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CLIENT REGISTRATION FORM




[bookmark: _Hlk150980945][bookmark: _Hlk150980924]Welcome to Natura Med Clinic. The mission of this clinic is to empower individuals on their journey to optimal health and wellbeing through the principles of naturopathic  medicine.
Any information you provide will be treated with complete confidentiality as per the Privacy Act 1988 (Cth) ( https://www.legislation.gov.au/Details/C2022C00361). Natura Med will collect personal information to assist in the provision of its services.

1. CLIENT DETAILS                                                  *Indicates compulsory field


	*Mr/Mrs/Miss/Ms/Other  
 Dr
	*Male/Female/Transgender/Intersex/Non-binary/other


	Preferred Pronouns: he, him/she,her,hers/they,them,theirs/ze,hir,hirs/Other


	*Surname       Gambetta                     
                                
	*Given Name Joanna


	*Preferred Name   Joanna
                                                          
	* Date of Birth (dd/mm/yyyy) 19/12/1980


	*Address
6/25 Kooyong Rd

	*Suburb
Armadale
	*State            
 VIC            
	*Postcode
3143

	*Email
jgambetta@protonmail.com

	Ethnicity

	*Occupation
Researcher




2. EMERGENCY CONTACT INFORMATION

	[bookmark: _Hlk150982285]Name
Jorge Irikura
	Relationship
spouse
	Phone 
0475082648




3. HEALTH CARE/DOCTOR INFORMATION

	Name
Andrea Hickman
	Phone
03 9820 1144

	Clinic name
South Yarra Medical

	Clinic address
5/102 Toorak Rd, South Yarra









4. REFERRAL INFORMATION

Referred by (tick)      ☒Family/Friend               ☐Google search              ☐Advertisement          
                       ☐Social Media		☐ Other ___________________________


5. PRE-ASSESSMENT QUESTIONNAIRE

Briefly describe your current symptoms or health issues today? (please list 1-2 items maximum)

Perimenopause, PMDD?




Do you have any children? If so, please list their ages:

N/A

Are you trying to conceive?                                  ☐ Yes       ☒ No        
Have you sought reproductive assistance?        ☐Yes        ☐ No
If yes, for how long have you been actively trying? ____________

Do you have any known allergies (please list)?
hay fever


If you do have allergies, please define what happens upon contact/ingestion:

Blocked nose, itchy palate



Are you a smoker?                           ☐ Yes     ☒ No      Quantity/Day______________________________
Are you seeking to stop smoking?  ☐Yes      ☐ No

Have you had any previous fractures and/or surgeries? If yes, please list the body parts that were fractured and dates of injury (including car accidents/motor vehicle trauma). Please also list any past surgeries:
broken elbow (~1988)
whiplash following car accident (June 2021)



List any medications/supplement/herbal remedies you are currently taking
	Medication Name
	Dosage
(mcg/mg and # per day)
	Duration of Medication
	Related Condition

	Vitamin D
	2000 IU
	Ongoing
	General health

	Magnesium
	104 mg
	Ongoing
	General health

	Fish oil
	2 capsules/day
	Ongoing
	General health

	Mediherb P2 detox
Femme Forte N
CBD oil
	4g
1 tablet
200 mg
	Ongoing
Ongoing
As needed
	Hormonal acne
Hormonal acne
anxiety


List any previous and current treatments: (naturopathic treatments, conventional treatments, surgeries, etc.)

Current – 	P2 detox + Femme forte for hormonal acne
		CBD for anxiety
Past - 		Cymbalta (anxiety)
		Doxycycline (acne/rosacea)




6. CURRENT AND PAST CONDITIONS

Please tick (X) all current or past conditions that apply to you (C-Current and/or P-Past)
	Symptoms
	C
	P
	Symptoms
	C
	P
	Symptoms
	C
	P
	Symptoms
	C
	P

	Digestive System
	Skin
	Immune System
	Respiratory System

	Abdominal discomfort
	
	
	Bruise easily
	
	
	Allergies
	
	
	Asthma
	
	

	Constipation
	X
	X
	Dermatitis
	
	
	Chronic fatigue
	
	
	Chronic bronchitis
	
	

	Diarrhoea
	
	
	Eczema
	
	
	Fibromyalgia
	
	
	Chronic cough
	
	

	Gastric ulcers
	
	
	Itching
	
	
	Frequent colds/flu
	
	
	Hay fever
	X
	

	Indigestion
	
	
	Psoriasis
	
	
	Frequent UTIs
	
	
	Sinus problems
	
	

	Nausea/ low Appetite
	
	
	Acne
	X
	
	Glandular fever
	
	
	Cough
	
	

