
Intake form for Deborah Walters

PLEASE READ BEFORE FILLING THIS FORM OUT 

Thank you for inviting me on your healing journey. Your intent is to heal. My intent is to select 
the best possible remedies and tools for your overall well being. For optimal results I depend 
upon your cooperation. Remedies are selected wholly on the symptoms you give me. I need to 
know all the details of your sickness and to understand you as an individual.  

In order to understand you at the highest level I’ll be asking you many questions and each one 
has a significant meaning for me. Even things that you don’t see in connection to your 
difficulties may be the deciding factor that helps me choose your remedy! That is why I 
encourage you to speak frankly, without editing what you say and to give me the fullest possible 
information on each point of inquiry. 

Please read every question carefully and reflect, consult someone close to you if necessary and 
answer completely. What you put into the intake form, and our intake session, will determine 
the results you’ll achieve! Remember, whatever you tell me will remain absolutely confidential. 

We are ready to begin our journey together….  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Intake form for Deborah Walters

     Appointments: 952.314.7035  Acute line:  612.524.8786   -    deborah1844@gmail.com  

Personal Information

Name:                                                                             Birthdate:                             Phone Number: 
Address:                                                                                                City/Zip:                       
Email Address: 
Marital Status:  Married       Single      Widowed      Divorced      Separated      Significant Other/Partner 
Children/Ages:  
Emergency Contact:  ______________________________________________________________________________________ 
                                                   Name/Number                                                                                                   RelationReferred by:   

MEDICAL HISTORY 
Please check any of the following that apply _____ AIDS/HIV Infection _____ Frequent Antibiotic Use _____ Migraine Headaches

_____ Allergies _____ Frequent Steroid Use _____ Mononucleosis

_____ Anemia _____ Gallbladder Disease _____ Mumps

_____ Appendicitis _____ German measles _____ Nervous Breakdown

_____ Arthritis _____ Giardia/Parasites _____ Neurological Disorder

_____ Asthma _____ Glaucoma _____ Occupational Exposure to 
Toxic Substances

_____ Attempted Suicide _____ Gout _____ Prostatitis

_____ Bursitis _____ Hayfever _____ Psoriasis

_____ Cancer _____ Heart Disease _____ Rheumatic Fever

_____ Cataracts _____ Hepatitis _____ Scarlet Fever/Scarlatina

_____ Chickenpox _____ Herpes _____ Seizure Disorder

_____ Chronic Fatigue Syndrome _____ High Blood Pressure _____ Sexually Transmitted 
Diseases_____ Chronic Ear Infections _____ Hives
(chlamydia, warts, herpes, 
gonorrhea, syphilis)

_____ Colitis / Crohn’s Disease _____ Hypoglycemia _____ Sleep apnea

_____ Depression _____ Jaundice _____ Stroke

_____ Diabetes _____ Kidney Infections _____ Substance Abuse/
Addiction_____ Eating Disorder _____ Kidney Stones _____ Thyroid Disease

_____ Eczema _____ Liver Disease _____ TIA’s (mini-strokes)

_____ Edema (Fluid Retention) _____ Low Blood Pressure _____ Tuberculosis (TB)

_____ Emphysema _____ Lyme Disease _____ Vaccine Reaction

_____ Fibromyalgia _____ Measles _____ Whooping Cough
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Intake form for Deborah Walters

      

Extra remarks: 

PERSONAL HISTORY 

Did your mother have any problem during pregnancy? 

Was there any difficulty about your birth?  Give details. 

Any developmental or growth problems during childhood? 

Any animal bites as a child?  (dog, rat, snake, etc..) 

Any reactions to vaccines as a child? 

Diseases suffered Approximate Age Duration Recovered? Treatments
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Intake form for Deborah Walters

Review of Systems  
Please indicate N = a condition you have NOW,  P = a condition you have had in the PAST.  

