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CLIENT DETAILS






Date:​​​​      /           /
Welcome to NatMed. As part of our commitment to ensuring the best possible care for all our clients, it is recommended that you take a few minutes to complete the relevant forms. If there is anything that you do not understand, please ask one of our staff members. The information you provide is for our records only and confidentiality is assured. 

 (Mr. Mrs. Miss. Ms.) First Name: ________________________ Surname: ______________________ 

Address: _________________________________________________________Postcode_________ 

Phone: (H)___________________(Wk) ____________________(Mob) ________________________ 

Can we confirm appointments via home line? (Tick) Yes ( No (
Email address______________________________________________________________________ 

Can we confirm appointments via email? (Tick) Yes ( No (
Please do not subscribe me to the e-newsletter (Tick if you do not wish to receive our e-newsletter)   (
D.O.B.:              /         /                                       Occupation: _________________________________ 

Emergency contact: Name:_________________________ Best Contact Phone No:_______________
Previous Doctor’s seen:_______________________________________________________________

Present Medications / Supplements/ Contraception: 
Drug Names:


 Reason for taking: 

Duration and dose: 

____________________________________________________________________________________________________________________________​​​​​​​​​​​​​​______________

_____________________________________________________________________

How did you hear about NatMed:

 (please tick appropriate box) 

(    Newspaper   
       (  Yellow Pages   
(  Web Site      
 (  Letterbox 
(  Star Health 
(    Magazine      
(  Referral             (  GP              (  Sign/Walk by 
     (  Natural Therapy pages
Other:_______________________ 

What are your primary health concerns? 
_______________________________________________________________________________________________________________________________________________________________________________________________________________
All information is strictly confidential
NATMED CANCELLATION POLICY

NatMed now operates with a cancellation list for appointments as we have a very high demand. This means that if you need an urgent appointment we will keep you on that list and give you the first cancellation. 

In order to service all our clients better we ask that you give 48 hours notice of cancellation.

Our practitioners make sure that they are here to service their appointments and when a client does not show up or give enough notice it means that other clients miss out on the opportunity to see them. 

If we receive the 48 hours notice, no fee will be charged for cancelled appointments. Failure to give appropriate notice (48 hours) results in the full consultation fee being charged. 

I   (name: please print ) _________________________ agree to NatMed’s cancellation policy for appointments (above) which states that cancellation of appointments with less than 48 hours notice will be charged to me. 

Signed…………………………………………………………………..Date…………….…………...
Medications and Supplements

Please list all current medications, prescribed by your GP or bought over the counter.

(Not herbs or vitamins, section below for these.) 
	Medication
	Reason for Use
	Length of Use

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Please list all current herbal, mineral and vitamin supplements you take. 
	Supplement
	Reason for Use
	Length of Use

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Medical History

Please indicate whether you or anyone in your family has had a history of any of the following conditions
	Condition
	Self
	Family
	
	Self
	Family

	Hypothyroidism
	
	
	High Blood Pressure
	
	

	Hyperthyroidsim
	
	
	Low Blood Pressure
	
	

	Goitre
	
	
	Cancer
	
	

	Hashimoto’s Thyroiditis
	
	
	Depression
	
	

	Diabetes
	
	
	Anxiety
	
	

	Cardiovascular disease
	
	
	HIV / AIDS
	
	

	Stroke
	
	
	Alcoholism
	
	

	Liver problems
	
	
	Digestive/Intestinal problems
	
	

	Hepatitis
	
	
	Autoimmune diseases
	
	

	Bleeding disorders
	
	
	Chronic fatigue
	
	

	Clotting disorders
	
	
	Allergies
	
	

	Urinary / kidney problems
	
	
	Arthritis / joint pain
	
	


Other Medical History details ​​​​​​

​











Dieting History

Please indicate details of your dieting and weight history:

	History
	Tick
	Details

	Fad diets
	
	

	Fasting
	
	

	Diet pills/stimulants
	
	

	Lap Band surgery
	
	

	Other?
	