	Reflux
	
	
	Rashes
	
	
	IBD-Crohn’s or UC
	
	
	Balance

	Pain/Stiffness
	Urticaria/Hives
	
	
	IBS
	
	
	Vertigo
	
	

	At night
	
	
	Wounds slow to heal
	
	
	Multiple Sclerosis
	
	
	Weakness/clumsiness
	
	

	In the morning
	
	
	Renal System
	Cold extremities
	Loss of balance
	
	

	Hands
	
	
	Feeling of incomplete emptying
	
	
	Hands
	
	
	Neurological System

	Leg
	
	
	Frequent urination
	
	
	Leg/feet
	
	
	Altered Alertness
	
	

	Neck/jaw
	X
	
	Incontinence
	
	
	General Wellbeing
	Body Fatigue
	
	

	Shoulder/Arm
	
	
	Intersticial cystitis
	
	
	Fatigue
	X
	
	Changes in vision
	
	

	Pins&Needles/Tingling
	Poor urine stream
	
	
	Fevers
	
	
	Confusion
	
	

	Arms/hands/fingers
	
	
	Urinary tract pain
	
	
	Fog
	
	
	Depression/Anxiety
	X
	

	Legs/feet/toes
	
	
	Heart & Circulatory
	Irritability
	
	
	General muscle weakness
	
	

	Other
	
	
	Blood clots/DVT
	
	
	Nervousness
	
	
	Memory loss 
	
	

	Numbness
	Chest pain
	
	
	Sleep problems
	
	
	Seizures
	
	

	Arms/hands/fingers
	
	
	Heart problems/Angina
	
	
	Stress
	
	
	Mental health(other)
	
	

	Legs/feet/toes
	
	
	High blood pressure
	
	
	Tension
	
	
	Muscle cramps
	
	

	Other
	
	
	Low blood pressure
	
	
	OTHER
	Senses
	
	

	Swelling of extremities
	Pacemaker
	
	
	ADHD/Autism/Asperger’s
	
	
	Blurred vision
	
	

	Arms/hands
	
	
	Stroke (CVA)
	
	
	Breastfeeding
	
	
	
Visual impairment
	
	

	Legs/feet
	
	
	Varicose veins
	
	
	Cancer
	
	
	Dizziness/Lightheaded
	
	

	
	
	
	
	
	
	Diabetes Mellitus
	
	
	Fainting
	
	

	
	
	
	
	
	
	Difficult Menstruation
	
	
	Headache
	X
	

	
	
	
	
	
	
	Erectile dysfunction
	
	
	Easily overwhelmed
	
	

	
	
	
	
	
	
	Fertility problems
	
	
	Loss of hearing/smell/taste
	
	

	
	
	
	
	
	
	Hep B/C
	
	
	Tinnitus
	
	

	
	
	
	
	
	
	HIV/AIDS
	
	
	Visual light sensitivity
	
	

	
	
	
	
	
	
	Low/loss of libido
	
	
	Speech impairment
	
	

	
	
	
	
	
	
	Menopause
	
	
	
	
	

	
	
	
	
	
	
	Painful intercourse
	
	
	
	
	

	
	
	
	
	
	
	Premenstrual syndrome
	X
	
	
	
	

	
	
	
	
	
	
	Prostate problems
	
	
	
	
	

	
	
	
	
	
	
	Night sweats
	
	
	
	
	

	
	
	
	
	
	
	Testicular pain
	
	
	
	
	




7. LIFESTYLE

Dietary Preferences/Restrictions (eg.vegan/vegetarian/ketogenic, etc)





Exercise Routine
	Type
	Swim/yoga/climb/hike/run

	Times/week
	Run every day, others 1h exercise/day

	Duration
	



Sleep Patterns

	Average hours of sleep per night
	6-8

	Any sleep disturbance
	Waking up with anxiety


	

Family Medical History

List any significant health conditions in your immediate family	
	Father
	Bowel cancer

	Grandfather
	

	Grandmother
	

	Mother
	

	Grandfather
	

	Grandmother
	Breast cancer (paternal grandmother)

	Siblings
	

	Children
	


Additional Information:

What are your expectations from naturopathic treatment?
Get a better understanding and control of my hormonal cycle and related effects to diminish PMDD (possible?) and acne symptoms




Is there anything else you would like to share about your health or personal history?









CONSENT AND AGREEMENT

I, Joanna Gambetta, hereby acknowledge that the information provided in this form is accurate and complete to the best of my knowledge. I understand that the naturopathic practitioner will use this information to develop a personalized treatment plan.

Client’s Signature:

Joanna Gambetta
____________________________________
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