
Naturopathic Counseling New Client Intake Form

Name: ________________________________ Birthdate: _____________ Age: ______ Gender: M/F

Family Physician: __________________________ Date of last physical exam: ___________

Height: __________ Weight: ________ Goal weight: _________

Address:
____________________________________________________________________________

____________________________________________________________________________

Phone: ______________________________

Email:_______________________________

Incase of an emergency notify: ______________________.

What do you hope to achieve from this appointment?

_____________________________________________________________________________.

Please list any health issues that you have been diagnosed with, the diagnosis,

as well as the date and onset below.

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

___________________________________________________.
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Please list any prescribed drugs, over-the-counter drugs, including vitamins or

inhalers, and recreational drugs.

Medication/Supplement Dosage/Frequency Date started/Reason

Please list any allergies to foods, medications, supplements, herbs,
environmental etc.

Allergy Reaction

FAMILY HEALTH HISTORY

(Please list all family health history)

SURGERIES/HOSPITALIZATIONS

Year Reason Outcome?
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LIFESTYLE

Do you wake up refreshed? Y/N
How many hours of sleep do you average per night? __________.
Do you sleep soundly through the night without getting up? Y/N
How many hours of naps do you average per day? ___________.
What do you do for relaxation/recreation and how many hours per

day/week?

________________________________________________________________________________________

_______________________________________________________________________________________.

Do you consider your general health to be EXCELLENT/ GOOD/ FAIR/ POOR

(please circle).  Explain.

________________________________________________________________________________________________

_______________________________________________________.

EXERCISE

Do you exercise? Y/N
What kind of exercise? ___________________________________________________________.

How many times a week and for how long? ______________________________________.

DIET

Are you dieting? Y/N (If yes please give name) Is it prescribed? Y/N

# Of meals you eat on an average day? ___________.

Do you eat fast/processed food? Y/N (If yes, how many times per week) _____.

How important is Organic/Natural to you? _______________________________________.

What is the source of your drinking water, and how many ounces do you

drink per day? _______________________________________________________________________.
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What does a typical day of eating look like?

Breakfast:

Lunch:

Dinner:

Snacks:

Liquids:

Please circle the level of intake for the following:
Salt: LOW/MED/ HIGH

Sugars: LOW/MED/HIGH

Caffeine: LOW /MED/HIGH

Fermented foods: LOW/MED/HIGH

Fats: LOW/MED/HIGH

Proteins: LOW/MED/HIGH

Carbohydrates: LOW/MED/HIGH

Vegetables: LOW/MED/HIGH

Fruits: LOW/MED/HIGH

Drugs: LOW/MED/HIGH

Alcohol: LOW/MED/HIGH

Tobacco: LOW/MED/HIGH

Do you have cravings for certain foods? Y/N If so, please list foods and when during

the day you  crave them.

____________________________________________________________________________

___________________________________________________________________________.
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GI

Do you have regular bowel movements? Y/N
# of times per day? ______
What color/consistency is your bowel movement?

(Please Circle)

COLOR} Brown / Tan / Green /Red / Black
QUALITY} Regular / Soft rope / Soft / no form / Medium rope

/ Hard / Boulders

Constipation? Y/N
Diarrhea? Y/N
Heartburn/ indigestion? Y/N
Gas/bloating Y/N
Stomach pains? Y/N
Yeast infections? Y/N

GYNECOLOGICAL

Are you post-menopausal? Y/N If yes, at what age did you enter menopause? ________.

What were the characteristics of your menopausal experience?

________________________________________________________________________________________________.

Do you currently use Hormone Replacement (HRT) or Hormonally based

Contraception? Y/N Are you now or in the near future, planning to

become pregnant? Y/N

Is your menstrual cycle regular? Y/N
Longer than 28 days? Y/N
Is your flow longer or shorter than 5 days? Y/N
Do you have cramps or clotting Y/N?
Do you experience PMS, cyclical headaches, or cravings? Y/N
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Consent For Care

Everything I have written and answered in this form is true to the best of my
knowledge. I will  update this office when there are significant changes. I understand
that my evaluations, and/or recommendations received from Stefanie Juon, ND, are
not intended as diagnosis, prescription, or treatment for any disease, physical or
mental. It is also not intended as a substitute for a dermatologist or regular medical
care.

