
Please email, fax or mail in a copy of your intake form 2 days before your initial visit. 

How did you hear about our clinic? 
Name: Gender identity:    Sex assigned at birth:            
Address: City: I Province: 
Email: Cell: Home Tel: 
Marital status: I I Single □ Partnered □Married L JSeparated □Divorced I !Widowed 
Name of MD: I Date of last physical exam: 

PERSONAL HEAL TH HISTORY 

Childhood illness: D Measles D Mumps D Rubella □Chickenpox I I Rheumatic Fever D Polio 
Vaccinations: Tetanus □ Pneumonia □

Hepatitis □ Chickenpox □
Influenza □ MMR Measles, Mumps, Rubella □ 

Please list your primary health concerns or reason for visit: 

Surgeries and other hospitalizations 
Year Reason 

List all medication you are taking, both OTC and prescribed 
Name: I Dosage: Reason: 

List any vitamins, minerals, herbs or other supplement you are taking 

Name: Dosage: 

Any known allergies? 

Name: Reaction: 

Age: 
I Postal Code: 

I Work Tel: 

Frequency Taken 

DOB:

Occupation:





ASSIGNED FEMALE AT BIRTH

lAge at onset of menstruation: 

Date of last menstruation: 

Period every __ days 

D Heavy periods D Spotting 0Pain D discharge? (check all that apply) 

Number of pregnancies _ _  Number of live births 
- -

Number of Miscarriages _ __ 

lAre you pregnant or breastfeeding? □ Yes □ No

Have you had a D&C, hysterectomy, or Cesarean? 0Yes □ No

lAny urinary tract, or yeast infections within the last year? 0Yes 0No 

lAny blood in your urine? 0Yes □ No

lAny problems with control of urination? 0Yes □ No

lAny hot flashes or sweating at night? !when did this start? 0Yes □ No

Do you have menstrual tension, pain, bloating, irritability, or other symptoms at or around time of period? 0Yes 0No 

Experienced any recent breast tenderness, lumps, or nipple discharge? 0Yes 0No 

Have you had a pap and breast exam within the last year? 0Yes 0No 

ASSIGNED MALE AT BIRTH

Do you usually get up to urinate during the night? 0Yes 0No 

If yes, # of times _ _

Do you feel pain or burning with urination? 0Yes 0No 

lAny blood in your urine? 0Yes 0No 

Do you feel burning discharge from penis? 0Yes 0No 

Has the force of your urination decreased? 0Yes 0No 

Have you had any kidney, bladder, or prostate infections within the last 12 months? 0Yes 0No 

Do you have any problems emptying your bladder completely? 0Yes 0No 

lAny difficulty with erection or ejaculation? 0Yes 0No 

lAny testicle pain or swelling? 0Yes 0No 

Have you had a recent prostate and rectal exam? 0Yes 0No 

PAST AND PRESENT MEDICAL HISTORY 

Check N if you currently are experiencing and P if you have had it in the past 

Now I Past I Condition Now I Past I Condition Now I Past I Condition 

□ □ Allergies □ □ Gallstones □ □ Epilepsy

□ □ Asthma □ □ Arthritis (including gout) □ □ Migraines

□ □ Eczema □ □ Thyroid problems □ □ Headaches (tension/cluster)

□ □ Psoriasis □ □ Anemia □ □ Diabetes

□ □ Acne □ □ High blood pressure □ □ Pneumonia

□ □ Ear infections □ □ Cancer □ □ Alopecia

□ □ Hay fever □ □ Varicose veins □ □ Numbness and tingling

□ □ Mumps □ □ Tonsillitis □ □ Cold hands and feet

□ □ Sinusitis □ □ Poor memory □ □ Fainting

□ □ Canker sores □ □ Balance problems □ □ Heart attack or stroke

□ □ Ringing in ears □ □ Hepatitis □ □ HPV or Herpes

□ □ Strep throat □ □ Alcoholism □ □ Visual Problems

□ □ Parasites □ □ Depression □ □ Anxiety

□ □ Sexual abuse □ □ Emotional abuse □ □ Mono



CANCELLATION POLICY

Please give 24 hour notice if you cannot make it to your appointment.  In the event that 24 hour notice isn't given, a cancellation 
fee of the full appointment will be applied to your credit card. 

Card # __________________________________________________   Expiry: ______________   CVD#: ____________

Patient Signature: ____________________________________________________ Date: _______________________
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