
Dr. Jessica Nesbitt ND, CFMP 
Whitby Physiotherapy & Wellness 

814 Brock St. N. Whitby, ON L1N4J5 

T: (905) 430-5605 F: (905) 430-1349 

 

New Patient Intake Form - Please print this form and bring a completed copy to your first visit. 

The information derived from this form will provide important data used in identifying the underlying problems of your health concerns rather than simply treating 

the symptoms alone. Please take your time when completing these questions and know that all information is confidential. 

GENERAL INFORMATION 

Name: ______________________________________________________   Today’s Date: _______ / _______ / _______ 

                   (First)                                 (Middle)                                   (Last)                                          dd             mm              yy 

Date of Birth: _______ /_______ /________           Age: _______          Gender: _______________ 

Home Address: _________________________________________ City: ____________________ Postal Code: _________________ 

Home Telephone: (          )______________________ Cell: (           )________________________ Work: (           )_________________ 

Email Address: _____________________________________         May we email you with clinic news/specials?   Y / N 

Emergency contact (name): __________________________________________   Phone: (           ) ___________________________ 

Family Physician: _____________________________________________   Phone: (           ) ________________________________ 

Other Health Care Provider(s): _________________________________ Phone: (          ) ___________________________                                           

How did you find out about our clinic? Referral – Whom may we thank?  _______________________________________________ 

 Website ______    Social Media ______  Other:  ___________________________________________________________________ 

 

CHIEF HEALTH CONCERNS 

What are your health concerns? (Please list in order of importance to you) 

1. _________________________________________________________________________________________________________  

2. _________________________________________________________________________________________________________ 

3. _________________________________________________________________________________________________________ 

4. _________________________________________________________________________________________________________ 

5. _________________________________________________________________________________________________________ 

 

 

MEDICAL HISTORY 

How would you describe your general state of health? (circle )       Excellent         Good           Fair            Poor 

 

Please indicate any serious conditions, illnesses, injuries, and any hospitalizations along with approximate dates 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

 

 

 



 

ALLERGIES - Please list any allergies to the following; medication, supplements/ vitamins, food, environmental. 

________________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________ 

 

MEDICATIONS 

Current Medications 

Medication Dose Frequency Start Date (month/year) Reason For Use 

     

     

     

     

     

     

 

Previous Medications 

Medication Dose Frequency Start Date (month/year) Reason For Use 

     

     

     

     

     

 

Nutritional Supplementation (vitamins/minerals/homeopathy) 

Supplement & Brand Dose Frequency Start Date (month/year) Reason For Use 

     

     

     

     

     

     

     

     

     

 

Do you frequently use any of the following? (circle)         Aspirin         Laxatives            Antacids            Diet pills 

Alcohol – how much/day or week __________________________________________________________________________________________ 

Caffeine -  form and amount/day __________________________________________________________________________________________ 

Recreational drugs – type and how often ____________________________________________________________________________________  

Smoking history – past or present; how much ________________________________________________________________________________ 

 



                                                                                                                                                                                          

How many times have you been treated with antibiotics within the last 2 years? ____________________________________________________ 

Do you have a history of frequent antibiotic use? Y / N     If yes, for what & how long _________________________________________________ 

Do you get regular screening tests done by another doctor (Pap, blood tests, etc.)? Y / N 

Are you currently pregnant?   Y / N 

 

FAMILY HEALTH HISTORY - Indicate if a close relative (parent, child, sibling) has had any of the following: 

Allergies  Kidney Disease  

Anxiety  Irritable Bowel  

Alcoholism  Mental Illness  

Autoimmune  Obesity  

Asthma  Mononucleosis  

Arthritis  Multiple Sclerosis  

Cancer (type)   Osteoporosis  

Bronchitis/Pneumonia  Rheumatic Fever  

Diabetes   Strep Throat  

Depression  Stroke  

Drug Abuse  Thyroid Disease  

Eczema  High Blood Pressure  

Heart Disease  High Cholesterol  

Dementia  Other  

______ Check here if you don’t know your family history 

 

NUTRITIONAL AND DIET HISTORY 
Do you currently follow a special diet or nutritional program?  Y / N (Check all that apply to you) 

❑ Gluten Free ❑ Dairy Restricted 

❑ Vegetarian ❑ Vegan 

❑ Blood Type Diet ❑ Paleo 

❑ Keto ❑ Time Restricted Eating 

❑ Fasting ❑ Other: 

 

Do you have any food allergies or sensitivities? Please list. 

