
Please either print this form, complete and send to: 
Flourish Naturopathy, 20 Argyle St, Mornington, Dunedin 9011, or scan and email to flourishionline@gmail.com

Name:  ______________________________  Phone #: ______________________________
Address: ______________________________  Email:  ______________________________
  ______________________________  Date of Birth: ______________________________
  ______________________________

What would you like to achieve by completing this programme?
___________________________________________________________________________________________
___________________________________________________________________________________________

Please complete the following section where applicable: (circle Y or N)

Digestive:  
Nausea  Y N
Vomiting  Y N
Binge eating      Y N
Binge drinking     Y N
Craving sweet foods Y N
Food intolerances Y N
Wind       Y N
Abdominal pain   Y N
Rectal Bleeding  Y N
Food intolerances Y N
Diarrhoea  Y N
Bloating  Y N
Reflux   Y N
Poor appetite  Y N
Constipation  Y N

Cognitive
Clumsiness  Y N
Poor memory recall Y N
Confusion  Y N
Reduced concentration Y N
Difficult decision-making Y N
Migraines  Y N
Jittery/Anxious  Y N 
Slurring words  Y N

Musculoskeletal:  
Arthritis  Y N
Muscle ache/pain Y N
Tingling  Y N
Joint pain/stiffness Y N

Endocrine:  
Low blood sugar Y N
Difficulty losing weight Y N
Difficulty gaining weight Y N
Contstant thirst  Y N

Skin:  
Acne   Y N
Easy brusing  Y N
Dry skin  Y N
Psoriasis      Y N
Eczema   Y N

Emotions:
Insomnia  Y N
Anger/Irritability  Y N
Anxiety   Y N
Mood swings  Y N
Depression  Y N
Panic attacks  Y N
Fatigue/Lethargy Y N

Other:  
Infections  Y N
Cancer   Y N
Hospital admission (last 3 months): 
   Y N

Reproductive
Heavy bleeding  Y N
PMT       Y N
Night sweats   Y N
Painful periods  Y N
Hot flushes  Y N
Painful intercourse Y N
Thrush   Y N

Respiratory:
Smoker  Y N
Difficulty breathing Y N
Asthma  Y N
Emphysema  Y N
Bronchitis/Cough Y N
Hoarse voice  Y N
Wheezing  Y N

Any other health issues: ______________________________________________________________________________________
__________________________________________________________________________________________________________

Signed:  ___________________________________________    Date: ______________________

Thank you for taking the time to complete this form.  We will contact you soon to discuss.

Cardiovascular:  
Chest pain  Y N
High blood pressure Y N
Varicose Veins  Y N
Cold hands/feet  Y N
High cholesterol  Y N
Sensitivity to the cold Y N
Irregular heartbeat Y N


