosis codes for you to do so as the nutritional work is not designed to treat or diagnose a disease. We would appreciate it if you paid for your consultation fee at the time of service.
RETURN POLICY
Supplements must be in the original box and unopened, and have been purchased within a 2 week period prior to the return. Any returns, for any reason, are subject to a 20% restocking fee. No exceptions.
CONTACT
I give permission for Karen and/or the clinic to email and/or text me as necessary.\

Please sign to confirm you have read and understand the above information.

Patient signature_______________________________________________Date_____________________