Skin 
Dry        _______ 
Oily        _______ 
Itching        _______ 
Rashes        _______ 
Hives        _______ 
Fungal Infections       _______ 
Bruise Easily       _______ 
Slow Healing       _______ 
Warts         _______ 
Nails        _______ 

Head 
Migraines_____       Headaches_____ 
  -Location of pain________________ 
Head Injury       _______ 
TMJ        _______ 
Dizziness       _______ 
Seizures        _______ 

Eyes 
Vision Disturbance      _______ 
Dryness        _______  
Tearing        _______ 
Pain        _______ 
Styes        _______ 
Infections       _______ 
Sensitive to Light       _______ 

Ears 
Discharge       _______ 
Pain        _______  
Itch        _______ 
Ringing        _______ 

Nose 
Seasonal Allergies      _______ 
Drainage       _______ 
Color: Clear___ Yellow___ Green___ 
Texture: Runny_____ Thick_____ 
Sneezing       _______ 
Sinus Infections       _______ 
Nosebleeds       _______ 

Throat/Neck 
Pain in Throat       _______ 
Difficult Swallowing      _______ 
Clears Throat Often      _______ 

Mouth 
Dryness        _______  
Excessive Salivation      _______ 
Tongue: Sore ______  Coated  ______ 
Canker Sores       _______  

Respiratory 
Pneumonia       _______ 
Bronchitis       _______ 
Cough        _______ 
Asthma         _______  

Cardiovascular 
Chest Pain       _______ 
Heart Palpitations/Racing      _______ 
Heart Disease       _______ 
Murmur        _______ 
Blood Pressure - High____ Low____ 
Leg Pains _____  Cramps ____ 
Ankle Swelling       _______ 
Cold Hands_____ Feet _____ 

Digestion 
Bowel Movement X per day:             
less than 1 ___ 1-2___ 2-3___ 3-4___  
Texture: Dry____ Hard____ 
  Wet/Loose____ Pellets____ 
Stools with Mucous                _______  
Strain        _______ 
Urgency and when?      _______ 
Hemorrhoids       _______ 
Stool Incontinence      _______ 
Bowel Disease       _______ 
Liver/Gallbladder Disease      _______ 
Ulcer        _______ 
Heartburn       _______ 
Bloating        _______ 
Belching       _______ 
Gas / Flatus       _______ 
Nausea / Vomiting      _______ 
Pains / Cramps       _______ 

Urinary 
Difficult Urination      _______ 
Painful Urination       _______ 
Strong smell____ smells like?_______ 
Bedwetting       _______ 
Frequent Urination   Day      _______ 
     Night      _______ 
Frequent Bladder Infections   _______ 

Muscular/Skeletal 
Back Pain       _______ 
Pain in Muscles/Joints/Bones _______ 
Stiffness/Swelling      _______ 
Muscle Weakness/Tremor      _______ 
Numbness/Tingling      _______ 
Shooting Pain       _______ 
Paralysis       _______ 
Either Side Worse? R____ L____ 

Energy (scale of 1-10)  
1=worst / 10=best      _______ 
Best Time of day? 
Worst Time? 

Sleep 
  Good____ Bad____ 
  How many hours? ____ 
  Wake Easily?   Y/N 
Difficulty Falling Asleep   Y/N 
Wake Refreshed?  Y/N   
Grind Teeth  Y/N  Sleepwalk  Y/N 
Sleeping Position_________ 

Temperature 
Sensitive to: Hot__ Cold__ Both___ 
Prefer: Inside___ Outside___ 
Warm blooded___ Cold blooded___ 
Best Season_______  
Worst Season________ 

Appetite 
Excessive____ Good____ Poor____ 
Foods you crave strongly__________ 
 ______________________________ 
Foods you dislike strongly_________ 
 ______________________________ 
Prefer foods Hot__ Warm__ Cold__ 
Thirst: Excessive __ Good__ Poor__ 
Prefer drinks: Very Hot___  Hot___ 
            Warm__  Cold__  Ice cold__ 

Perspiration 
Where the most? 
Cold, clammy, warm? 
Smell like? 
Color stain? 
Symptoms after sweating? 
What brings it on? 
Temperature change during? 
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Women Only

Ever Have an Abnormal Pap 
Smear?

_____

Sexually Transmitted Disease _____

Frequent Yeast Infections _____

Vaginal Discharge _____

Age Period Began _____

Regular Periods   Yes____  No____

Flow: Heavy___  Medium___ Light___

Length of Cycle ____   Days of Flow  ____

Spotting   _____             Cramps_____

PMS____ Endometriosis___ 

Fibroids______             Ovarian Cysts______

Suffer before menses?  How?

