Informational Visit Questionnaire

Name:______________________	Date:_____________		DOB:___________________

1. What are your personal health goals?
________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. What health conditions are you being treated for? Use a separate sheet if needed.
a._______________________________________________
b._______________________________________________
c._______________________________________________
d._______________________________________________
e._______________________________________________
f._______________________________________________

3. Please list prescribed or over the counter medicines that you have taken in the last year.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4. Who referred you here? If no one referred you how did you hear about my office?
________________________________________________________________________________________________________________________________________________

5. What things are important to you in a doctor or medical office?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