Client:

Date: ____/____/____

Signature: __________________________

Practitioner:

Date: ____/____/____

Signature: _______________________
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Ninth Amendment Declaration

ARTICLE IX, U.S. CONSTITUTION

‘The enumeration in the Constitution, of certain rights, shall not be construed to deny or
disparage others retained by the people.”

Under the Ninth Amendment to the Constitution of the United States of America, I retain
the right to freedom of choice in health care (or psychological services, or educational services.
This includes the right to choose my diet, and to obtain, purchase and use any therapy, regimen,
modality, remedy or product recommended by the therapist, doctor or any practitioner of my
choice.

The enumeration in this declaration of these rights shall not be construed to deny or
disparage other rights retained by me, or my right to amend this declaration at any time.

CONSTRUCTIVE NOTICE

Notice is hereby given to any person who receives a copy of this Declaration and who,
acting under the color of law, intentionally interferes with the free exercise of the rights retained
by me under the Ninth Amendment, as enumerated in this declaration, that they may be in
violation of my civil and constitutional rights, Title 42, U.S.C. 1983 et seq. and Title 18, Section 241.

Client:

Date: ____/____/____

Signature:

_____________________________

Practitioner:

Date: ____/____/____

Signature:

_____________________________
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PROVIDERS DECLARATION OF NINTH AMENDMENT RIGHTS

ARTICLE IX, U.S. CONSTITUTION

“The enumeration in the Constitution, of certain rights, shall not be construed to deny or disparage others
retained by the People.”

I, the undersigned, hereby declare and retain the following natural and God-given rights under
Article Amendment ix of the Constitution of the United States of America:

1.) The right to obtain an education from any institution or private school, including those whose
views are different from conventional practice of healing, or education.

2.) The right to practice nutrition counseling (or other work) for the benefit of my clients without
being required to obtain a license from any governmental authority, and to do so in a manner
consistent with my training and background.

3.) The right to provide products, regimens, modalities and services to anyone for any benefit or
purpose providing:

a. I shall not provide any service that I am not qualified to provide based on my experience and
education;

b. I shall make no false representation(s) about my education and training experience;
c. I shall make no intentionally exaggerated, false or misleading claims for the health products

and services that I provide;
d. I shall inform any one(s) to whom I provide products and services when the protocol or

regiment is experimental;
e. I shall avoid claiming that someone was “cured” of an illness unless the disease remains in

remission for five years or longer;
f. All person(s) will be advised in a “Client Request and Authorization Form” to seek a second

evaluation from a medical doctor, unless they have already done so.
4) I retain the right to provide customer references upon request.
5) I retain the right to use testimonials.
6) I retain the right to provide information on the intended purposes and benefits of my products

and services. The health and well-being of my clients shall be my sole concern. All clients will be
given a copy of this Health Care Provider’s Notice at the time of initial consultation.

7) All rights retained herein are declared retroactive to the date of my 18 th birthday.
The enumeration, in this declaration, of these rights shall not be construed to deny or

disparage others retained by me, or my right to amend this declaration at any time. These rights,
which are asserted for reasonable and good cause, are declared to be retained by the people under the
Ninth Amendment to the Constitution, all state and federal laws to the contrary notwithstanding. In
any litigation brought by any party objecting to the rights declared herein, a jury, representing the
people, shall have the right to modify, nullify, or expand upon the Ninth Amendment rights claimed in
this document.

Notice is hereby given to any person(s) who, acting under the color of law, intentionally
interferes with the free exercise of the rights retained by me under the Ninth Amendment, as
enumerated in this declaration, that they may be in violation of my civil and constitutional rights,
Title 42, U.S.C. 1983 et seq. and Title 18, Section 241.
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Client:

Date: ____/____/____

Signature:

_____________________________

Practitioner:

Date: ____/____/____

Signature:

_____________________________
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--------------------------------------Please Do Not Write Below This Line-------------------------------------

Date:

CC:

Family/work:

Surgery:

C-section/bottle fed?

Oral care:

Digestion:

Laxative use:

Antibiotic use:

Diet/water: 

Skin:

Exercise/Energy:

Cognitive:

Sleep: 

GYN:

General Health/Immune:

Toxin exposure: 

Plan:
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