Client Intake/Assessment Form
Name _____________________________________________  Age ______ DOB ________________
Street _____________________________________________________________________________ 

City ________________________________  State _________________  Zip Code _____________  

Phone: ______________________________ May we leave a message at this number?   YES     NO
Alt. Phone:  __________________________ May we leave a message at this number?   YES     NO
Email Address: _____________________________________________________________________

Are you interested in receiving periodic information and special offers at this email address?  Yes    No
Occupation: ____________________________ Referred By:________________________________
Sex:  Male    Female  
   Marital Status:     Married/Partnered        Single        Divorced       Separated

Children:  _________   Names and Ages:   ______________________________________________

Other Significant Relationships: ______________________________________________________
Current Living Situation:  ___________________________________________________________
Daily schedule/activities (include work/profession): ______________________________________
______________________________________________________________
______________________________________________________________                                                                                                                                                         

Daily physical exercise/movement:  ____________________________________________________

______________________________________________________________
Typical Diet:  ______________________________________________________________________

____________________________________________________________________________________________________________________________
How much water do you drink daily?  _________________________________________________
Source of water:   Tap
  Bottled
Other:_________________________________________
What else do you drink?: ____________________________________________________________
Health/Medical History (diagnosis, surgeries, illnesses, etc):  _______________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________
Dental Issues (fillings, root canals, bridges):  ____________________________________________
__________________________________________________________________________________

Family health/medical history (diagnosis, surgeries, illnesses, dental issues): _________________

____________________________________________________________________________________________________________________________

Social/Emotional History: ____________________________________________________________

______________________________________________________________
______________________________________________________________

______________________________________________________________

Family and personal relationship history: ______________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________
Where did you grow up?:  ___________________________________________________________

______________________________________________________________
What are your top three health concerns?   

1.____________________________________________________________

2.____________________________________________________________

3.____________________________________________________________

List medications, supplements, homeopathic remedies, etc that you take on a regular basis: 
____________________________________________________________________________________________________________________________
______________________________________________________________

______________________________________________________________

Alternative Treatment(s) attempted previously:__________________________________________
____________________________________________________________________________________________________________________________

Physical Stressors: __________________________________________________________________

____________________________________________________________________________________________________________________________

______________________________________________________________

Emotional Stressors: ________________________________________________________________

____________________________________________________________________________________________________________________________

Natural Alternatives, Inc
24 Hour Cancellation Policy
Working with people to feel healthier and better about themselves is what we do best!  We want the time that you spend with us to be the best part of your day.

If you cannot keep an appointment, we ask that you call the office at least
 24 hours in advance, otherwise you will be charged a fee of $45 for that visit.

I have read the above policy and understand that I will be charged for any visits not kept or cancelled within 24 hours of the time of my appointment.
…………………………………………..……………..
                            …………………….

Signature







       
       Date

………………………………………………………….                              ……..……………..

Parents signature if child is under 18





      Date
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APPOINTMENT CHECK LIST
· NO ACUPUNCTURE WITHIN 72 HOURS PRIOR TO YOUR APPOINTMENT

· Bring all medications and/or supplements that you are currently taking
· Do not take herbs or vitamins on the day of appointment
· You may take prescription medication
· Have paperwork completed when you arrive for your appointment
· No lotion on hands & feet
· Wear easily removable socks
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CONSULTATION POLICIES AND RELEASE STATEMENT

Our services neither diagnose nor prescribe for disease conditions.  All clients are encouraged to seek competent medical help when those services are deemed necessary.  The client accepts total responsibility for his/her own health care and maintenance.

Nothing said, done, performed, typed, printed or produced by us is intended or meant to diagnose, prescribe, treat a disease or take the place of a licensed physician.  Our education program (which includes several services) involves constitutional typing, elimination of harmful lifestyles and habits and the cultivation of positive mental attitudes.  All these modalities are designed solely to enhance physical fitness, mental attitudes and alertness, good nutrition and an appreciation for the environment.

We do not diagnose or make any attempt to cure any disease condition, and we make no claims or imply any claims that suggestions given to the client are to cure any condition.

Furthermore, we do not claim that any supplemental material we may suggest will cure any condition or that its purpose is to treat any condition.  In essence, we do not prescribe for or treat any disease.

Nutritional research and Meridian Stress Assessment suggestions are intended only for the support and maintenance of optimal health and do not involve prescribing food supplements or remedies for the treatment of disease conditions.

I hereby release and discharge Natural Alternatives, Inc. from any and all claims which I, or my agents ever had, now have, or may have, whether known or unknown, relating to or arising out of services of Natural Alternatives, Inc. including but not limited to any claims of negligence or misrepresentation relating to alleged failure to diagnose and/or treat a disease, as I understand that I should not rely solely on any suggested advice of Natural Alternatives, Inc. relating to any disease or condition I may have, but should also consult with my physician or other health care providers.  

I am signing this release voluntarily.

Client’s Signature:
______________________________________

                                        (parent or guardian if client is under the age of 18)

Print Name:   
______________________________________

Date:


______________________________________

NATURAL ALTERNATIVES, INC.

By:


______________________________________   
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