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Age _ Date of Birth

Address City

;-yyyimm/dd

Postal Code

Telephone (l{ome)

Enrail

(Work)

Occupation Employer

Emergencl,' Contact Telephone

MaritalStatus(circleone) S M D W Sep Number of Children

FoLrnd out about clinic bv

PLEASE LIST YOTIR MAJOR COMPLAINTS IN ORDER OF IMPORTANCE

COMPLAINT SINCE POSSIBLE CAUSE(S)

What medications are y'ou currentlv taking?

MEDICATION SI}ICE ADVERSE EFFECTS

What other featments are,vou currently following? (i.e., chiropractic. physiorherapy, etc.)

(Cell)

8855 Woodbine Ave, Markham, ON., L3R 5G1
Tel: (905) 307-3073 | ww.mychrysalis-medispa.com

Patient lntake Form for BHRT for Men & Women
* * ** * * * * ** * ** *** ****

OHIP Card#
Name on Card
"*lt is mandatory for you to provide your Health Card #

Please list all olyour knorvn allergies. (food, environmental or drug)



Please list your supplements/vitamins with dosages. 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

 
 

Which of the following conditions have you had? 
  

 Abscesses  Depression  Heart 

Disease 
 Mononucleosis  Rubella  Tonsillitis 

 Alcoholism  Diabetes  Hepatitis  Mumps  Scarlet 

Fever 
 Tuberculosis 

 Allergies  Emphysema  Herpes 

Genitalia 
 Parasites  Sexual 

Abuse 
 Typhoid 

 Amnesia  Epilepsy  Influenza  Pelvic 

Inflammatory 

Disease 

 Skin 

Disease 
 Venereal 

Disease 

 Arthritis  Gall Stones  Kidney 

Disease 
 Peritonitis  Strep Throat  Warts 

 Asthma  Goiter  Leukemia  Pleurisy  Sinusitis  Whooping 

Cough 

 Cancer  Gonorrhea  Malaria  Pneumonia  Sunstroke  Worms 

 Chicken 

Pox 
 Gout  Measles  Prostatitis  Stroke  Yellow 

Fever 

 Cold Sores  Hay Fever  Miscarriage  Rheumatic 

Fever 
 Syphilis   

 

Other, please list:    ____________________________________________________________ 

____________________________________________________________________________ 

 

For the above conditions, is there any where you have never been totally well again or any that 

have been severer than usual?  Which ones?  ________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

 
 

Do you have any of the following?  (Circle) 
 

Amalgam (silver) fillings    YES   NO       Dental implants?   YES   NO 

Root canal                 YES   NO       Orthodontics?        YES   NO 

Periodontal disease    YES   NO    

 
 

What, if any, operations have you had? 
 

           OPERATION                WHEN         COMPLICATIONS? 

   

   

   

 
 

What major injuries have you had? 
 

               INJURY                 WHEN   LONG TERM EFFECTS? 

    

   

   

 



WOMEN ONLY 

 

Age of first menses  __________    

Last Menstrual Period (date)  _______________     Number of Pregnancies   _________ 

Last Breast Exam (date)   __________________    Last Pap Test (date)   __________________ 

Last Bone Density Test (date) _______________   Were these tests normal?  YES  /  NO 

 

MEN ONLY 

 

Do you have difficulty with maintaining or achieving an erection?  YES  /  NO 

Last prostate exam _________________  PSA (blood test done)     YES  /  NO 

 

 

 

What vaccinations have you had? _________________________________________________ 

Any adverse effects from them? __________________________________________________ 

 

Have you lost any weight lately?  YES / NO    If yes, how many pounds? _________________ 

 

How much of the following substances are you using? 
 

Tobacco: ____________   Alcohol: ____________   Coffee:  ____________ 

Soda Pop: ____________  Recreational Drugs: ____________  

 

Which of the following ailments listed, or any others, have affected your family?  

