Redefine Beauty

INTAKE FORM

Patient Information:

Name: Date:
Address:

City: State: Zip code:
Phone: Date of Birth: Age:
Occupation: Email address:

How did you hear about us? [1Website [1Facebook [lInstagram [IFriend
[1Other

Primary Concern(s):

[ICold & Flu Symptoms [1Diarrhea/Nausea/Vomiting LIFitness Dehydration
[1Recent Iliness [1Severe Dehydration Climmune Support
[IStress [1Migraine [IHangover
LlInflammation LIPain LlInsomnia

[ Fatigue/Low energy [1Acute & Chronic Pain [1Depression

Past Medical History- Have you ever been diagnosed with:

L1 Hypertension [1Edema [IKidney Disease
[1Bleeding Disorder [ICongestive Heart Failure [IHeart Attack
[JPulmonary Edema LlAtrial Fib L1Asthma
C1Anxiety [1Sudden Weight Loss [IStroke/TIA
[ICurrently Pregnant [1G6PD Deficiency [IHigh Parathyroid
Allergies to:
[IMedications [Latex [IShellfish [llodine [INone
- List Allergy and reactions, if applicable: :" 3 -
A N
NN Please list all medications you are taking: < N
L
I
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