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  Dr. Rind’s New Patient Intake Form


In order for us to best help you, please complete the following information by placing an ‘x’  in the ‘yes’ column. There is no need to check off the ‘no’ column unless you feel the ‘no’ is significant (for example, ‘yes’ to Thyroid problems yet a ‘no’ to Weight loss). Feel free to add a brief note in the comment section if you want to further explain something. 

Name:

	System
	Issue
	Yes
	No
	Comments

	General
	Fatigue
	
	
	

	
	Low grade fevers (like coming down with cold or flu)
	
	
	

	
	Feeling well
	
	
	

	
	Weight gain
	
	
	

	
	Weight loss
	
	
	

	
	Anorexia
	
	
	

	
	Dietary changes
	
	
	

	
	Medication changes
	
	
	

	
	Weight gain>10lbs.
	
	
	

	
	Weight loss >10lbs.
	
	
	

	
	Heat intolerance
	
	
	

	
	Cold Intolerance
	
	
	

	
	Feeling better
	
	
	

	
	Feeling worse
	
	
	

	
	Brain fog
	
	
	

	
	
	
	
	

	Skin
	New rashes
	
	
	

	
	Bruising
	
	
	

	
	Cracked lips
	
	
	

	
	Dryness
	
	
	

	
	Excessive sweating
	
	
	

	
	Hair loss
	
	
	

	
	Hives
	
	
	

	
	Itching
	
	
	

	
	Lack of perspiration
	
	
	

	
	Pallor
	
	
	

	
	Perspire easily
	
	
	

	
	Nails brittle
	
	
	

	
	Nails peeling
	
	
	

	
	Nail ridges
	
	
	

	
	
	
	
	

	
	
	
	
	

	HEENT
	Light sensitivity
	
	
	

	
	Issue
	Yes
	No
	Comments

	
	Eye redness
	
	
	

	
	Eye dryness
	
	
	

	
	Headache
	
	
	

	
	Migraines
	
	
	

	
	Head Injury
	
	
	

	
	Wears glasses/contact lenses
	
	
	

	
	
	
	
	

	Neck
	Neck mass
	
	
	

	
	Neck pain
	
	
	

	
	Neck stiffness
	
	
	

	
	
	
	
	

	Respira-tory
	Shortness of breath
	
	
	

	
	Chest pain
	
	
	

	
	Cough
	
	
	

	
	Difficulty breathing
	
	
	

	
	Asthma/bronchitis
	
	
	

	
	
	
	
	

	Cardio-vascular
	Chest pain
	
	
	

	
	Edema
	
	
	

	
	Elevated blood pressure
	
	
	

	
	Hypertension
	
	
	

	
	Palpitations
	
	
	

	
	Shortness of breath
	
	
	

	
	Cold extremities
	
	
	

	
	Stroke
	
	
	

	
	
	
	
	

	Gastro-intestinal
	Constipation
	
	
	

	
	Abdominal pain
	
	
	

	
	Diarrhea
	
	
	

	
	Excessive gas
	
	
	

	
	Change in bowel habits
	
	
	

	
	
	
	
	

	Male Genito-urinary
	Frequency
	
	
	

	
	Impotence
	
	
	

	
	Incontinence
	
	
	

	
	Prostrate problems
	
	
	

	
	Kidney disease
	
	
	

	
	Bladder infections
	
	
	

	
	
	
	
	

	Musculo-skeletal
	Calf pain
	
	
	

	
	Muscle pain
	
	
	

	
	Myalgia
	
	
	

	
	Leg cramps
	
	
	

	
	Issue
	Yes
	No
	Comments

	
	Back pain
	
	
	

	
	Decreased range of motion
	
	
	

	
	Joint pain
	
	
	

	
	Joint stiffness
	
	
	

	
	Joint swelling
	
	
	

	
	Muscle weakness
	
	
	

	
	Disc problems
	
	
	

	
	
	
	
	

	Neuro-logical
	Light sensitivity
	
	
	

	
	Dizziness on standing
	
	
	

	
	Hearing loss
	
	
	

	
	Numbness
	
	
	

	
	Pins & needles
	
	
	

	
	Tingling
	
	
	

	
	Trouble walking
	
	
	

	
	Difficulty speaking
	
	
	

	
	Headaches
	
	
	

	
	Incontinence stool 
	
	
	

	
	Incontinence urine
	
	
	

	
	Seizure
	
	
	

	
	Tremor
	
	
	

	
	
	
	
	

	Psych-iatric
	Depression
	
	
	

	
	Anxiety
	
	
	

	
	Irritability
	
	
	

	
	Insomnia
	
	
	

	
	Hypersomnia
	
	
	

	
	Inability to concentrate
	
	
	

	
	Mood changes
	
	
	

	
	
	
	
	

	Endocrine
	Cold intolerance
	
	
	

	
	Excessive thirst
	
	
	

	
	Hair changes
	
	
	

	
	Libido change
	
	
	

	
	Sexual dysfunction
	
	
	

	
	Thyroid problems
	
	
	

	
	Low body temperature
	
	
	

	
	
	
	
	

	Hema-tology
	Swollen glands
	
	
	

	
	Excessive bleeding
	
	
	

	
	Enlarged lymph nodes
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