
DR. SARAH L. SJOVOLD N.D. INC. 
LIVSTIL WELLNESS

Naturopathic & Preventive Medicine ADULT INTAKE FORM 18+

(CONFIDENTIAL:  All information in this form remains confidential and will be released only on your written permission) 

FULL NAME ______________________________________________________________     BIRTHDATE month/day/yr _____/______/______    AGE ______

NAME YOU PREFER TO BE CALLED _____________________SEX/GENDER IDENTITY _______________RELATIONSHIP STATUS:  S   M   P   S   D   W 

ADDRESS __________________________________________________________ CITY ________________________ POSTAL CODE ________________ 

OCCUPATION ________________________________________ EMPLOYER ______________________________________________________________ 

WORK PHONE _______________________ HOME PHONE ____________________________ EMAIL ADDRESS_________________________________ 

FAMILY PHYSICIAN __________________________ SPECIALIST  ________________________PERSONAL HEALTH NO._________________________ 

WHO REFERRED YOU TO THIS OFFICE?___________________________________________________________________________________________ 

PRESENT HEALTH PROBLEMS:  LIST YOUR MAIN HEALTH CONCERNS / SYMPTOMS 

1) _________________________________________________________     WHAT TREATMENTS HAVE BEEN TRIED?  ________________________ 

2) _________________________________________________________     ______________________________________________________________ 

3) _________________________________________________________     ______________________________________________________________ 

MEDICAL HISTORY:  HAVE YOU HAD ANY OF THE FOLLOWING ? (CIRCLE)

ANEMIA 

HEPATITIS/LIVER DISEASE 

HAYFEVER 

TUBERCULOSIS 

STOMACH ULCER 

MEASLES 

COLITIS 

BLOOD CLOTS 

GALLBLADDER PROBLEMS 

ANGINA/CHEST PAIN 

POLIO 

STROKE 

EPILEPSY 

SMOKER?   (Y OR N) 

RHEUMATIC FEVER 

KIDNEY STONES 

ASTHMA 

CANCER OF__________ 

MIGRAINE HEADACHES 

MUMPS 

ARTHRITIS/RHEUMATISM 

HIVES 

THYROID PROBLEMS 

HEART DISEASE 

DIABETES 

ALCOHOL/DRUG ABUSE 

MENTAL DISORDER 

HEART ATTACK 

HIGH BLOOD PRESSURE 

PNEUMONIA 

BLADDER/VAGINAL INFEC.  

ABNORMAL PAP TEST 

PROSTATE PROBLEMS 

BLEEDING TENDENCIES 

MONONUCLEOSIS 

SEXUALLY TRANSMITTED 

DISEASE 

ECZEMA 

DEPRESSION 

EATING DISORDER 

SURGERIES (YEAR & TYPE) ___________________________ 

____________________________________________________ 

____________________________________________________ 

HOSPITALIZATIONS (YEAR & REASON) __________________ 

____________________________________________________ 

____________________________________________________ 

INJURIES/ACCIDENTS (YEAR & CAUSE) _________________ 

___________________________________________________ 

OTHER CONDITIONS _________________________________

FAMILY HISTORY:  INCLUDE BLOOD RELATIVES ONLY WOMEN ONLY - CHILDBIRTH HISTORY 

FATHER  (age)* _________   BROTHERS (ages)* _____________ 

MOTHER (age)* _________   SISTERS (ages)* ________________ 

* If deceased, Please list age at death and circle.

HAVE ANY OF THE ABOVE HAD THE FOLLOWING ?  (CIRCLE) 

DIABETES KIDNEY DISEASE STOMACH ULCERS  

HEART DISEASE ASTHMA HIGH BLOOD PRESSURE 

ALLERGIES  ARTHRITIS NERVOUS BREAKDOWN  

GOUT  COLITIS BLEEDING TENDENCIES  

ALCOHOLISM TUBERCULOSIS PSYCHIATRIC ILLNESS   

  CANCER  STROKE      GALLBLADDER PROBLEM 

NUMBER OF CHILDREN __________       AGES __________________ 

NUMBER OF PREGNANCIES __________ DELIVERIES____________ 

MISCARRIAGES _______ ACCIDENTAL _______ INDUCED________ 

COMPLICATIONS ___________________________________________ 

BIRTH CONTROL METHODS: IN PAST ______________________ 

NOW  ________________________ 

ARE YOU PREGNANT AT THIS TIME ?  _________________________ 

KNOWN ALLERGIES (include medicines, pollens, animals, foods & chemicals): _____________________________________________________________ 

________________________________________________________________________________________________________________________________  

________________________________________________________________________________________________________________________________ 

CURRENT MEDICATIONS (list all prescription & over the counter medicines, vitamins, minerals, herbs that you take): ____________________________ 

________________________________________________________________________________________________________________________________  

__________________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________________   

________________________________________________________________________________________________________________________________ 



 

INFORMED CONSENT TO TREATMENT 
 

1. I understand that the practitioner will only employ the principles and practices of Naturopathic Medicine for assessment and 
treatment. 
 

