
Elizabeth G. Salon, FNP, RNC, MS 
Ithaca, NY 14850 

 
PATIENT INTAKE FORM 
 
Today’s Date _________ 

Name ________________________________________________    Date of birth __________________ 

Address: ______________________________________________    Phone number: ________________ 

 

Main Concerns 

(Check all that apply and rank them from 1 to 10 in order of importance: 1=most, 10=least) 

 

______ Physical illness  ______ Weight  ______ Mental/Emotional 

______ Work Issues  ______ Energy  ______ Finances 

______ Relationship(s)  ______ Sexual  ______ Spiritual 

______ Other: _______________________________________________ 

Please describe your concerns and be specific (i.e. joint pain due to arthritis, stress at work, etc.) 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

History of main concern(s). Briefly describe how and when your main concerns started, how it 

progressed over time and how it is affecting your life. 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________  

How do you feel about your main concern(s)? (i.e. “I am confident that I will recover from my illness.”) 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

  



Symptoms 

(Please check if any apply now and/or in the past) 

Now Past  Now Past  

  Unexplained weight gain/loss   Yellow jaundice 

  Unexplained fever   Stomachache 

  Night sweats   Cannot tolerate hot weather 

  Dizziness   Cannot tolerate cold weather 

  Headaches   Frequent urination 

  Double vision   Abnormal urination 

  Poor eyesight   Trouble starting urine 

  Nose trouble   Trouble holding urine/leaking 

  Trouble swallowing   Discharge from vagina/penis 

  Persistent hoarseness   Sexual trouble 

  Teeth trouble   Testicle trouble 

  Sore mouth   Breast lumps or discharge 

  Cough   Joint pains (write which joints below) 

  Coughing blood/phlegm   Lack of energy 

  Wheezing   Lack of balance 

  Shortness of breath   Fainting spells 

  Chest pain when walking   Convulsions (seizures, epilepsy) 

  Chest pain when breathing   Tremor (shaking, trembling) 

  Heart palpitation (flutter, skip, etc.)   Paralysis 

  Leg vein trouble   Numbness 

  Leg pain when walking   Lack of strength 

  Ankle swelling   Nervousness 

  Frequent or severe nausea   Excessive worry 

  Vomiting   Trouble sleeping 

  Vomiting blood   Memory loss 

  Diarrhea   Trouble concentrating 

  Constipation   Depression 

  Hemorrhoids   Feelings of worthlessness 

  Bowel habit change   Crying spells 

  Heart burn   Trouble getting along with people 

  Indigestion   Other: 

  Excess belching    

  Skin trouble    

 

 



Lifestyle 

Occupation ____________________________________    Hours of work per week: _________________ 

Health hazards at work: _________________________________________________________________ 

Special diet: __________________________________________________________________________ 

Exercise routine: ______________________________________________________________________ 

Religion/spiritual practice: ______________________________________________________________ 

Changes in the past year (i.e. death in the family, major illness, move, etc.) _______________________ 

_____________________________________________________________________________________ 

 

Personal Habits (indicate number per day or week) 
 

Sleeping aid(s) ____________________________ Hours of sleep _________________________ 
Tobacco _________________________________ Recreational drugs ______________________ 
Alcohol __________________________________ Caffeine _______________________________ 
 

 
Medication and supplements 

 
Current prescriptions     Dosage 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Current nutritional supplements and over-the-counter (OTC) medications 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
  



Past medical history 
 
General state of health:   Excellent Good  Fair  Poor 
 
Allergies: Drugs ___________________________________________________________________ 
  Food ___________________________________________________________________ 
  Contact _________________________________________________________________ 
 
Childhood illness: ___ Chicken pox ___ Mononucleosis        ___ Rheumatic Fever 
   ___ Diabetes  ___ Rubella  ___ Pneumonia 
   ___ Herpes  ___ Heart murmur ___ Other: ________________ 
         __________________________ 
 
Adult illness:   ___ Diabetes  ___ Heart disease ___ C.O.P.D. 
   ___ Hypertension ___ Pneumonia  ___ Herpes 
   ___ Anemia  ___ Arthritis  ___ Migraines 
   ___ Tuberculosis ___ Cancer  ___ Other: _________________ 
 
Immunizations:   ___ Tetanus   ___ Pneumovac  ___ Other: _________________ 
 
Transfusions:  Yes  No 
 

Family / social history 
 

Family member Age Age at 
death 

Major medical problems 

Mother    

Father    

Maternal 
grandmother 

   

Maternal 
grandfather 

   

Paternal 
grandmother 

   

Paternal 
grandmother 

   

Sisters    

    

    

Brothers    

    

    

Children    

    

    

    

    



 
Hospitalizations 

 

Date Operation/Injury/Overnight hospitalization 

  

  

  

  

  

 
 

Childhood, development and relationships (check all those that apply) 
 

 I got along well with my mother while growing up  I am currently romantically involved or married 

 I get/got along well with my mother as an adult  I gain comfort and love from that relationship 

 I got along well with my father while growing up  I can share my deepest secrets with my partner 

 I get/got along well with my father as an adult  My romantic relationships are chaotic 

    

 I was neglected as a child  I have at least one close friend 

 I was physically abused as a child  I can share my deepest secrets with my friend(s) 
 I was emotionally abused as a child  My friendships are chaotic 

 I was sexually abused as a child  I am a loner 

    

 I love to be around other people  My social life is complete and fulfilling 

 I have been physically abused as an adult  I am more introverted than extroverted 

 I have been emotionally abused as an adult  I am more extroverted than introverted 

 I have been sexually abused as an adult  My relationships at work are comfortably gratifying 

   My work relationships are chaotic 

    

  
I need to resolve conflicts I still have with my  

  

 Mother  Father 

 Brother(s)  Sister(s) 

 Spouse / lover(s)   

 
 
  



Females 
 
Age menses began __________ Age menopause began _____________ 
 
Irregular menses:  Yes No 
 
Please list last date: _____ Menses 
   _____ Pap smear 
   _____ Mammogram 
   _____ Colonoscopy 
 

 Number Explanations, other 

Pregnancies   

Live births   

Still births   

Miscarriages   

Abortions   

Cesarean section   

Living children   

 
 

Males 
 
Please list last date:  _____ Colonoscopy 
   _____ PSA 
   _____ Rectal exam 
 
 

Treatment modalities 
(Check those treatment modalities that you have tried in the past and/or are currently using) 

 

 Acupressure  Energy Medicine  Physical therapy 

 Acupuncture  Exercise  Polarity therapy 

 Alexander technique  Feldenkrais  Psychotherapy 

 Applied kinesiology  Group psychotherapy  Qigong 

 Aromatherapy  Herbal medicine  Radiation therapy 

 Art therapy  Homeopathy  Reflexology 

 Ayurveda  Hypnosis  Reiki 

 Biofeedback  Iridology  Rife machine 

 Chelation  Light therapy  Rolfing 

 Chemotherapy  Massage  Spiritual healing 

 Chinese herbs  Meditation  Tai chi 

 Colonic therapy  Mental imagery or 
visualization 

 Therapeutic touch 

 Color therapy  Mindfulness  Vitamin/Mineral therapy 

 CranioSacral therapy  Music therapy  Yoga 

 Electro-convulsive therapy  Naturopathy  Other 
 Hyperbaric Oxygen Therapy  Osteopathy   

 EMDR (Eye Movement 
Desensitization Reprocessing) 

 Oxygen therapy   

 


