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Patient Information / Intake Form 
 
Full Name: 
Date of Birth / Age: 
Address: 
Phone Number: 
Email: 
General Practitioner (GP) Information 
 
GP Name / Practice: 
GP Address: 
GP Phone: 
 

Reason for Consultation 
Main Concerns / Symptoms: 
 
When did this begin? 
Have you received a diagnosis? (Yes/No) 
If Yes, please specify: 



Current Medications & Supplements 
Please list all prescription medications, over-the-counter drugs, vitamins, minerals, herbs, and recreational substances you are currently taking. 
 
Medical History 
 
	Conditions 
	Conditions 

	|_|  Allergies (Please specify): 

|_|  Asthma 

|_|  Diabetes 

|_|  High Blood Pressure 

|_|  Heart Conditions 

Thyroid Issues 
	|_|  Autoimmune Conditions 

|_|  Digestive Issues 

|_|  Mental Health Conditions 

|_|  Surgeries / Hospitalisations (Please specify): 

Other Relevant History: 


 

 
Lifestyle Information 
 
	Daily Habits 
	Use & Intake 

	Diet: 
Sleep Quality: 
Energy Levels: 
Exercise / Movement: 
	Alcohol Use: 
Smoking / Vaping: 
Caffeine Intake: 


 

For Female Patients 
 
Menstrual Cycle: Regular / Irregular / Menopausal 
Pregnant or Breastfeeding: Yes / No 
 
Consent & Medical Disclaimer 
 
I understand that: 
Herbal medicine supports health but does not replace emergency or primary medical care. 
I must inform my practitioner of all medications and supplements I take. 
My practitioner may advise me to consult my GP if needed. 
My information is confidential and handled according to GDPR. 
I consent to herbal treatment and understand results vary. 
 

Signatures 
 
	Patient 
	Practitioner 

	Signature: 
Date: 
	Signature: 
Date: 
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