
 
22635 NE Marketplace Dr. #130 

Redmond, WA 98053 
(425) 949-5961  p 
(425) 949-5962  f 

        reception@alpineintegratedmedicine.com  
 

Please fill out the following Patient Intake Form to the best of your ability.  The more information we have 
concerning all aspects of your health, the better we can serve you. 

 

If at all possible, please e-mail your information back to the clinic BEFORE your visit. 
 

Thank you for your effort.  It will help us serve your needs to the best of our abilities.  
 

 
 

PATIENT INFORMATION 
 

Name:                SS#:             -          -            
 

Date of Birth:                  Gender:              Marital Status:     
 

Home Address:                
    Street          City                     State            Zip  
 

Phone (Home):                                    Phone (Cell):        
 

Occupation / Student (if student, what year):           
 

Employer (If student, what school):             
 

Work / School Address:              
     Street               City                           State                Zip 
 

Work / School Phone:                     Email:         
 
 

EMERGENCY CONTACT or SPOUSE’S INFORMATION 
 

Name:                 Date of Birth:       
 

Home Address:       (check here if the same)            
      Street    City             State Zip 
 

Home Phone:       (check here if the same)                 Cell phone:       
 

Employer:                Work phone:      
 

Employer Address:              
 
 
PRIMARY CARE PHYSICIAN or REFERRAL (If no P.C.P) 
 

Name:                Phone:       
 

Address:                Fax:       
 
 
Do we have your permission to release information to the referring professional or your primary care physician?                
      Yes    No 
 
 
WHAT GOALS DO YOU HAVE FOR YOUR VISIT AT THE CLINIC TODAY? 

Primary Goal:       

Other Goals:         
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Present Height:            Present Weight:       
 
Right handed  Left handed              Male   Female     
 
PRESENT HEALTH CONCERNS (in order of significance): 

1.       

2.       

3.       

_______________________________________________________________________________________________________ 
 
CHIEF COMPLAINT  #1  Please restate health concern #1       

 LOCATION: i.e. where do you feel the symptom       

 ONSET: i.e. when did symptom start       

 FREQUENCY: i.e. how often does it occur       

 DURATION: i.e. how long does symptom last when 
present 

      

 TEMPORAL: i.e. is it worse at any particular time of the 
day 

      

 INTENSITY: 0 = perfect  10 = worst imaginable       

 PROGRESSIVE: i.e. do you notice it to be getting worse, 
better, or is it stable 

      

 QUALITY: Describe the quality of the complaint  
e.g. hot, sharp, dull, achy, etc. 

      

 AGGRAVATING: i.e. what things make it worse       

 RELIEVING: i.e. what things make it better       

 PAST HISTORY: 
 ASSOCIATED SYMPTOMS: 

 

 PRIOR TREATMENT: 

i.e. have you had similar complaint in past 
i.e. have you noticed any other symptoms 
developing since these complaints began? 
Please include previous medication, types of  
treatment AND results  

      
      
 
      

 
 
 

 
 
 

 

COMPLAINT  #2 Please restate health concern #2       

 LOCATION: i.e. where do you feel the symptom       

 ONSET: i.e. when did symptom start       

 FREQUENCY: i.e. how often does it occur       

 DURATION: i.e. how long does symptom last when 
present 

      

 TEMPORAL: i.e. is it worse any particular time within a 24 
hour period 

      

 INTENSITY: 0 = perfect  10 = worst imaginable       

 PROGRESSIVE: i.e. do you notice it to be getting worse, 
better, or is it stable 

      

 QUALITY: Describe the quality of the complaint  
e.g. hot, sharp, dull, achy, etc. 

      

 AGGRAVATING: i.e. what things make it worse       

 RELIEVING: i.e. what things make it better       
 PAST HISTORY: 
 ASSOCIATED SYMPTOMS: 

 

 PRIOR TREATMENT: 

i.e. have you had similar complaint in past 
i.e. have you noticed any other symptoms 
develop since these complaints began? 
Please include previous medication, types of  
treatment AND results 
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COMPLAINT #3 Please restate health concern #3       

 LOCATION: i.e. where do you feel the symptom       

 ONSET: i.e. when did symptom start       

 FREQUENCY: i.e. how often does it occur       

 DURATION: i.e. how long does symptom last when 
present 

      

 TEMPORAL: i.e. is it worse any particular time within a 24 
hour period 

      

 INTENSITY: 0 = perfect  10 = worst imaginable       

 PROGRESSIVE: i.e. do you notice it to be getting worse, 
better, or is it stable 

      

 QUALITY: Describe the quality of the complaint  
e.g. hot, sharp, dull, achy, etc. 

      

 AGGRAVATING: i.e. what things make it worse       

 RELIEVING: i.e. what things make it better       

 PAST HISTORY: 
 ASSOCIATED SYMPTOMS: 

 

 PRIOR TREATMENT: 

i.e. have you had similar complaint in past 
i.e. have you noticed any other symptoms 
develop since these complaints began? 
Please include previous medication, types of  
treatment AND results 

      
      
 
      

 
 

 

 ADDITIONAL HEALTH PROB.: e.g. heart problems, high blood pressure. 
(PAST AND PRESENT) 

      

 PRESCRIPTION MED.: e.g. Zoloft, Insulin, Albuterol 
(Include dosages) 

      

 OVER THE COUNTER MED.: e.g. Tylenol, Claritin, Tums  
(Include dosages) 

      

 SUPPLEMENTS: i.e. vitamins, herbs, other  
(Include dosages) 

      

 RECREATIONAL DRUG: Past and present       

   

 DRUG ALLERGIES: List all known and suspected       

 FOOD ALLERGIES: List all known and suspected       

 ENVIRONMENTAL ALLERGIES: List known, suspected, and seasonal       

   

 SURGERIES: Please include all.       