	

	When was the last time you ‘dieted’?
	
	

	How much weight did you loose?
	
	

	How long did you keep the weight off?
	
	

	How much weight did you regain? 
	
	

	Do you loose weight consistently when you change your diet?
	
	

	Do you loose weight consistently when you exercise?
	
	

	What is your goal weight?
	
	


Family Weight Issues: 
	History
	Tick if Yes

	Weight issues as a child before the age of 10
	

	Overweight father
	

	Overweight mother
	

	Sibling/s overweight
	

	Your children are overweight
	

	Overweight grandparents
	


Extra Information:
	Habits
	Yes
	No
	Somewhat

	Often hungry, even after eating.
	
	
	

	Crave/eat food after dinner and before bed.
	
	
	

	Crave sugar.
	
	
	

	Can’t go longer than 3 hours without eating.
	
	
	

	Eat very little but cannot loose weight.
	
	
	

	Have to eat very little in order not to gain weight.
	
	
	

	When eat normally gain weight.
	
	
	

	Gain back weight after a diet.
	
	
	

	Can’t reach your goal weight on a diet.
	
	
	

	Unable to stick with a diet for any length of time.
	
	
	

	Become grumpy and irritable on diets.
	
	
	

	Distinct lack of energy/fatigue when on a diet.
	
	
	

	The need for a food fix when on a diet is overwhelming, no willpower
	
	
	

	6kgs or more overweight.
	
	
	


	Diet
	Daily
	Few times/week
	Infrequently/

Never

	Eat breakfast
	
	
	

	Eat a protein breakfast (eggs/protein shake)
	
	
	

	Eat cereal, oatmeal or toast for breakfast
	
	
	

	Eat protein with every meal.
	
	
	

	Snack between meals.
	
	
	

	Snack after dinner and before bed.
	
	
	

	Eat candy, sweets, soft drinks, desserts or junk food
	
	
	

	Drink alcohol
	
	
	

	Eat foods containing MSG
	
	
	

	Add sugar to tea and coffee
	
	
	

	Use artificial sweetners
	
	
	

	Binge eat
	
	
	

	Fat intake
	
	
	

	Are you a vegetarian?
	
	
	

	Do you have coeliacs disease?
	
	
	

	Do you have any food intolerances/allergies?
	
	
	

	   Dairy
	
	
	

	   Wheat
	
	
	

	   Egg
	
	
	

	   Other
	
	
	


Indicate areas where you need most help:

	What are the areas where you think you need the most support:
	Tick
	Details

	Diet:
	
	

	   Cooking
	
	

	   Shopping
	
	

	   Understanding healthy choices
	
	

	   Lack motivation/willpower
	
	

	Exercise:
	
	

	  Physical Limitations/impairments/injuries
	
	

	   Lack of time
	
	

	   Lack of motivation/willpower
	
	

	   Lack of knowledge about how to      exercise/what exercise is best
	
	

	   Dislike exercising
	
	

	Weight Issues:
	
	

	   Lack of belief that you can maintain your weight loss
	
	


Women only to complete this section: 
Reproductive History

	
	Current
	Past

	Breast Cancer
	
	

	Breast cysts/lumps
	
	

	Ovarian cysts
	
	

	Fibroids
	
	

	Endometriosis
	
	

	Abnormal pap smear
	
	


Current Menstrual Symptoms

	Symptom
	Mild
	Moderate
	Severe

	Menstrual pain / cramping
	
	
	

	Bloating / fluid retention
	
	
	

	Breast tenderness
	
	
	

	PMT
	
	
	

	Fatigue
	
	
	

	Food cravings
	
	
	

	Acne / pimples
	
	
	

	Headaches
	
	
	

	Spotting before your period starts
	
	
	

	Clots in menstrual blood
	
	
	


What is your current menstrual cycle length? 


