
Naturopathic Adult Intake Form   Date: _____________ 
Optimal health is most attainable when the doctor has a complete understanding of the patient physically, 
mentally, and emotionally. Your time and effort in completing this confidential overview will greatly assist my 
understanding of your individual healthcare needs and goals. 

Name: _________________________       Sex: M   F   Date of Birth: ________________ 
Occupation: ______________________    Marital Status: _________________________ 
Address: _________________________________________________________________ 
Telephone number (home): ___________________    (work): ______________________ 
Email address: ____________________________________________________________ 
May we leave messages relating to your visits? __________________________________ 
Emergency contact name and phone number: ___________________________________ 

How did you hear about Naturopathic Medicine at our office? 
________________________________________________________________________ 

Please list your health concerns, in order of importance to you: 
1.______________________________________________________________________ 
2.______________________________________________________________________ 
3.______________________________________________________________________ 
4.______________________________________________________________________ 
5.______________________________________________________________________ 
6.______________________________________________________________________ 
7.______________________________________________________________________ 
8.______________________________________________________________________  

Name of Medical Doctor: _____________________________ Phone: _______________ 
Do you have regular visits with your MD? ________________ Fax: _________________ 
Do you see your MD for a yearly physical exam, blood tests, screening tests  
(breast exam, pap, etc)?  Y/N    Date of last physical, pap, breast exam etc ____________ 
Are you comfortable speaking with your MD about your health concerns? 
________________________________________________________________________ 

Name and type of other health care practitioners (specialist, psychologist, chiropractor, massage 
therapist, etc) you are seeing currently:  
1. _________________________________________ Phone: ______________________
2. _________________________________________ Phone: ______________________
3. _________________________________________ Phone: ______________________

Dr. Kate Kokoski BA.,ND 
Doctor of Naturopathic Medicine 

768-500 Country Hils Blvd NE 
Calgary, AB T3K 4Y7 



Please list all current and past prescription medications (includes birth control), dose, how long you  
have been on them or dates discontinued, as well as any side effects:  
Medication(current) Dose Duration Medication(past) Dose Duration 
1. 1.
2. 2.
3. 3.
4. 4.
5. 5.
6. 6.

Please list all current non-prescription medications (herbs, supplements and vitamins, homeopathics), 
dose, and how long you have been on them:  
Medication(current) Dose Duration Medication(past) Dose Duration 
1. 1.
2. 2.
3. 3.
4. 4.
5. 5.

Please list serious conditions, illnesses, injuries, surgeries, hospitalizations, and dates: 
_______________________________________________________________________________ 
_______________________________________________________________________________ 

Do you have any allergies (medicines, environmental, etc)? 
_______________________________________________________________________________ 

How would you rate your state of health currently?   Excellent      Good       Fair        Poor 
How would you rate your energy level currently?      Excellent      Good       Fair        Poor 

Height: ___________    Weight: ___________   Maximum weight and when? _________ 
Has your weight been relatively stable? _______________________ 

Females: Are you currently pregnant? Y/N _____________ 
   Are you currently breastfeeding? Y/N __________ 

Please list foods eaten in a typical day: 
Breakfast: _____________________________________________________________________ 
Lunch: ________________________________________________________________________ 
Dinner: _______________________________________________________________________ 
Snacks: _______________________________________________________________________ 
Beverages (types and quantity): ____________________________________________________ 



Are you currently following any type of diet? If so what type? 
______________________________________________________________________________ 

Do you have any dietary restrictions (religious, vegetarian/vegan, etc)? _____________________ 
How much alcohol do you consume weekly? ______________ Types: _____________________ 
Do you smoke?   Y/N    How many cigarettes per day? __________________________________ 
Recreational drug use? Y/N  What types and how often? ________________________________ 
Caffeine?  Y/N   What types and how often per day? ___________________________________ 
Are their any foods that you experience reactions to? What type of reaction? 
______________________________________________________________________________ 