(Check as many as apply) 

 

 Alcoholism   Allergies  Arthritis   Asthma   Cancer   Depression   

 Diabetes    Epilepsy    Gonorrhea    Gout  Hay Fever  Heart Disease  

 Insanity  Paralysis      Pneumonia   Skin Dz.  Syphilis  Tuberculosis 

Other:  ______________________________________________________________________ 

 
 

How often do you participate in physical activities/exercises? 

 

____Daily ____2-3 times / week     ____ once a week     ____less than once a week 

 

What type of activities? ____________________________________________________ 

 
 

On average, how many hours of sleep do you get per night? _____________ 

Do you have interrupted sleep?  YES  /  NO 

Do you wake rested?  YES  /  NO 

 
 

Any dietary restrictions? (Religious or otherwise) ____________________________________ 

____________________________________________________________________________ 

 

How many glasses of water per day? ________________ 
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DIGESTION AND ELIMINATION 

 
Digestion (circle or fill in the answer) 

 

Do you have any problems with gas, bloating or fullness after eating?  YES / NO 

Any heartburn?  YES / NO     How often? __________________________________________ 

How often do you have gas, fullness or bloating after eating? 

____ often         ____ sometimes         ____never 

How severe is it?  ____mild ____moderate    ____severe 

Do you have gas in the upper or lower part of the abdomen or is it both areas? _____________ 

How long have you had this problem? _____________________________________________ 

How often do you have bowel movements? _________________________________________ 

Do you ever have any blood, mucus, undigested food or black stools (movements)? _________ 

Do you have rectal itching?  YES / NO.    Do your stools tend to be formed or loose?  _______ 

How often do you have diarrhea? _________________________________________________  

Do you ever have alternating constipation and diarrhea?  YES / NO 

How often do you have thin, long and narrow stools?   Often  /   Sometimes  /  Never 

Do you ever have small and hard stools? Often  /   Sometimes  /  Never 

Do your stools have a strong disagreeable odor? Often  /   Sometimes  /  Never 

Have you ever fasted?  YES / NO   Juice or Water?      How long did you fast? _____________ 

How did you feel while you were fasting? __________________________________________ 

Have you traveled outside of Canada in the last 5 years?  YES / NO 

Camping in the past 5 years?  YES / NO 

 

 

Kidneys and Bladder: 

 

Have you had recurrent bladder infections?  YES / NO 

How were they treated? ________________________________________________________ 

How many bladder infections have you had in the last 3 years? _________________________ 

Do you have any burning sensation during or after urination?  YES / NO 

In the past ____ or present ____ 

Is your urine dark yellow, bright yellow, cloudy,  pale or clear?  Circle one. 

Does your urine have a strong odor to it?  YES / NO 

Do you have difficulty starting or stopping when urinating?  YES / NO 

Do you have difficulty perspiring?  YES / NO 

Do you perspire when you exercise?  Slightly   Moderately   Heavily 

Do you perspire at other times, other than when exercising?  YES / NO.   

If yes, when:  _________________________________________________________________ 

Does your perspiration have a strong smell?  YES / NO.   

Does your temperature tend to run low ____  high ____  or average ____ compared to others? 

 

 

 

 

 



Occupational/Household:  
 
How long have you lived at your present address? ___________________________________  
 
Where have you lived previously? ________________________________________________  
 
Please describe location, if old or new building, i.e., new construction, older construction, damp or  
moldy, etc. ___________________________________________________________  
 
Do you have specialized air filtration at home? YES / NO  
Do you live in a city? YES / NO  
Do you work in an office building? YES / NO. Do the windows open? YES / NO  
Do you work in the presence of toxic fumes or chemicals? YES / NO  
Do any of your hobbies involve toxic materials? YES / NO  
Are you exposed to second hand smoke currently? YES / NO  
 
What do you use for drinking water? Bottled ____ Filtered ____ Tap Water ____  
 
Do you have anything else you would like to comment on? ____________________________  
_______________________________________________________________________  
 
Do you have a private health care plan? YES / NO Limit? $ _________________________  
Have you ever seen a Naturopathic Doctor before? YES / NO  
If yes, for what ailment(s)? ______________________________________________________  
 
Are any other members of your family patients of our clinic? YES / NO 
 
IMPORTANT:  Please provide a copy of the following tests for our files. All  patients  must 
provide  these documents no later then 3 months  into treatment of first Rx issued or “NO” 
Rx/prescription refills will be issued. 
  
