
Intake Form & Health Questionnaire 

Name: _______________________________________ DOB: _____________ Age: ______  
Blood Type: ______ 
Address: _____________________________________ Single __ Married __ 
 Children? __ Ages:____________ 
City/State:________________________ Zip:_______  
Credit card# (required for phone consult):___________________________ Exp Date:____ 
Phone #: _____________________________________ ___________________________________ 
Email: _______________________________________  
Name on Card: ______________________________________ CVC Code: ___________ Billing 
Zip:____________ 
Occupation: __________________________________  
Referred by? __________________________________  
 
Signature: __________________________________________ 
 
FEMALES: Are you pregnant or breast-feeding? __Y __N  
Concerns? __________________________________________ 
Using birth control/HRT? __Y __N If yes, what type? 
_____________________________________________________ 
Problemsw/cycles/hormones:____________________________________________________________ 
 
EVERYONE: Reason for visit? 
___________________________________________________________________________ 
Date this first appeared? ______________________ It began: __Gradually __Suddenly __Progressive 
over time 
Have you received other treatment for this? __Y __N  
If yes, what kind? ____________________________________ 
History of Antibiotic/Rx drug use: 
_______________________________________________________________________ 
List all accidents/injuries/traumas (no matter how small; emotional trauma included) + dates: 
_____________________________________________________________________________________
_____________________________________________________________________________________ 

 
List all surgeries/hospitalizations/dates: 
_____________________________________________________________________________________ 

 
List all current medications (OTC & prescription): 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
List ALL allergies: 
____________________________________________________________________________________ 
Have you had any difficulties with the following organs/systems? (Check all that apply) 
__Cardiovascular/Heart/Blood __Digestive/Bowel _Immune _Neurological _Lymphatic 
_Eyes/Ears/Nose/Throat _Pulmonary/Lung _Brain/Head _Skin/Hair/Nails _Muscular/Joint 
_Reproductive _Urinary/Kidney _Hepatic/Liver_Allergies _Other___________ 



Do you smoke? _Y _N Drink Alcohol? _Y _N Soda? _Y _N Coffee? _Y _N Energy Drinks? _Y _N  
Exercise? _Y _N Frequency?________________  
Do you sleep well? ___Y __N Do you wake up rested? __Y __N 
______ #Bowel Movements/day or week (circle one).  
Are they: hard, incomplete, solid, soft, loose, diarrhea, bloody? 
 
Rate your OVERALL stress:  
No Stress-----------------------------------------------------------------Totally Overwhelmed 
 
Primary health goals? 
(physical,spiritual,emotional)_____________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
___________________________ 
Any concerns? 
_____________________________________________________________________________________
_____________________________________________________________________________________
__________________________________ 
NUTRITION INFORMED CONSENT 
According to the Federal Food, Drug and Cosmetic Act, as amended, Section 201 (g) (1), the term 
"DRUG' is defined to mean: "Articles intended for use in the Diagnosis, Cure, Mitigation, Treatment or 
Prevention of disease. A vitamin is not a drug, NEITHER is a Mineral, Vitamin, Trace Element, Amino 
Acid, Herb, Essential Oil, Flower Essence or Homeopathic Remedy. Although, a Mineral, Vitamin, Trace 
Element, Amino Acid, Herb, Essential Oil, Flower Essence or Homeopathic Remedy may have an effect 
on a disease process or symptoms, this does not mean that it can be misrepresented, or be classified as 
a drug by anyone. Therefore, please be advised that any suggested nutritional/dietary advice is not 
intended as primary treatment and/or therapy for any disease or particular body symptom. The 
appointments do not involve the diagnosing, prognosticating, treating or prescribing of medicines or any 
act which will constitute the practice of medicine in this state. Nutritional counseling, vitamin 
recommendations, nutritional advice, and the adjunctive schedule of nutrition is provided solely to 
upgrade the quality of foods in the patient's diet in order to supply good nutrition supporting the natural 
function of the body’s systems, the physiological and bio-mechanical processes of the human body, and 
otherwise improving general health and fitness. 
 
I understand that Lori Osterloh-Hagaman has 2 Bachelor’s Degrees: one in Biology and Psychology. She 
has completed many hours studying under other local herbalists and completing non-traditional 
education courses. She now deals strictly in helping people to improve their general health and fitness 
by educating them in better nutrition, improved lifestyle and habits. Lori is not a licensed 
physician (by choice), and cannot diagnose disease, prescribe drugs, recommend treatments for specific 
diseases, or perform Chiropractic adjustments. I understand that evaluations performed by Lori 
Osterloh-Hagaman are designed to evaluate my inherent constitution and temperament for the sole 
purpose of helping me to improve my general health through nutrition, habits, and attitudes. I further 
understand that said evaluations, whether in person, by phone, communication application, or email, 
cannot determine specific disease conditions I may have and do not replace the diagnostic services 
offered by other licensed physicians. I certify that Lori Osterloh-Hagaman has not suggested that I cease 
any medical care I may be currently undertaking. I agree that the decisions I make regarding my health 
care and the health care of those under my guardianship are my responsibility and certify that I will not 
hold Lori Osterloh-Hagaman responsible for the consequences of my decisions. 



I have read & fully understand the above information informing me that any services or 
recommendations from Lori Osterloh-Hagaman are for educational purposes only and are not intended 
for diagnosis or treatment. For diagnosis and medications, I will seek consultation from my Medical 
Doctor. 
 
Print name____________________________________ 
 
Signature_____________________________________ Date____________ 
 
Minor child: 
Print name____________________________________ 
 
Parent/Legal Guardian Signature___________________________________ Date_________ 