_____ days

(eg 26/27/28/30 etc)



Is your menstrual bleed (please circle)

      Light / Medium /Heavy
Please tick it you have experienced any of the following in the past 12 months
	IMMUNE
	GASTROINTESTINAL
	THYROID

	Colds / Influenza
	
	Indigestion / heartburn / reflux
	
	Fatigue / Tiredness
	

	Allergies  /Hay Fever
	
	Belching / burping / flatulence
	
	Fatigue during exercise
	

	Ear infection
	
	Frequent nausea
	
	Poor energy on waking
	

	Thrush / Athletes foot
	
	Stomach pain/cramps
	
	Weakness
	

	Cold sores / herpes
	
	Loose stools / diarrhoea
	
	Dry skin
	

	Glandular fever / Epstein Barr 
	
	Hard / dry stools
	
	Dry, brittle hair
	

	Autoimmune condition
	
	Constipation
	
	Hair Loss
	

	Tonsillitis
	
	Gastrointestinal infection
	
	Weight gain
	

	Sinusitis
	
	Food poisoning
	
	Sensitive to cold
	

	Slow recovery after illness
	
	Blood in the stools
	
	Cold hands and feet
	

	Used antibiotics
	
	Pale, clay coloured stools
	
	
	

	
	
	Mucous in the stools
	
	
	

	SKIN
	CARDIOVASCULAR
	ADRENALS

	Acne
	
	Chest pains / angina
	
	Fatigue / Tiredness
	

	Boils
	
	Palpitations
	
	Trouble getting to sleep
	

	Psoriasis / Eczema
	
	Breathlessness 
	
	Waking during the night
	

	Poor wound healing
	
	Dizziness / vertigo
	
	If wake difficult to get back to sleep
	

	URINARY
	Leg pain with exertion
	
	Craving frequent snacks / sugar
	

	Kidney / urinary tract infection
	
	Ankle swelling
	
	Craving salty foods
	

	Frequent urination
	
	MUSCULOSKELETAL
	Poor libido / sex drive
	

	Getting up at night to urinate
	
	Body aches / pains
	
	NERVOUS

	Leakage with cough / exertion
	
	Joint pain
	
	Frequent sad feelings
	

	
	
	Joint swelling
	
	Depression
	

	
	
	Joint stiffness
	
	Feelings of anxiety / panic
	

	
	
	Headaches
	
	Anxiety / panic attack
	

	
	
	
	
	Loss of interest /enjoyment in life
	

	
	
	
	
	Can’t switch off mentally
	

	
	
	
	
	Difficulty concentrating
	

	
	
	
	
	Change in appetite
	

	
	
	
	
	Thoughts about suicide
	


INFORMED CONSENT & PRIVACY CLEARANCE

I ………………………………………… have been advised by my practitioner of “NatMed Natural Medicine Clinic” that he/she is not a medical doctor and that NatMed is not a medical practice. As such he/she does not practice or prescribe allopathic medicine. I understand that he/she is a Naturopath. As such he/she seeks to activate and support the self-healing mechanism of the body. He/she utilises Naturopathic Medicine i.e. Nutrition, Herbal & Homeopathic Medicines and encourages preventative health care in the form of dietary, exercise & lifestyle management. 

I give NatMed permission for my health history to be kept on file for the purpose of naturopathic care planning & prescribing. I give NatMed permission to access past & current records from other health professionals I have or am seeing as appropriate. To the best of my ability all information given here is a true and accurate representation of my health. 

Signed…………………………………………………………………..Date…………….…………...

DAY One
DATE

	Please fill in this food diary for the 3 days prior to your appointment

	Amount
	Type
	Time
	Location
	Alone or with whom
	Activity.

What your doing
	Mood
	After

Effects

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


DAY Two
DATE

	Food/Drink

	Amount
	Type
	Time
	Location
	Alone or with whom
	Activity.

What your doing
	Mood
	After

Effects

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


DAY Three
DATE

	Food/Drink

	Amount
	Type
	Time
	Location
	Alone or with whom
	Activity.

What your doing
	Mood
	After

Effects
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