
 

 

 

New Patient Questionnaire 

 

Name_____________________________________                     Date _______________ 

 

Address ________________________________________________________________ 

 

 

D.O.B ___________________ 

 

 

Thank you for taking time to fill out this questionnaire. It may seem as if this questionnaire 

is laborious and unnecessary for the particular problem for which you've come to see me. 

However, there are two main reasons why we need this information. The main one being 

that in order to treat you successfully, it is important to get the whole picture of  your 

health  and not just look at symptoms. 

The other is that It saves precious time during our consultation if I can have as much 

information as possible before hand. 

 

Please print off this form and return it completed to me at the address at the bottom of the 

page. 

Please include your deposit of £100 or your full consultation fee if you are being treated by 

Skype or telephone. 

 

Please make out the cheque to Miss F Burns.  

Your session will only be confirmed once I have received your deposit. In the meantime, I 

will hold your place for up to a week. 

 

If anything changes and you are not able to make the session, a week’s notice is required 

for you to receive your deposit back .  



 

Reason for Consultation 

_______________________________________________________________________

_______________________________________________________________________ 

-----------------------------------------------------------------------------------------------------------------------

-----------------------------------------------------------------------------------------------------------------------

-----------------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------------- 

 

What symptoms / problems are current for you? 

_______________________________________________________________________-

-----------------------------------------------------------------------------------------------------------------------

-----------------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------------- 

When was the last time that you felt really well?__________________________________ 

 

On a scale of 1-10, 10 being full of vitality and 0 being no vitality  

 

 where are you now?   ________ 

 

When were you last a 10?   ______ 

 

How do you sleep now? Well    Quite well   Not well  Very badly (put a circle around the 

one most accurate) 

 

Has your condition affected your sleep? (is your sleep worse since diagnosis?) Yes / No 

Medicine Allergies or Sensitivity 

Medication     Type of Reaction 

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________ 

 

 



Current Medications (including supplements) 

Medication   Dose   Frequency   Reason 

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________ 

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________ 

 

 

 

_______________________________________________________________________

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

 

 

 

Previous Diagnostic Tests 

Have you had any of the following tests? 

MRI Head Scan  ____  date (s)__________ where_______________________ 

MRI Pelvis Scan ____  date (s)__________ where_______________________ 

MRI Thorax Scan  ____  date (s)__________ where_______________________ 

   

CT Head Scan ____   date (s)________  where_______________________ 

CT Pelvis Scan ____   date (s)_________  where_______________________ 

CT Thorax Scan ____   date (s)_________  where_______________________ 

 

Have any friends or family died within the last 5 years?  - Please give 

details__________________________________________________________________

_______________________________________________________________________ 



Have any of your children died? 

_______________________________________________________________________

_______________________________________________________________________ 

Do you have a tendency to put other’s needs above your 

own?___________________________________________________________________ 

 

Past Medical Problems 

Please list any previous or current medical problems for which you have received 

treatment: 

Problem   Status (active/inactive) 

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________ 

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________ 

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________ 

 

Past Surgical history 

Please list any operations or injuries that you've had: 

Operation    Year of Surgery/Injury   Status (active/inactive) 

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________ 

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________ 

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________ 

Habits 



Do you smoke?  ________    How many packs per day?  _____ 

How much alcohol do you drink in an average month?  ___________ 

Social 

Marital status _________________ 

Present or retired occupation _________________________ 

Family History 

Please list any diseases that are hereditary or run in your family including cancer, heart 

disease or any other disease 

Blood Markers 

Do you have any elevated tumour markers? – if so, which ones and what are the 

numbers? Please also give the values when they were first measured if you know them 

(you may need to get this information you’re your doctor) 

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________ 

 

_______________________________________________________________________ 

Review of Body Systems 

Please circle any of the below mentioned conditions that you may have or have had in the 

past: 

