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General Information 

Female Intake 

Questionnaire 

Name _______________________ Age ______ Today's Date __________ _ 

Date of Birth ___________ Email ___________________________ _ 

Address City ____________________________ _ 

State Zip _____________________________ _ 

Phone {Home) __________ {Cell) ___________ {Work) ___________ _ 

Genetic Background: African American 
Native American 

Hispanic 
Caucasian 

Mediterranean 
Northern European 

Asian 

Other ________________________________ _ 

When, where and from whom did you last receive medical or health care? 

Emergency Contact: _________ Relationship __________ Phone {Home) __________ _ 
{Cell) {Work) _________ _ 

How did you hear about our practice? 
Clinic website IFM website □Referral from doctor □ Referral from friend/family member □ Social media 

Other--------------------------------------------

Current Health Concerns 

Please rank current and ongoing health concerns in order of priority 

Describe Problem Severity Prior Treatment/Approach Success 

Example: Post Nasal Drip Mild □Moderate Elimination Diet Good □ Excellent 
□ Severe □ Fair

□ Mild □Moderate □ Good □ Excellent
□ Severe □ Fair

□ Mild □Moderate □ Good □ Excellent
□ Severe □ Fair

□ Mild □Moderate □ Good □ Excellent
□ Severe □ Fair

□ Mild □Moderate □ Good □ Excellent
□ Severe □ Fair

□ Mild □Moderate □ Good □ Excellent
□ Severe □ Fair

□ Mild □Moderate □ Good □ Excellent
□ Severe □ Fair

□ Mild □Moderate □ Good □ Excellent
□ Severe □ Fair

□ Mild □Moderate □ Good □ Excellent
□ Severe □ Fair

□ Mild □Moderate □ Good □ Excellent
□ Severe □ Fair

□ Mild □Moderate □ Good □ Excellent
□ Severe □ Fair
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