 

Feel internal parts coming down? _____

Change in Sex Drive _____

Painful Intercourse _____

Pregnancies (number) _____

Impaired Fertility _____

Have You Had A 
Hysterectomy?

_____

Age at Menopause _____

Vaginal Dryness _____

Hot Flashes _____

Any additional comments:

Men Only

Incontinence _____

Hernia _____

Change in Force of Urine 
Stream

_____

Difficulty Starting Urine _____

Discharge From Penis _____

Painful Intercourse _____

Difficulty with Erections _____

Change in Sex Drive _____

Impaired Fertility _____

Any additional comments:
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Family History: 
Please check the “yes” box next to each condition that applies 
to one of your family members. Please write the relationship 
to you in the relation column (e.g. mother, aunt, sister, father) 

What is your blood type?            
              
List any severe or life-threatening allergies: 

What other therapies are you currently using?  (i.e., chiropractic, massage therapy, etc..)   

Please list all prescription and over the counter medications that you currently take: 

Medication Dosage Since Reason
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Condition Yes Relation Past/Now Condition Yes Relation Past/Now

Alcoholism/
Drug Addiction

Osteoporosis

Allergies Headaches

Alzheimer’s Heart Attack

Anemia Heart Disease

Arthritis Stroke

Asthma High Blood 
Pressure

Birth Defects High Cholesterol

Cancer Kidney Disease

Gonorrhea Learning Disability

Depression Mental Illness

Diabetes Syphilis 

Eczema Tuberculosis 
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List vitamins, minerals, herbs, homeopathic remedies you currently take: 

WHAT IS YOUR MAIN COMPLAINT INCLUDING A DETAILED HISTORY OF PRESENT ILLNESS, ONSET, DATES, 
ETC. (for example: circumstance, accident, incident, mental upset) 

Do the following make you feel better or worse? 
This section is very particular, so don’t hurry. Think carefully before answering. Especially important is to write the effect each 
factor has on your main complaints. For example, if you have migraines, and they are worse when lying on back, write 
“migraine worse”. If it makes you generally feel better or worse, simply write “better” or “worse”. 

Supplement Dosage Since Reason

EFFECT EFFECT

Hot weather Walking

Cold weather Running

Rainy weather Climbing stairs

Cloudy weather Going downstairs

Change of season Riding in car, bus, etc..

Thunderstorm Lying

Covering up Lying on back

Sun Lying on left side

Warm bath Lying on right side

Cold bathing Lying on abdomen

Lying with head low Drinking

Sitting After intercourse
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Sitting erect Dust

Standing Smoke

Looking up Touch

Looking down Pressure

Looking from high places Massage

Looking from moving object Tight clothes

Sudden noise Before sleep

Noise During sleep

Music After sleep

Light After nap

Strong smells Loss of sleep

When constipated Before stools

Before urine During stools

During urine After stools

After urine Coughing

Before menses Sneezing

During menses Laughing

After menses Talking

After sweating Reading

Writing Stopping

Before important engagement Passing gas

Before exams When angry

Brushing teeth When worried

Moonlight When sad

Hanging the limbs After weeping

Consolation/sympathy In a crowd

In a closed room Near sea

Ful moon/newmoon Morning

Afternoon Stretching

Evening Swallowing

Night Listening to others talk

Bathing Draft air

Moving the eyes Biting/chewing

Opening the eyes Closing the eyes

When alone Physical exertion
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Nutrition 

Do you have any dietary restrictions or follow a particular dietary regimen? If yes, please describe: 

Please list/describe what you would typically eat for the following meals & average time of day for each:  

Breakfast:  

Lunch:  

Dinner:  

Snacks:  

How many cups of the following you drink per day: 

Alcohol   ________ Wine   ________ 
Coffee   ________ Tea   ________ 
Tap water  ________ Fresh fruit juices  ________ 
Soft drinks (diet)  ________ Bottled/spring water ________ 
Soft drinks   ________ Herbal tea  ________ 
Fruit juices (prepared) ________ Fresh vegetable juice ________ 
Milk   ________ Distilled water  ________ 

Are you:  A meat eater ______ Vegetarian  ________ Vegan  ________ 

Do you experience symptoms if you miss meals? 