MEN ONLY 
1. PSA test - taken in the last 12 mths 
2. Physical – taken in the last 12 mths 
_______________________________________________________________ 
 
WOMEN ONLY 
1. Pap test - taken in the last 2 years 
2. Mammogram, ultrasound or MRI  - taken in the last 12 mths  
3. Physical  - taken in the last 12 mths. 
4. Pelvic ultrasound  - taken in the last 12 mths 



HORMONE 
SYMPTOMS             
  YES NO     YES NO 
Hair loss       Low back or joint pain     
Thinning eyebrows       Headaches or migraines     
Low libido/low sex drive        Headaches     
Hot flashes       Rapid changes in mood     
Night sweats       Bloating/water retention     
Decreased mental 
sharpness       Food cravings     
Aches & pains       Carb cravings     
Blood sugar imbalance        Vaginal dryness (female)     
Chronic illness       Heavy /irregular periods ( female)     
Lack of motivation       Breast tenderness (female)      
Depression       Erectile dysfunction (male)     

Evening fatigue       Decreased muscle mass (male)     
Afternoon fatigue       Urine leakage      
Irritable       Increased urinary urge     
Foggy thinking       Sleep disturbances      

Anxiety       
Difficulty failing asleep/staying 
asleep     

Cold feet        Weight gain      
Cold hands        High stress     
              

 