Constitutional   unplanned weight loss, fever, malaise, fatigue, 

fainting, chronic fatigue syndrome, other 

Eye     double vision, blurred vision, glaucoma, cataracts, dry 

eyes, other 

Ear Nose and Throat  sinusitis, stuffy nose, post nasal drip, frequent sore 

throats, hoarseness, difficulty swallowing, snoring, 

sleep apnea, cancer of the throat or mouth, lumps in 

the neck, other 

Cardiovascular   high blood pressure, angina or chest pain, heart 

rhythm problems, heart failure, shortness of breath 

when laying flat, swelling of the feet, leaky heart 

valve, heart surgery, hardening of the arteries, 



aneurysm, other 

Respiratory    asthma, emphysema, shortness of breath, 

tuberculosis, sarcoidosis, cough, coughing of blood, 

    lung cancer, other 

 

Gastrointestinal   nausea, vomiting, stomach ulcers, vomiting blood, 

    diverticulitis, diarrhea, blood in the stool, yellow 

    jaundice, hepatitis, pancreatitis, colon polyps or 

    cancer, other 

Genitourinary   kidney failure, kidney stones, painful urination, heavy  

    Periods, no periods, blood in the urine, prostate trouble, 

absence of kidney, 

    cancer of kidney, cervix, ovary or testis, menopause, 

    current pregnancy, other 

Musculoskeletal   arthritis, osteoporosis, osteogenesis imperfecta, hip or 

other joint replacement, lameness, limb impairment 

Skin/Breast    melanoma, other skin cancer, rashes, psoriasis, 

breast cancer, other  

Neurological    seizure, stroke, Parkinson's disease, brain injury, 

memory loss, slurred or impaired speech, paralysis, 

numbness, fainting spells, double vision, balance 

difficulties, multiple sclerosis, myasthenia, disc 

problems, brain tumor, other 

Psychiatric    depression, bipolar disorder, schizophrenia, 

pschycosis, other 

Endocrine    diabetes, thyroid disorder, pituitary disorder, fluid 

retention, other 

Blood     free bleeder, sickle cell disease, anemia, easy 'I:' 

bruising, leukemia, lymphoma, knots or masses in 

arm pits or groin, gum bleeding, other 

Allergy/Immune   aids, hay fever, allergy, rash, wheezing, itching, 

watering eyes, lupus, rheumatoid disease, 

pemphigus, other 



Infectious    tuberculosis (TB), venereal or sexually transmitted 

disease, hepatitis, measles, mumps, rubella, chicken 

pox, other 

 

 

If your health issue is cancer, what, if any,  have you received in the way of conventional 

cancer treatment? – please give details   

_____________________________________________________________ 

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

How committed are you to your recovery? O being not very and 10 being very strongly 

 

 

 

 

Please complete the form to this point and return it to me  - bring the rest of the form (last 

page) to your appointment. 

 

 

 

Many thanks for taking the time to fill in this form! 

 

 

 

 

 

 

 

 

 

Bring the next part of the form with you to your consultation 



 

Pease understand that I am unable to heal you – that is down to you!  

I will do my very best to inform, educate, advise and support you, but you do 

the work. 

I do not give advice about conventional cancer treatments – I can point you 

towards research and support you to make up your own mind. 

 

Radical commitment to your well-being is required! 

If you always do what you have always done, you will always get what 

you’ve always got! 

 

Please sign here if you are willing to be extraordinary!   

 

X                                                                                                                 X 

 

Please bring with you any medical reports, blood test, scan reports that you 

have. 

Please also keep a diet diary over a 3 day period so that I can see what you 

are normally eating and drinking. Include everything that you put in your 

mouth in this time (except meds and supplements). 

Please bring all meds and supplements that you are taking so that we can 

muscle test for the appropriateness of them. 

If you go to ‘Booking’ on my website www.natureworx.com, there is a 

downloadable Google map of where I live.  I look forward to working with you! 

 

 

My address: 30 Pinewood Close, Bristol BS9 4AJ 0117 9046343 

Please be on time (not early as I do not have a waiting area) – Thank you! 

http://www.natureworx.com/

