
Central Florida Preventive Medicine 
Patient Intake Form 

 
Name Date

Address 

Home phone Work Phone 
Cell Phone Email 
Occupation Birth Date 

Emergency contact 

Referred by 



Significant illnesses, current or past. (please check all that apply) 



Lifestyle (please check all that apply, and note frequency of use) 

 
Dietary preferences 



 
General symptoms 

Digestion 

Intestinal 



 
Sleep 

 
Head, Eyes, Ears, Nose and Throat 



 
Cardiovascular / respiratory 

 
Skin / hair 

 
Musculoskeletal 



 
Neuropsychological 

Emotional stress scale 

 
Genito-urinary 

 
 



 
 
Men only 

 
 
Women only 