	OHIP Card: 
	Name on Card: 
	Name: 
	City: 
	Address: 
	Postal Code: 
	Te I e phone Home: 
	Work: 
	Cell: 
	Email: 
	Emergency Contact: 
	Telephone: 
	Number of Children: 
	Found out about clinic by: 
	COMPLAINTRow1: 
	SINCERow1: 
	POSSIBLE CAUSESRow1: 
	COMPLAINTRow2: 
	SINCERow2: 
	POSSIBLE CAUSESRow2: 
	COMPLAINTRow3: 
	SINCERow3: 
	POSSIBLE CAUSESRow3: 
	COMPLAINTRow4: 
	SINCERow4: 
	POSSIBLE CAUSESRow4: 
	COMPLAINTRow5: 
	SINCERow5: 
	POSSIBLE CAUSESRow5: 
	MEDICATION 1: 
	MEDICATION 2: 
	MEDICATION 3: 
	What other treatments are you currently following ie chiropractic physiotherapy etc 1: 
	What other treatments are you currently following ie chiropractic physiotherapy etc 2: 
	Please 1 ist all of your known allergies food environmental or drug 1: 
	Please 1 ist all of your known allergies food environmental or drug 2: 
	Please 1 ist all of your known allergies food environmental or drug 3: 
	Please list your supplementsvitamins with dosages 1: 
	Please list your supplementsvitamins with dosages 2: 
	Please list your supplementsvitamins with dosages 3: 
	Other please list: 
	For the above conditions is there any where you have never been totally well again or any that: 
	have been severer than usual Which ones 1: 
	have been severer than usual Which ones 2: 
	OPERATIONRow1: 
	WHENRow1: 
	COMPLICATIONSRow1: 
	OPERATIONRow2: 
	WHENRow2: 
	COMPLICATIONSRow2: 
	OPERATIONRow3: 
	WHENRow3: 
	COMPLICATIONSRow3: 
	INJURYRow1: 
	WHENRow1_2: 
	LONG TERM EFFECTSRow1: 
	INJURYRow2: 
	WHENRow2_2: 
	LONG TERM EFFECTSRow2: 
	INJURYRow3: 
	WHENRow3_2: 
	LONG TERM EFFECTSRow3: 
	Age of first menses: 
	Last Menstrual Period date: 
	Number of Pregnancies: 
	Last Breast Exam date: 
	Last Pap Test date: 
	Last Bone Density Test date: 
	Last prostate exam: 
	What vaccinations have you had: 
	Any adverse effects from them: 
	If yes how many pounds: 
	Tobacco: 
	Alcohol: 
	Coffee: 
	Soda Pop: 
	Recreational Drugs: 
	Other: 
	How often do you participate in physical activitiesexercises: 
	Daily: 
	23 times  week: 
	once a week: 
	What type of activities: 
	On average how many hours of sleep do you get per night: 
	Any dietary restrictions Religious or otherwise 1: 
	Any dietary restrictions Religious or otherwise 2: 
	How many glasses of water per day: 
	Do you have gas in the upper or lower part of the abdomen or is it both areas: 
	How long have you had this problem: 
	How often do you have bowel movements: 
	Do you ever have any blood mucus undigested food or black stools movements: 
	Do your stools tend to be formed or loose: 
	How often do you have diarrhea: 
	How long did you fast: 
	How did you feel while you were fasting: 
	How were they treated: 
	How many bladder infections have you had in the last 3 years: 
	In the past: 
	or present: 
	If yes when: 
	Does your temperature tend to run low: 
	high: 
	or average: 
	How long have you lived at your present address: 
	Where have you lived previously: 
	moldy etc: 
	What do you use for drinking water Bottled: 
	Filtered: 
	Tap Water: 
	Do you have anything else you would like to comment on 1: 
	Do you have anything else you would like to comment on 2: 
	Do you have a private health care plan YES  NO Limit: 
	If yes for what ailments: 
	HORMONE SYMPTOMSRow1: 
	NO: 
	YESHair loss: 
	NOHair loss: 
	YESLow back or joint pain: 
	NOLow back or joint pain: 
	YESThinning eyebrows: 
	NOThinning eyebrows: 
	YESHeadaches or migraines: 
	NOHeadaches or migraines: 
	YESLow libidolow sex drive: 
	NOLow libidolow sex drive: 
	YESHeadaches: 
	NOHeadaches: 
	YESHot flashes: 
	NOHot flashes: 
	YESRapid changes in mood: 
	NORapid changes in mood: 
	YESNight sweats: 
	NONight sweats: 
	YESBloatingwater retention: 
	NOBloatingwater retention: 
	undefined: 
	Food cravings: 
	undefined_2: 
	YESAches  pains: 
	NOAches  pains: 
	YESCarb cravings: 
	NOCarb cravings: 
	YESBlood sugar imbalance: 
	NOBlood sugar imbalance: 
	YESVaginal dryness female: 
	NOVaginal dryness female: 
	YESChronic illness: 
	NOChronic illness: 
	YESHeavy irregular periods  female: 
	NOHeavy irregular periods  female: 
	YESLack of motivation: 
	NOLack of motivation: 
	YESBreast tenderness female: 
	NOBreast tenderness female: 
	YESDepression: 
	NODepression: 
	YESErectile dysfunction male: 
	NOErectile dysfunction male: 
	YESEvening fatigue: 
	NOEvening fatigue: 
	YESDecreased muscle mass male: 
	NODecreased muscle mass male: 
	YESAfternoon fatigue: 
	NOAfternoon fatigue: 
	YESUrine leakage: 
	NOUrine leakage: 
	YESIrritable: 
	NOIrritable: 
	YESIncreased urinary urge: 
	NOIncreased urinary urge: 
	YESFoggy thinking: 
	NOFoggy thinking: 
	YESSleep disturbances: 
	NOSleep disturbances: 
	undefined_3: 
	Difficulty failing asleepstaying: 
	YESCold feet: 
	NOCold feet: 
	YESWeight gain: 
	NOWeight gain: 
	YESCold hands: 
	NOCold hands: 
	YESHigh stress: 
	NOHigh stress: 
	Age: 
	Date of Birth: 
	Occupation: 
	Employer: 
	Single: Off
	Married: Off
	Divorced: Off
	Widow: Off
	Seperated: Off
	Abscesses: Off
	Alcoholism: Off
	Allergies: Off
	Amnesia: Off
	Arthritis: Off
	Asthma: Off
	Cancer: Off
	Chicken Pox: Off
	Cold Sores: Off
	Depression: Off
	Diabetes: Off
	Emphysema: Off
	Epilepsy: Off
	Gall Stones: Off
	Goiter: Off
	Gonorrhea: Off
	Gout: Off
	Hay Fever: Off
	Heart Disease: Off
	Hepatitis: Off
	Herpes Genitalia: Off
	Ifluenza: Off
	Kidney Disease: Off
	Leukemia: Off
	Malaria: Off
	Measles: Off
	Miscarriage: Off
	Mononucleosis: Off
	Mumps: Off
	Parasites: Off
	Pelvic Inflammatory Disease: Off
	Peritonitis: Off
	Pleurisy: Off
	Pneumonia: Off
	Prostatitis: Off
	Rheumati Fever: Off
	Rubella: Off
	Scarlet Fever: Off
	Sexual Abuse: Off
	Skin Disease: Off
	Strep Throat: Off
	Sinusitis: Off
	Sunstroke: Off
	Stroke: Off
	Syphilis: Off
	Tonsillitis: Off
	Tuberculosis: Off
	Typhoid: Off
	Venereal Disease: Off
	Warts: Off
	Whooping Cough: Off
	Worms: Off
	Yellow Fever: Off
	Amalgam (silver) fillings: [No]
	Root Canal: [No]
	Periodontal Disease: [No]
	Dental implants: [No]
	Orthodontics?: [No]
	Difficulty achieving an erection: [No]
	PSA: [No]
	Lost Weight: [No]
	Affect family: 
	0: 
	3: Off
	2: Off
	4: Off
	1: Off


