
New York Natural Medicine 
 

                               Park Slope                              Flatiron/Union Sq. 
                               567 9th Street                         130 Fifth Ave, Suite 900 
                               Brooklyn, NY 11215                NY, NY 10011 
 
                              Phone 917-733-5939               Fax 212-807-0706 
 
                                                                                              Today’s Date: ____/____/________ 
Patient Contact Information 

    
Name: __________________________________________________ Date of birth: ____/____/________ 
 
Street Address: ______________________________________City: _______________ State: ______ 
 
Home Phone: ______________________________ 
 
Work Phone: ______________________________            Which number should I use to leave 
                                                                                        Confidential messages?  [circle] 
Cell Phone: _______________________________                Home  Work  Cell 
                                                                                                                                                 Or Don’t leave confidential messages,  
Email: ____________________________________________                 please speak directly to me 

 
Would you like to receive a monthly email newsletter?     Yes / No 
 
 

Emergency Contact Information 
 
Name: _______________________________________________ Phone: ____________________________ 
 

Relation: ___________________________________________ 

 
Name: _______________________________________________ Phone: ____________________________ 
 

Relation: ___________________________________________ 
 
 

Health Care Practitioner Information 
 
Primary care Physician [PCP]: _______________________________________________________ 
 
Clinic / Office Name: ___________________________________________________________________ 
 
Street Address: ______________________________________ City: ________________ State: _____ 
 
Phone Number: __________________________________ Fax Number: _________________________ 

 
Specialist #1: ________________________________________________________________________ 
 
Clinic / Office Name: ____________________________________________________________________ 
 
Street Address: ______________________________________ City: ________________ State: _____ 
 
Phone Number: __________________________________ Fax Number: _________________________ 



Specialist #2: _________________________________________________________________________ 
 
Clinic / Office Name: ____________________________________________________________________ 
 
Street Address: _________________________________________ City: _____________ State: _____ 
 
Phone Number: ___________________________________ Fax Number: ________________________ 
 
 
 
Health Conditions or Goals 
 

Condition or 
Goals 

Duration of 
the condition 

Severity or 
daily impact 

Currently 
being 

treated?  

Treatment 
provided by 

     
     
     
     
     
     
     
     
     
     
 
 
Please list any known DRUG allergies: ________________________________________________ 
__________________________________________________________________________________________ 
 
Do you have any FOOD allergies? Hospitalized due to allergic reaction? ______________ 
__________________________________________________________________________________________ 
 
Do you have any food sensitivities? _____________________________________________________ 
__________________________________________________________________________________________ 
 
Do you follow any particular dietary Habits / beliefs? _________________________________ 
 
 
Family Medical History 
 
Have any of your family members had similar conditions?      Yes / No 
Please list: _____________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
 
Please list any major illnesses that your family members experienced: _______________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 



Current medications 
 

Medication  
[+ dosage] 

Reason it was 
prescribed 

When did 
you start 
taking it 

Effective at 
addressing your 

concern? y/n 
    
    
    
    
    
    
    
    
    
    
 
 
Current Supplements 
 

Supplements, Vitamins, 
Minerals, herbs, etc.  

[+ dosage] 

Reason it was 
prescribed 

When did 
you start 
taking it 

Effective at 
addressing your 

concern? y/n 

    
    
    
    
    
    
    
    
    
    
 
 
Current Stress Levels 
 
How do you perceive the current stress in your life? _____________________ [scale 0-10] 
 

What are the main stressors in your life? _____________________________________________ 
 

How does it manifest in your body / life? _______________________________________________ 
 

How do you manage it? __________________________________________________________________ 
 

Do you currently work with a Counselor / therapist? __________________________________ 
 

Name of Counselor / therapist: _______________________________ Phone: _________________ 



Relaxation and Sleep 
 
What do you do to relax? [hobbies, meditation, prayer, exercise, etc.] __________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
What do you do to have fun and joy in your life? _______________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
Describe an average night’s sleep: _____________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
Do you wake feeling completely rested?   Yes / No 
Do you currently have insomnia?                Yes / No 
Do you use any sleep aids/medication?        Yes / No         type? __________________________ 
Have you previously had insomnia?              Yes / No 
Do you sleep with the TV on?                       Yes / No 
Do you have difficulty FALLING asleep?     Yes / No 
Do you have difficulty STAYING asleep?     Yes / No 
If so, what time do you seem to wake each night? ____________ Nights per week? ________ 
 
 
 
Exercise and Movement 
 
Do you have any special needs or limitations I should be aware of?       Yes / No 
Please list specifics: ___________________________________________________________________ 
 
Do you walk regularly?            Yes / No     Number of days per week: ___________________ 
 
Do you currently exercise?      Yes / No 

If so, How do you like to exercise? ______________________________________________________ 
 
Do you strength train [lift weights] regularly?     Yes / No     Number of days: ________ 
Do you do cardio exercises regularly?                      Yes / No     Number of days: ________ 
 
Do you train your ‘core’ muscles regularly?            Yes / No     Number of days: ________ 
 [Yoga, Pilates, Balance ball, Tai Qi, etc.] 
 
 
 
Social History 
 
Do you have a good support network in your life?                                   Yes / No 
Do you have close friends in your life?                                                    Yes / No 
Are you involved in any clubs, groups, or meetings [outside work]?      Yes / No 
Do you have a family?                                                                                   Yes / No 
Children?                                                                                                      Yes / No 
Do you follow a religious belief?                                                              Yes / No    
If so, do you regularly attend services?                                                   Yes / No 
 
 



Are you currently in a relationship?   yes / No 
Are you?     Single     Married     have a partner     Separated     Divorced     Widow/er 
 
Are you sexually active?   Yes / No        Partners:   male / Female / both 
Do you practice safe sex?  Yes / No        Type of birth control? _________________________ 
Have you ever had a sexually transmitted disease [std]? _______________________________ 
 
Do you drink alcohol?     Yes / No 
If so, which type?     Wine / Beer / Liquor     Number of drinks per week: ________________ 
Have you ever had an addition to alcohol?     Yes / No 
 
 
Do you smoke cigarettes?     Yes / No 
If so, how many packs per day? _________ Packs 
When did you begin to smoke? __________ Years old 
Are you interested in treatment to quit smoking?     Yes / No 
 
Do you use recreational drugs?     Yes / No 
If so, what type? _____________________________ How frequently? ________________________ 
Have you sought treatment for addiction?    Yes / No 
 
Do you regularly use your seatbelt?                                Yes / No 
Do you have a working smoke detector in your house?     Yes / No 
Has it been tested annually?                                              Yes / No 
Do you have a working carbon monoxide detector?           Yes / No 
 
 
 
Summary 
 
Is there anything else you would like to add that you feel is important for me to 
understand your current state of health? 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 
 
 
Please feel free to call with any questions!   917-733-5939 
                                                                      
 
 
 