Family Medical History 
Please list all family medical history (parents, siblings, aunts/uncles, grandparents) for:  
Allergies: ___________________________  Asthma: __________________________________ 
Heart attack: ________________________   Stroke: ___________________________________ 
High blood pressure: __________________  Elevated cholesterol: ________________________ 
Cancer: ____________________________   Diabetes: __________________________________ 
Thyroid problems: ___________________   Anemia: ___________________________________ 
Arthritis: ___________________________  Glaucoma/Cataracts: _________________________ 
Kidney problems: ____________________  Depression: ________________________________ 
Anxiety: ___________________________   Mental Illnesses: ____________________________ 
Drug abuse: ________________________   Alcoholism: ________________________________ 
Other: ________________________________________________________________________ 

Lifestyle 
How would you rate your stress levels in general out of 10, 10 being the highest: _____________ 
What are your sources of stress? 
______________________________________________________________________________ 

How do you feel you cope with stress, and in what way do you reduce your stress? 
______________________________________________________________________________ 

What is the emotional climate of your home like? ______________________________________ 

Do you exercise regularly?  Y/N  If yes, what forms, for how long, and how often? 
_______________________________________________________________________________ 

What are your treatment goals and your expectations of me as your Naturopathic Doctor? 
_______________________________________________________________________________ 
_______________________________________________________________________________ 

Is there anything else that you feel is important that has not been covered? 
______________________________________________________________________________ 
_____________________________________________________________________________ 

    Thank-you for completing the intake form, and taking your first step towards optimal health  



Informed Consent for Naturopathic Medical Treatment 

Naturopathic Doctors assess the whole person by taking into consideration the physical, mental, emotional and spiritual 
aspects of the individual. They can use several modalities as part of your individualized treatment plan, including 
Homeopathy, Botanical Medicine, Traditional Chinese Medicine/Acupuncture, Nutrition (including vitamins and 
supplements), Lifestyle modification, Counseling, and Bowen therapy. Each treatment plan can include any or all of the 
above modalities depending on the individual’s health concerns, and the individual is free to decline any form of treatment 
as they choose.  

It is very important to inform Dr. Kokoski of any disease/illness you currently have or have had in the past, as well as  
current medications, as well as if you are currently or there is any chance you are pregnant or breast-feeding. Also inform  
Dr. Kokoski of any allergies or suspected allergies at the first visit so this can be taken into consideration in your treatment 
plan. You should not expect Dr. Kokoski to be able to anticipate and explain all risks and complications, and you are 
encouraged to discuss any questions and/or concerns with her.  

By signing this consent form, you agree that you understand that; 
• Dr. Kokoski is not a medical doctor and does not provide prescription medications
• You are free to consult with any other licensed health care provider as you choose and that the treatment Dr. Kokoski

provides is not exclusive, but it is important that she is informed of any other treatment you are receiving in order to
avoid negative interactions/side effects

• Should an emergency arise with your health, you should go directly to the nearest hospital emergency room rather
than coming to Dr. Kokoski’s office

• You are ultimately responsible for your health
• Treatment results are variable for each individual and cannot be guaranteed. Treatment plans and lengths are

guidelines only and are subject to change according to individual progress.
• You understand the fee schedule and agree to pay for all costs of visits, supplements, and lab tests as incurred
• There are slight risks associated with treatment by naturopathic medicine, including but not limited to;

1. Homeopathic remedies can occasionally result in the aggravation of pre-existing symptoms, however the
duration is usually short.

2. Allergic or adverse reactions to supplements or botanical medicines may occur.
3. Pain, bruising, fainting or injury may occur with acupuncture. Puncturing of an organ is a rare possibility

• The treatment you receive from Dr. Kokoski when requested without a Chiropractic assessment is separate and distinct
from the practice of the Doctors of Chiropractic, and you hereby waive all liability towards them for any outcomes of
naturopathic treatment.

I am not an agent of any private, local, county, provincial or federal agency attempting to gather information without so 
stating. 

By signing this consent form, I agree that I have provided correct information regarding my health, and I have read and 
understand all of the above, including the potential risks and side effects of treatment, and thereby authorize my informed 
consent to my entire course of Naturopathic treatment by  Dr. Kate Kokoski, Doctor of Naturopathic Medicine 

___________________________  ___________________________   ________________ 
Name of patient      Signature of patient  Date 

___________________________  ___________________________   ________________ 
Name of witness            Signature of witness  Date 