	Alcohol Affect family: Off
	Depression Affect family: 
	0: 
	5: Off


	DiabetesAffect family: 
	1: 
	0: Off


	Epilepsy Affect family: 
	1: 
	1: Off


	Gonorrhea Affect family: 
	1: 
	2: Off


	Gout Affect family: 
	1: 
	3: Off


	Hay Fever Affect family: 
	1: 
	4: Off


	Heart Disease Affect family: 
	1: 
	5: Off


	insanity Affect family: 
	2: 
	0: Off


	Paralysis Affect family: 
	2: 
	1: Off


	PneumoniaAffect family: 
	2: 
	2: Off


	Skin Disease Affect family: 
	2: 
	3: Off


	Syphilis Affect family: 
	2: 
	4: Off


	Tuberculosis Affect family: 
	2: 
	5: Off


	Wake Rested: [No]
	Interrupted Sleep: [No]
	How often heartburn: 
	Heartburn?: [No]
	Often: 
	Sometimes: 
	Never: 
	Mild: 
	moderate: 
	Severe: 
	Rectal Itching?: [No]
	Constipation or diarrhea?: [No]
	Traveled outside of Canada in 5 years?: [No]
	Camping in 5 years?: [No]
	Recurrent bladder infections?: [No]
	Burning sensation during or after urination?: [No]
	Urine Colour: 
	Urine strong odor?: [No]
	Difficulty starting or stopping urinating: [No]
	Difficulty perspiring?: [No]
	Perpire when exercise?: [Slightly]
	Perspire at other times?: [No]
	Perspiration have a strong smell?: [No]
	Air filtration at home?: [No]
	Second hand smoke?: [No]
	Encountered toxic materials frequently: [No]
	Work with toxic fumes or chemicals?: [No]
	Windown open?: [No]
	Work in office building?: [No]
	Live in city?: [No]
	Private Healthcare?: [No]
	Naturopathic patient?: [No]
	Problems Bloating or Fullness?: [No]
	Any family members patients currently?: [No]