Any symptoms after meals?  

 

Movement 

How often do you exercise?             Describe: 

Vitality—answer fully. 

Are you anxious?  About what matters? 

Are you depressed/brooding? 

Are you fearful of anything such as animals, people, being alone, darkness, death, disease, robbers, thunder, future, the unknown, 
high places, etc…? 

Are you doubtful/suspicious?  Of what? 

What are you jealous about? Of whom? What symptoms do you suffer when jealous? 
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In what matters are you impatient, hurried? 

Do you have people close with whom you can express your feelings?  

Do you have suicidal thoughts?  When?  What manner do you contemplate to end your life?  Even then, are you afraid of dying? 

How quickly are you able to forgive & let go of negative experiences and feelings?  Are you vengeful? 

When are you cheerful? 

What kind of response do you usually have to criticism, stress, negativity? 

Unwanted thoughts?  What are they? 

How is your memory?  

Do you weep easily?  What makes you weep? 

How do you feel if others offer sympathy? 

What makes you angry?  What symptoms do you suffer when angry? 

Do you like company or to remain alone? 

How are you affected by disorder / uncleanliness in your surroundings? 

What are the greatest griefs in your life? 

Your greatest joys? 

Are you worried/unhappy over any personal, social, economic condition?  Describe in detail. 
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Occupational & Household 

What type of work do you do?                                Hours?   

Do you feel in touch with your life’s purpose? 

 

Lifestyle Habits 

Do you have a specific spiritual practice?     How do you express it?   

How many hours / day do you: 

Watch TV ________  Read  __________   Work at a computer?  ____________     Use other devices/smartphone?_________ 

How often and what do you do on vacation? 

What activities do you engage to serve others in your life? 

Highlight types of dreams you have: 

Any other or details, feelings, experience and thoughts in the dreams (recurrent dreams especially) 

Animals, cats, dogs, 
horse, wild animals, 
snakes 

Robbers, thieves, 
anxious, fearful, ghosts

Travelling, riding, 
flying, swimming, 
drowning

Houses, fruits, tress, 
water, snow

Death, whose? 

Dead bodies, dead 
persons, parts of body, 
suicide

Being hungry, thirsty, 
drinking, eating

Fire, lightning, storm, 
rain

Accidents, falling, 
shooting, wars

Talking, singing, 
dancing, pleasant

Business, money, day’s 
work, forgotten work

Vomiting, passing 
stool, urinating, blood, 
bleeding, soiling 
excrements

Romantic, sexual 
pleasure, rape, 
nakedness

Pain, illness, sickness, 
mutilations

Praying, religious, 
temple, God

Failure/exams, 
unsuccessful efforts?  
For what? Missing 
train, being unprepared

Grief weeping, 
vexation, quarrels, 
jealousy, insults

Police, imprisonment, 
crime, murder, killing, 
poison

Misfortunes, insecurity, 
danger, being pursued, 
by whom?  What?

People, children, 
parties feasts, marriage

Of events, remote, 
recents, future, 
prophetic
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HOW TO DESCRIBE YOUR COMPLAINTS DURING INTAKE 

Your remedy is based on precise details of your sufferings. To say I have a headache is not enough. You have to inform, “I have a 
headache that starts in the morning on the right side with shooting pains into my right eye and always come when I get cold, pains 
are less when lying down and becoming warm”.  The following details will be required: 

LOCATION:  give exact location of sensation, pain, eruption.  Describe where the pain or sensation spreads.   

SENSATION:  Express type of sensation or pain you get in your own words however simple or funny it may seem.  You may 
sense a hat on your head with your headache, or an iron hand gripping your heart, or a bear sitting on your chest with chest pain. 

BETTER OR WORSE:  What makes  your complaint better or worse?  What makes you better or worse in general as a person?  
(see list in this intake.) 

DISCHARGES:  Please describe with the following aspects:  (1)  Quantity, time or condition when is it better or worse, increases, 
decreases?  (2)  consistency (thick, thin, stringy, clotted, jelly, white of an egg, water, sticky…)    (3)  Odor remind you of?    (4) 
does it make the parts sore and in what way?
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