
 

 

Client Intake Form                               

Debbie Moore R.H.N. 

CSNN Reg. # N 684515 

 

Name: __________________________________________ Date: ____________________________________ 

Address: _____________________________________________________________________________ 

City: ________________________________________ Province: _____________________________________ 

Postal Code: __________________________________  

Home Phone: (        ) ___________________________ Cell Phone: (        ) ______________________________ 

Work Phone: (        ) ____________________________ EXT: ________________________________________ 

Birthdate (MM/DD/YYYY): _____________________ Gender: ______________________________________ 

Family Doctor: ________________________________ Phone: (        ) _________________________________ 

Emergency Contact: ____________________________ Relation: _____________________________________ 

Home #_________________________Work # ________________________Cell #_______________________ 

Parent/Guardian (If under 19):________________________Phone (      ) _______________________________ 

Preferred method for reminder calls:  (Please circle one)   Call   Text   Email 

How did you hear about me? ___________________________________________________________________ 

What is/are your reason(s) for coming to see me today? ______________________________________________ 

__________________________________________________________________________________________ 

Please list your main health goals/concerns: ______________________________________________________ 

Are you currently experiencing any symptoms? ___________________________________________________ 

Please list any medications, supplements, herbs or homeopathic remedies you are currently taking as well as 

dosage and reason for taking. Please use back of page if needed. _______________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________ 


