
Herbal Consultations
With Leilah Breitler, Herbalist
and/or Natalie Hajdu, Herbalist

4004 N. Beeline Hwy
P.O. Box 673

Pine, AZ 85544

Please take time to read and fill out the following:

{ Intake Form (fill out as much as you can)
{Diet Diary Form (fill out everything you have been eating and 

drinking for the last 3 days).
{ Carefully read and sign the Statement of Understanding Form.
{Payment is due at the completion of each consultation, either by 

cash, check or credit card (Visa, MC, AMEX, Discover).
{ The fee for your initial consultation is $65 (approx. 1 - 1 ½ hours).
{ Follow-up visits to be determined based on your needs (cost $35)
{Please note that client confidentiality will be observed in all 

circumstances.
{ To contact Leilah Breitler or Natalie Hajdu, you may call 928-476-

4144 or 877-345-HERB. Please allow 24-48 hours for a return phone 
call. 

Please understand that Leilah Breitler and Natalie Hajdu are not  
medical doctors, nor do we take the place of your doctor. We cannot 
diagnose or prescribe, by law. We are, however, offering our expertise 
to individuals who desire to take their health into their own hands.



INTAKE FORM

Thank you for taking the time to fill out this form. The more thorough you are in 
your answers, the more productive our time together will be. Please only fill out 
what you are comfortable with, and make sure to put a note beside anything you are 
not sure about.

During the initial consultation, we will go over this form together.

Name ______________________________________ Today’s Date________________

Address ________________________________________________________________

Phone # Home _______________________________Work ______________________

Email_____________________________________ Best time to reach you _________

Date of Birth ____________ (_______) Place of Birth___________________________

Age _______________________ Gender__________

With whom do you share your home? _______________________________________

Relationship status ________________Children? ___________ How many? _______

Occupation ______________________ Do you like your job? ___________________

Skills, hobbies, favorite pastimes:

Reason for initial visit:



PRIMARY COMPLAINTS AND SYMPTOMS (please be as specific as possible) 

OTHER CONCERNS

MEDICAL DIAGNOSIS, IF KNOWN

ARE YOU UNDER THE CARE OF A HEALTH CARE PRACTITIONER? 

_____ Medical Doctor _____ Ayurvedic Practitioner

_____ Herbalist _____ Doctor of Oriental Medicine

_____ Homeopath _____ Acupuncturist

_____ Naturopath _____ Nutritionist

_____ Chiropractor

_____ Massage Therapist

_____ Therapist (Psychologist, Social Worker, etc.)

______ Other ___________________________________________________________

Whose work has helped the most? _______________ The least __________________

What have you tried? ____________________________________________________



FAMILY MEDICAL HISTORY

Please describe any relevant or major health-related issues:

Father _________________________________________________________________

Mother _________________________________________________________________

Maternal Grandmother ___________________________________________________

Maternal Grandfather ____________________________________________________

Paternal Grandmother ___________________________________________________

Paternal Grandfather ____________________________________________________

Other family members with pertinent issues, or recurring family health trends ____

________________________________________________________________________

PRESENT HEALTH STATUS

Do you currently smoke tobacco? _________ How many cigarettes a day? ________

Do you currently drink alcohol?   _________ Quantity and frequency? ___________

List form and frequency of any regular exercise ______________________________

How is your digestive system overall? _______________________________________

How often do you have a bowel movement? __________________________________

How often do you urinate? ______________Character of your urine?  ____________

What is the high point of your energy during the day? _________________________

What is your low point? __________________________________________________

How would you rate the quality of your sleep? _______________________________

Have you had any operations? What year ___________________________________

Any major injuries/accidents? What and when? ______________________________

Any major illness or hospitalizations? What and when? ________________________



CURRENT STATE OF EMOTIONS AND FEELINGS

Are you able to express your feelings and emotions?

Is there an excess of stress in your life?

What is causing the stress?

Are you satisfied with your job?

If in a relationship, are you happy?

Do you remember your dreams? ______ What kind of dreams? _________________

Are you satisfied with your energy levels?

Is it easy to wake up in the morning?

Which season do you like the most? _______________ The least? ________________

What is your favorite color? _______________________________________________

Which of these feelings dominate your life: anger, joy, sorrow. Sympathy, worry, 
grief, fear, depression. sadness.  ____________________________________________
________________________________________________________________________

Please indicate approximate dates and describe the nature of any traumatic 
experiences you have had in the past (divorce, loss of job, change of residence, 
injury, birth, death, etc.)



SUPPLEMENTS AND MEDICATIONS

List all herbs, vitamins, and dietary supplements you currently take, citing brand 
name and dosage.

List all medications you are currently taking and what they are taken for, over the 
counter or prescription.

What are the areas of current complaint that you would like to address with an 
herbal program?



DIET DIARY FOR 3 DAYS

List your intake of foods and beverages over the last three days. The purpose of this 
exercise is to get an assessment of what you are eating and drinking so that we can 
work together to make any necessary changes. Herbs always work better when the 
diet is improved, because the two work synergistically to create health! Please be 
honest in your recording and list any snacks or beverages in addition to your meals. 



STATEMENT OF UNDERSTANDING

I, _____________________________________, understand that this service is a 

“consultation” and is not meant to diagnose, treat, or cure any specific illnesses or 

ailments that I may have at present. Furthermore, I understand that I personally 

make any and all choices about which recommendations to implement or ignore. I 

take personal responsibility for my own health and well-being, and the results of 

those choices.

I understand that herbs and dietary recommendations are not “quick fixes”, and 

take a high level of dedication on my part to affect my health in a positive way.

The fee structure for consultations has been explained to me, and I agree to it.

Signed,

______________________________________________ Date _____________________


