
Name 		

Address		

Home Phone			  Can I  leave a message:  YES  NO  Preference______ 

Cel l  Phone 			  Can I  leave a message:  YES  NO  Preference______ 

Work Phone			  Can I  leave a message:  YES  NO  Preference______ 

Emai l  		

DOB 		

Medical  condi t ion  			  Year of  d iagnosis 

Fami ly  members wi th same i l lness

Current medicat ions ( inc luding OTC and herbal  supplements ( fee l  f ree to at tach a separate sheet )

Year and dates of  any surger ies and type

Year and dates of  non-surg ica l  hospi ta l izat ions

Emergency contact

What is  your current support  system?

Do you have any d ietary restr ict ions?

Do you keep a food journal?

How do you cope with stress?

How many hours of  s leep do you get each evening?

Do you exerc ise? ( I f  so p lease l is t  type of  act iv i ty  and durat ion)

Do you smoke? I f  so how much?

Do you dr ink? I f  so how many dr inks per week?

MANAGING� 
CHRONIC � 
D ISEASE

Complete before consul tat ion and br ing to appointment
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