_______________________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________ 

 

FOOD DIARY  

Describe a typical day’s diet, including time of day that you are eating. 

Breakfast:  _________________________________________________________________________________________________  

Lunch:  ____________________________________________________________________________________________________ 

Dinner:  ___________________________________________________________________________________________________ 

Snacks:  ___________________________________________________________________________________________________ 

Beverages: ________________________________________________________________________________________________ 

How much fluid do you drink with your meals? ________________ 

How many glasses of water do you drink each day? _____________ 



 

LIFESTYLE / ENVIRONMENT 

Occupation: __________________________________________________________________________________________________________ 

Please list your hobbies, leisure activities, and what you are passionate about in life:   

____________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________ 

 

Do you exercise regularly? Y / N         What do you do for exercise, how much, how often? 

_____________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________ 

 

In your work or home environment, are you exposed to any toxins or hazards? Please describe. 

_____________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________ 

 

How would you describe the emotional climate of your home? 

________________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________ 

 

How would you rate the amount of stress in your life? How do manage stress? 

______________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

 

Is there anything else that you feel is important that you would like Dr. Jessica to know? 

_____________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________ 

 

 

 



REVIEW OF SYSTEMS - Check the symptoms/conditions which apply to you: 

Generals 

❑  Noticeable / unexplained weight loss ❑ Fever 

❑  Noticeable / unexplained weight gain ❑  Fatigue 

 

 

Skin 

❑ Sensitive Skin ❑ Eczema ❑  Dryness 

❑ Boils ❑ Itching ❑  Changes in hair/skin/nails 

❑ Warts ❑  Hives ❑ Bruise Easily 

❑  Fungus on Nails ❑  Moles ❑ Cuts heal slowly 

 

 

Head 

❑  Head Injury ❑ Dandruff ❑ Poor Memory 

❑ Headaches ❑  Brain Fog ❑  Hair Loss 

 

 
Eyes 

❑ Floaters in eyes ❑  Double vision ❑ Sensitive to bright light 

❑ Discharge ❑ Poor night vision ❑  Blurred vision 

❑  Redness ❑ Eye pain ❑  Cataracts 

 

 

Ears 

❑  Earache ❑  Hearing Loss ❑  Pressure 

❑ Tinnitus (ringing in ears) ❑ Vertigo ❑ Itchy 

❑  Frequent infections ❑ Sensitivity to loud noises ❑ Sensitivity to the wind 

❑  Hearing aids ❑ Date of last hearing exam: 

 

Nose & Sinuses 

❑  Stuffy ❑  Post nasal drip ❑ Running / Discharge 

❑  Frequent sinus infections ❑ No sense of smell ❑  Frequent sneezing 

 

 
Mouth & Throat 

❑  Dry mouth ❑ Bad breath ❑ Loss of taste 

❑ Cankers ❑  Grinds teeth while sleeping ❑  Dental cavities 

❑  Coated tongue ❑ Bleeding gums ❑  Constant clearing of throat 

 

Musculoskeletal 

❑ Muscle cramping ❑  Gout ❑ Arthritis 

❑  Muscle weakness ❑ Joint pain ❑  Broken bones 

❑  Stiffness ❑  Back pain ❑ Head injury 

 

 

Hematological 

❑  Easy bruising ❑ Easy Bleeding 

❑ History of Iron Deficiency ❑  Past transfusion 

 

 

Respiratory 

❑  Wheezing ❑ Asthma ❑  Frequent colds 

❑  Sputum ❑ Bronchitis ❑  Emphysema 

❑  Frequent cough ❑ Pneumonia ❑  Heavy/tight chest 

❑ Chest Pain ❑  Shortness of breath ❑ Croup 



 

Cardiovascular 

❑  Rapid heart beat ❑ Slow heartbeat ❑  Deep leg pain 

❑  High blood pressure ❑ Heart Murmurs ❑  Extremity numbness 

❑ Low blood pressure ❑  Edema / Swollen ankles ❑  Varicose veins 

❑ Chest pain ❑  Leg cramps ❑  Dizziness upon standing 

❑ Palpitations ❑ Cold hands and feet ❑  Irregular heartbeat 

 

Gastrointestinal 

How many bowel movements do you have in a day? (please circle):     0       1       2      3       4        5+ 