 HOSPITALIZATIONS:  Please include all. with  date, cause, facility, 
and outcome 

      

 IMAGING: e.g. x-ray, MRI, CT-scan, DEXA       

 DIAGNOSTICS: e.g. blood work, urinalysis, EKG, EMG        

   

 LIFE STRESSES: e.g. relationships, job, school, finances, 
children 

      

 SLEEP BEHAVIOR: e.g. sleepwalking, nightmares, recurrent 
dreams, difficulty waking, falling asleep, 
staying asleep 

      

 EMPLOYMENT HISTORY: i.e. summarize jobs you've had and possible 
toxin exposures 

      

 MILITARY HISTORY: specify any possible toxic exposure       

   

 DIET RESTRICTIONS:  i.e. are you vegetarian, vegan, etc.       

 ALCOHOL: e.g. quantity daily/weekly /monthly       

 CAFFEINE USE: i.e. coffee, tea, soda and amount       

 WATER INTAKE: i.e. ounces, glasses or liters per day       

 NICOTINE USE: past and present       
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 FAMILY HISTORY (HX): i.e. does anybody in your family have similar 
symptoms? 

      

 BIOLOGICAL MOTHER HEALTH  
HX: 

Include both physical and mental health 
problems of your mother and mother’s side 
of family. 

      

 BIOLOGICAL FATHER HEALTH 
HX: 

Include both physical and mental health 
problems of your father and father’s side of 
family. 

      

   

 ADDITIONAL CONCERNS:        

 
REVIEW OF SYSTEMS:  
(Box is checked if any of the following symptoms that have been a recent OR significant past problem) 
 
General 

 Recent weight gain or weight loss 

 Change in appetite 
 Especially sensitive to heat or cold 

 Cold sweats during the day 

 Excessive daytime sweating 
 Sweating at night 

 Hot or cold spells 

 Feeling tired or worn out 
 Sensitivity to heat 

 Excessive sleeping 

 Difficulty sleeping 
 Lowered resistance to infection 

 Flu-like or vague sick feeling 

 Urinating excessively 
 Other  

 

Neurological 

 Pacing due to muscle restlessness  

 Forgotten periods of time 

 Dizziness or vertigo 
 Drowsiness 

 Muscle spasms or tremors 

 Impaired ability to remember 
 Facial “tics” 

 Numbness / Tingling 

 Convulsions / fits 
 Slurred speech or other speech problem 

 Weakness in muscles 

 Suicidal thoughts 

 Memory problems 

 Difficulty planning / organizing 

 Behavior changes 
 Personality changes 

 Focusing / attention difficulty 

 Loss of motivation  
 Inappropriate social behavior 

 Emotional changes  

 Emotionally volatile 
 Anxiety 

 Coordination problems 
 Drop things 

 Trip or bump into things 

 Abnormal skin sensations 
 Claustrophobic 

 Out of body experiences 

 Hear voices 
 See letters or words backward or upside down 

 Paranoid  

 Obsessive, compulsive behaviors 
 Ideas pop in and out of head 

 Other  

 

 

 

Respiratory 

 Asthma, wheezing 

 Cough 
 Coughing up blood or sputum 

 Shortness of breath 

 Rapid breathing 
 Repeated nose or chest colds 

 Other  

 

Chest and Cardiovascular 

 Ankle swelling 

 Rapid / irregular pulse 
 Breast tenderness 

 Chest pain 

 High blood pressure 
 Low blood pressure 

 Racing heart beat 

 Heart skips beats 
 Other  

 

Head, Eye, Ear, Nose, & Throat 

 Facial pain 

 Headache 

 Head injury 
 Neck pain or stiffness 

 Frequent sore throat 

 Blurred vision 
 Double vision 

 Overly sensitive to light 

 See spots or shadows 

 Hearing loss in both ears 

 Ear ringing 

 Disturbances in smell 
 Runny nose or dry nose 

 Dry mouth 

 Sore tongue 
 Choke on food 

 Snore 

 Change in voice 
 Other  

 

Gastrointestinal and Hepatic 

 Trouble swallowing 

 Nausea or vomiting  
 Abdominal (stomach / belly) pain 

 Anal itching 

 Painful bowel movements 
 Infrequent bowel movements / constipation 

 Liquid bowel movements 

 Loss of bowel control 
 Frequent belching or gas 

 Vomiting blood 

 Rectal bleeding (red or black blood) 
 Jaundice (yellowing of skin) 

 Change in appetite 

 Other  

 

Musculoskeletal 

 Back pain or stiffness 

 Bone pain 

 Joint pain or stiffness 
 Leg pain 

 Muscle cramps or pain 

 Other  
 

Skin, Hair 

 Dry hair or skin 
 Itchy skin or scalp 

 Easy bruising 

 Hair loss 
 Increased perspiration 

 Sun sensitivity  

 Other  
 

Genitourinary 

 Itchy privates or genitals 
 Painful urination 

 Excessive urination 

 Difficulty initiating urination 
 Accidental wetting of self 

 Pus or blood in urine 

 Decreased sexual desire 
 Increased sexual desire 

 Other  

 

Females 

 No menses 

 Menstrual irregularity 
 Painful menstrual periods 

 Premenstrual moodiness 

 Premenstrual irritability  
 Premenstrual bloating 

 Premenstrual breast tenderness 

 Premenstrual cramps 
 Premenstrual headache 

 Premenstrual back pain 
 Painful intercourse or sex 

 Sterility or infertility 

 Abnormal vaginal discharge 
 History of abnormal Pap smear 

 Other  

 

Males 

 Impotence (weak male erection) 

 Inability to ejaculate or orgasm 
 Scrotal pain 

 Abnormal penile discharge 

 Other 

 


