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Name Gender D.O.B. Date
Address City

State _ Post Code

Phone: (Home) (Work) ( Mob)

Email

Occupation Referred by

Do you have known allergies to foods, medicines, animals, metals, latex or other?

N / Y Please list allergies

Please List the Supplements you are currently taking below

Supplements (e.g. Fish oil; vitamin C; Vitamin D)

Dose & frequency

Please list the Pharmaceutical Medications Prescription and Non-Prescription you are taking

Medications (e.g., Aspirin, Nexium, Thyroxine,
Digoxin; Contraceptive Pill)

Dose; frequency

How long have you been
taking this medication?




Please indicate any known health issues you or your blood relatives have had (Mothers Side; Fathers Side and Siblings)

Yourself
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Heart Disease

Diabetes Type 1 or Type 2
High Blood Pressure

High Cholesterol
Obesity

Breast Cancer
Bowel Cancer

Cancer (other)

Allergies - hay fever; asthma,
anaphylaxis; eczema
Autoimmune disease - (eg,
Hashimoto's, Graves, MS, SLE,
Rheumatoid, Psoriasis)

Glaucoma
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Osteoporosis

Alzheimers disease; Dementia

Bleeding disorders

Thyroid disease

Polycystic ovarian syndrome

Endom

Depres
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etriosis

Coeliac disease

sion, Anxiety

Bipolar, Schizophrenia

Other hereditary conditions or

family patterns (please specify)

| give permission for my practitioner to share information about my case with other practitioners
within Goulds’ Natural Medicine Clinic and with my General Practitioner if necessary, for the sole
purpose of managing my needs effectively and safely.



