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...bringing nature cure medicine to the world

Thank you for seeking medical care with us!

Your support of the doctors at this clinic goes towards helping men, women, and children who are in shelters.  All of the physicians of Naturopaths International volunteer their time monthly in shelters within the United States and abroad.

Money from fees for services enables us to do that volunteer work, and donations go towards helping us grow, or towards much-needed medical supplies for those who cannot afford to pay.  We have programs in domestic violence shelters, plus we respond to natural disasters around the world.  

We appreciate that you have entrusted us with your care, and are additionally grateful for the opportunity to help those in shelters.  Thank you for supporting us, and thank you for your faith in naturopathic medicine.  If you are interested in contributing above and beyond your fees for services, please speak to your doctor.  We are always in need of fundraising committee members, and we always look for people who can help make connections to possible donors.  

Thank you, and enjoy your visit with your physician!

With gratitude,

Dr. Brandie Gowey, NMD

founder, President, Naturopaths International

928-214-8793

www.naturopathsinternational.org
doctorb@naturopathsinternational.org

www.naturopathsinternational.org
928-214-8793

Patient Intake form

Name:______________________________________ D.O.B.____________Age:______Sex:  F____M____

Address:_______________________________________________________________________________

City:____________________State:_______Zip:_____________home/cell phone:_____________________

Marital status: single:___married:___divorced:___separated:___partner:____widow:____# children:______

Employer:____________________occupation:_________________________work phone:______________

E-mail:___________________________________Would you like to receive our newsletter: Y____N______

Emergency contact:___________________________________Emergency contact phone:_______________

Primary care physician:__________________________________PCP phone:________________________

Insurance company:____________________________________________​​​__________________________

Name of person insured:___________________________________________________________________

How did you hear of us:__________________________Referred by:_______________________________

Partner/spouse name:_____________________________________________________________________

Names and ages of children:________________________________________________________________

Your ethnicity:___________

Patient name:_______________________________________________________D.O.B.:______________

Reason for visit:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Last annual physical exam:___________________________________Last blood work:_________________

Last dental exam:___________________________________Last eye exam:__________________________

Do you have a living will and advanced directives:______________________________________________

Family history (check all that apply):

____alcoholism

____herpes

____allergies


____high blood pressure

____anemia


____hypoglycemia

____arthritis


____liver diseases

____asthma


____mental illness

____cancer


____osteoporosis

____colitis


____stroke

____diabetes


____tuberculosis

____drug abuse

other (please list):________________________________________________

____heart disease

_______________________________________________________________

____heart attack

_______________________________________________________________

Your health history (check all that apply):

____alcoholism

____herpes

____allergies


____high blood pressure

____anemia


____hypoglycemia

____arthritis


____liver diseases

____asthma


____mental illness

____cancer


____osteoporosis

____colitis


____stroke

____diabetes


____tuberculosis

____drug abuse

other (please list):________________________________________________

____heart disease

_______________________________________________________________

____heart attack

_______________________________________________________________

Patient name:_______________________________________________________D.O.B.:______________

Hospitalizations/surgeries (dates and types of illness/operation):_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Known allergies (medications, food, pollens, cleaning products, vaccinations, etc):___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medications currently taking (list type and dosage):________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Supplements currently taking (list type and dosage):________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you smoke:__________Do you drink alcohol:______________Do you use recreational drugs:_________

If you use recreational drugs, what type do you use:_____________________________________________

Do you drink coffee:____________Do you drink soda:_____________Favorite food:___________________

Do you exercise:_________What type of exercise:______________________________________________

How frequently do you exercise:_____________________________________________________________

How much sleep a night do you get:_____________________________Do you take naps:_______________

Do you have a history of abuse:___________Do you have a history of substance abuse:__________________

Do you have an active spiritual practice/belief: ______________________________________________________________________________________________________________________________________________________________________________

Do you feel you have a community you belong in (friends, family, social activities):____________________
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Patient name:_______________________________________________________D.O.B.:______________

Where were you born:__________________________Where did you grow up as a child:_______________

Do you have sensitivities to odors:________What type of odors:___________________________________

Do you have mercury fillings currently:_________Have you ever had mercury fillings:_________________

Have you ever lived in the Midwest or been exposed to water in lead pipes:__________________________

Were you breast fed as a baby:_______________Were you delivered vaginally or via C-section:__________

Have you ever had an abortion:______________________________Miscarriage:_____________________

Age of first menses:_____  Length of menstral flow:_______Pain with/before flow:____________________

Do you experience heavy menstrual bleeding:__________Do you have a history of abnormal paps:________

Are you sexually active:________________Do you have a history of S.T.Ds:_________________________

If yes, please list S.T.D. type:_______________________________________________________________

Menopausal since what age:_________Do you use HRT:_________If yes, what kind/dose:______________

What is your favorite activity:______________________________________________________________

What do you like most about yourself:________________________________________________________

What quality do you most admire in others:____________________________________________________

Do you remember your dreams:_____If yes, is there a common theme in your dreams (please describe):_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Thank you for taking the time to fill out this initial patient questionnaire.  I sincerely look forward to working with you for your highest good.  
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