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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

Pediatric Intake form

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

Address:_______________________________________________________________________________

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

Name of Parent or Guardian:_______________________________________________________________

Address of Parent or Guardian:_____________________________________________________________

City:___________________State:_______Zip:_____________home/cell phone:______________________

e-mail:___________________________________would you like to receive our newsletter: Y____N______

emergency contact:___________________________________emergency contact phone:_______________

primary care physician:____________________________________________________________________

PCP address:____________________________________________________________________________

City:__________________State:________Zip:___________phone:________________________________

insurance company:____________________________________________policy #:___________________

Name of person insured:___________________________________________________________________

How did you hear of us:__________________________Referred by:______________________________

Patient name:_______________________________________________________D.O.B.:______________

Reason for visit:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Last annual physical exam:___________________________________last blood work:_________________

Last dental exam:___________________________________last eye exam:__________________________

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

_______________________________________________________________

Patient’s history (check all that apply):

____accidents  

____herpes

____allergies


____high blood pressure

____anemia


____hypoglycemia

____arthritis


____liver diseases

____asthma


____mental illness

____cancer


____transfusions

____colitis


other (please list):_____________________________________________

____diabetes


____________________________________________________________

____drug abuse

____________________________________________________________

____ear infections



____heart disease



previous major illnesses:________________________________________________________________

Patient name:_______________________________________________________D.O.B.:______________

Hospitalizations/surgeries/injuries (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):______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Immunization history (please list date of each vaccination/lab test and any reaction/result)

MMR:_____________________________________________________________________________________________

DTP:______________________________________________________________________________________________

Haemophilus influenzae:______________________________________________________________________________

Hep A:_____________________________________________________________________________________________

Hep B:_____________________________________________________________________________________________

Influenza:__________________________________________________________________________________________

Pneumococcal:______________________________________________________________________________________

Polio:______________________________________________________________________________________________

Tetanus:____________________________________________________________________________________________

Tetanus booster:_____________________________________________________________________________________

Smallpox:__________________________________________________________________________________________

Tuberculin:_________________________________________________________________________________________

Varicella:___________________________________________________________________________________________

Other:_____________________________________________________________________________________________

Patient name:_______________________________________________________D.O.B.:______________

Birth location:___________________________________________________________________________

sensitivities to odors:________what type of odors:______________________________________________

mercury fillings currently:_________recent chemical exposures:___________________________________

breast fed as a baby:________vaginal or  C-section delivery:______complications______________________

birth weight:________APGAR:_________who was present during delivery:__________________________

who child bonded to at delivery:______________________________________________________________

parent:  please describe pregnancy (prenatal care, medications used, alcohol or drug use, feelings about pregnancy)

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

parent:  please describe feeding habits, disposition and overall health of your child from birth to 6 months old

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

parent:  please describe your child’s average day

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Thank you!  

Naturopaths International, 

