Patient Intake Form

Journal number:

Date: / /

Name:
Date of birth: / /
Gender: F/ M

For the best possible treatment, please answer truthfully and honestly.

Reason for consulting ANF Therapy®:

Contact Info (phone or email):

Job:
Hobby / sports:

Q Pain

O Chronic Pain

Q Sport Injury

Q Fatigue

O For optimal health
Q For performance

Q Other:

Traumatic Injury:

Q Car accident
Q Falls

O Sport Injury
O Stress Injury

QO Other:

Onset of symptoms: When did you start feeling that something was wrong?

General Health Issues:

Alcoholism / drug abuse
Allergies

Autoimmune disease
Blood / bleeding problems
Blood in urine

Blurry / limited vision
Bloating / stomach pain
Breast lumps / soreness
Cancer / chemotherapy
Constipation
Depression / anxiety

Diabetes
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Diarrhea
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Dizziness

Fainting

Fever / chills without flu
General fatigue / tiredness
Headache

High blood pressure

Night sweats

Numbness / tingling
Osteoporosis / osteopenia
Pain in multiple areas
Palpitations / heart issues
Persistent cough

Poor sleep

O 00000000 D0@C

Reflux / heartburn
Sedentary / physical inactivity
Seizures

Short of breath

Smoking

Stroke

Swollen legs / ankles

Thyroid disease

Unexplained weight loss / gain
Non of the above

Other :
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In general, how would you rate your
physical health?

To what extent are you able to carry out your
everyday physical activities such as walking,
climbing stairs, carrying groceries, or moving a
chair?

In general, how would you rate your mental
health, including your mood and your ability to
think?

In general, how would you rate vyour
satisfaction with your social activities and
relationships?

Excellent Very Good Good Fair Poor
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Medication: name, dosage, purpose

Previous surgeries:

Pregnant: Yes/No
Breastfeeding: Yes/No
O Menstruation / period irregularities: Yes/No
[/-\\ Birth control pill: Yes/No

Kids: Yes/No
How many ?
only When?

Women

Natural birth / Caesarean

Water intake: Sugar intake:

O Never 0 Never

O Rarely O Rarely

O Sometimes O Sometimes
d Often d Often

O Veryoften O Veryoften

Are vou familiar with ANF Therapy®? Yes/No

Any other comments:

Sleep quality: Stress level:
O Very good 0 Low

O Good O Moderate
O Average O High

Q Poor

QO Very poor
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