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Joyful Healing Homeopathy

 ACUTE Homeopathic Intake Form
Name: _________________________________________________________                                   Date of Birth: D_______ M_______ Y______

Address: ___________________________________________________________________________________________________​​​​​​​​​​​​​​​​​_________
Street

City


Postal code

Telephone:  Home: ________________________________ Work: ______________________​​____ Cell: ______________________________​_
E-mail address: ____________________________________________Emergency Contact: ​​__________________________________________
Referred By: ____________________________   Present M.D. and Phone no.: _______________________________​_____________________
Chief Complaint: 

Please state the condition and when it started. 

_______________________________________________________________________________________________________________________ 
_______________________________________________________________________________________________________________________
What medications / supplements are you taking for this problem? 

_______________________________________________________________________________________________________________________ 
_______________________________________________________________________________________________________________________
What makes it feel better? 

_______________________________________________________________________________________________________________________ 
_______________________________________________________________________________________________________________________
What makes it feel worse? 

_______________________________________________________________________________________________________________________ 
_______________________________________________________________________________________________________________________
SENSATION/FEELING: 

Describe the sensation you feel. How does it feel like being in this condition? 

_______________________________________________________________________________________________________________________ 
_______________________________________________________________________________________________________________________
What is the intensity of your condition? (Please circle)

0------1------2------3------4------5------6------7------8-----9-----10  

      Very Mild                       Moderate                         Extremely intense

Are You Currently Under the Care of a Physician(s)?


Physician

For Which Condition?

Treatments

________________________
______________________________________
___________________________

Is there any other information that I would need to know?




Medical/Professional Waiver

PLEASE READ THE FOLLOWING CAREFULLY (if under 19 years of age, a parent or guardian must sign.) I, the undersigned, understand that Jen Bishop is a Homeopath and not a licensed medical doctor. As such, I acknowledge that it is my responsibility to seek medical diagnosis and advice for my present and future conditions. In consulting with Jen Bishop, I am exercising my right to choose an alternative method of treatment through which to address my total health. As Homeopathy is not covered by the existing government medical insurance plan, I agree to pay all fees presented in the current rate schedule. I acknowledge that all personal information will be kept confidential. I consent that from time to time I may receive e-mails from Jen Bishop and/or Joyful Healing Homeopathy which will provide me with relevant health information/newsletter, upcoming events, homeopathic and natural health seminars and learning opportunities. I understand that I can unsubscribe to these e-mails at any time.
Patient Signature: ______________________________
Date:_________________________________

Witness: _____________________________________
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