❑  Trouble swallowing ❑  Hemorrhoids ❑ Anal itching 

❑ Heartburn ❑ Constipation ❑ Excessive belching 

❑  Excessive hunger / thirst ❑  Diarrhea ❑ Painful gas 

❑  Low appetite / thirst ❑ Abdominal pain ❑ Undigested food in stool 

❑  Nausea / Vomiting ❑  Bloating ❑  Liver / Gallbladder issues 

❑  Indigestion ❑  Regurgitation ❑ Nervous stomach 

 

Genito-Urinary 

❑  Excessive urination ❑  Urgency ❑ Foul smelling urine 

❑  Dark coloured urine ❑ Dribbling ❑  Blood in urine 

❑  Painful urination ❑ Frequent UTI’s ❑ Frequent urination at night 

❑  Incontinence ❑  Kidney stones ❑ Burning with urination 

 

Neurological 

❑ Fainting / blackouts ❑ Loss of balance ❑ Memory changes 

❑ Numbness / loss of sensation ❑ Paralysis ❑ Tingling / Pins and needles 

 

Emotional 

❑ Easily startled by sudden noises ❑ Nervousness / uneasy feeling ❑ Tends to worry needlessly 

❑ Sadness ❑ Tightness of shoulders ❑ Irritable 

 

Endocrine (women only) 

❑ Irregular periods ❑ Feeling cold most of the time ❑ Not rested after a good night sleep 

❑ Painful periods / cramps ❑ Dry skin ❑ Lightheadedness / dizziness 

❑ Breast soreness before period ❑ Weight gain ❑ Constant fatigue 

❑ Irritability before period ❑ Fatigue ❑ Feel overwhelmed with daily stress 

❑ Weepiness / mood swings ❑ Constipation ❑ Is your lifestyle GO GO GO  with little 
downtime 

 

 

Thank you for taking the time to complete this health history questionnaire. 

 

 

 

 

 

 

 



INFORMED CONSENT  

Please read fully before your first appointment and before signing consent. 

Naturopathic Medicine is the treatment and prevention of diseases by natural means.  Naturopathic Doctors assess the 

whole person, considering the mental, physical, emotional and spiritual state of that person.  Gentle, non-invasive 

techniques are used to stimulate the body’s inherent ability to heal.  Your Naturopathic Doctor will take a thorough case 

history and do a physical exam if necessary. Any recent bloodwork or medical tests will be reviewed, and additional 

blood work or functional medicine testing may also be suggested.  During the appointment, applied kinesiology testing 

might also be used to further ascertain specific areas of the body that are out of balance.  It is in no way meant to 

diagnose disease or disease processes.    

It is important that you inform your Naturopathic Doctor of any condition or disease that you currently have and if you 

are on any medication or over the counter drugs.  If you are pregnant, suspect you are pregnant or are breastfeeding, 

please advise your Naturopathic Doctor immediately.   

There are some slight health risks associated with treatment by naturopathic medicine.  These include but are not 

limited to:  aggravation of pre-existing symptoms, allergic reactions to supplements or herbs, pain, bruising or injury 

from acupuncture or intra-muscular injections, fainting, or puncturing of an organ with an acupuncture needle.    

I understand that a record will be kept of the health services provided to me.  This record will be kept confidential and 

will not be released to others unless expressly directed by myself or law requires it.  I understand that I can look at my 

medical records at any time and that I can request a copy by paying the appropriate fees.  

 I understand that the Naturopathic Doctor does not guarantee results.  I do not expect the Naturopathic Doctor to be 

able to anticipate and explain all the risks and complications.  With this knowledge, I voluntarily consent to diagnostic 

and therapeutic procedures mentioned above, except for:  ________________________________________________. 

 I have read and understand all of the above stated policies and information. I intend this consent form to cover the 

entire course of treatment I receive. I understand I am free to withdraw my consent and to discontinue treatment at any 

time.  I understand the full meaning of this consent form.  I also confirm that I am not an agent of any private, local, 

county, provincial or federal agency attempting to gather information without so stating. 

  

I, _____________________________________________________ acknowledge and declare that I am aware and agree 

to all of the above and thereby authorize naturopathic assessment and treatment by Dr. Jessica Nesbitt ND. 

 Patient’s Signature: ______________________________________________________________________________   

Date: _________________________________________ 

  

If a minor: 

Patient/Guardian Name (Printed) ___________________________________________________________________ 

Patient/Guardian Signature ________________________________________________________________________ 

Date __________________________________________________________________________________________ 

 

 