2. I understand that any therapies recommended will be explained to me in full by the practitioner, and that I will give consent to 
treatment based on informed consent. 

 
3. I understand that the practitioner will recommend medicines when appropriate from an online and onsite dispensary, as well as, 

from external pharmacies but I am under no obligation to purchase. 
 

4. I understand that I can accept or reject this care by my own free will and choice at any time. 
 

5. I understand that the practitioner is not able to anticipate and explain all risks and complications.   
 

6. I understand that any advice given to me as a patient by the practitioner is not mutually exclusive from any treatment or advice I 
may now, or in the future, be receiving from another health care provider. 

 
7. I understand that I am at liberty to seek, or to continue medical care from another health care provider qualified to practice in BC. 

 
8. I understand that the practitioner is not suggesting to me to refrain from seeking the advice of another health care provider. 
 
9. I understand that the practitioner reserves the right to determine which cases fall outside of her scope of practice, and an 

appropriate referral will be recommended. 
 

10. I understand that the services offered here are not covered by MSP, and that fees are payable at the time of the appointment, 
including fees for services, prescriptions, and laboratory tests. 

 
11. I understand that should the practitioner need more time to properly assess and treat during a scheduled appointment that I will 

be charged for the additional time. 
 

12. I understand that from time to time the practitioner may run behind schedule due to unforeseeable circumstances, and as a 
result, the start of my scheduled appointment may be delayed. 

 
13. I understand that 48 hours notice is required for appointment cancellation; otherwise, I will be responsible for the cancellation fee. 

 
14. I am not an agent of any private, local, provincial, or federal agency attempting to gather information without so stating. 
 
As a patient of Dr. Sjovold I have read, understood, and agree to the above statements. 
  

 

Date: Signature: _________________________________ _______________________ 
 

 

INFORMED CONSENT FOR COMMUNICATION 
 
Dr. Sjovold values her relationship with you and would like to send you information electronically relating to her practice. I n order to 
do this, she is collecting your consent to receive electronic messages from herself in the form of appointment reminders, newsletters, 
upcoming events and other practice related information.  Please take a moment to select either "OPT IN" or "OPT OUT".  Opting in 
will provide Dr. Sjovold consent to communicate with you electronically.  Opting out will indicate that you do not wish to receive any 
electronic communication from us.  
 

o OPT IN o OPT OUT 
 

Date: Signature: _________________________________ _______________________ 

 


	10: 
	11: 
	12: 
	13: 
	14: 
	15: 
	16: 
	17: 
	18: 
	19: 
	20: 
	21: 
	22: 
	23: 
	24: 
	25: 
	27: 
	28: 
	26: 
	29: 
	26+: 
	30: 
	31: 
	32: 
	33: 
	34: 
	35: 
	36: 
	37: 
	38: 
	39: 
	40: 
	41: 
	42: 
	43: 
	44: 
	45: 
	46: 
	47: 
	48: 
	49: 
	50: 
	51: 
	52: 
	53: 
	54: 
	55: 
	56: 
	57: 
	58: 
	59: 
	60: 
	61: 
	62: 
	63: 
	64: 
	66: 
	67: 
	100: Off
	101: Off
	102: Off
	103: Off
	104: Off
	105: Off
	106: Off
	107: Off
	108: Off
	109: Off
	110: Off
	111: Off
	112: Off
	113: Off
	114: Off
	115: Off
	116: Off
	117: Off
	118: Off
	119: Off
	120: Off
	121: Off
	122: Off
	123: Off
	124: Off
	125: Off
	126: Off
	128: Off
	129: Off
	130: Off
	131: Off
	132: Off
	133: Off
	134: Off
	135: Off
	136: Off
	137: Off
	138: Off
	139: Off
	140: Off
	141: Off
	142: Off
	143: Off
	144: Off
	145: Off
	146: Off
	147: Off
	148: Off
	149: Off
	150: Off
	151: Off
	152: Off
	153: Off
	154: Off
	155: Off
	156: Off
	158: Off
	159: Off
	127: Off
	160: Off
	161: Off
	162: Off
	163: Off
	164: Off
	165: Off
	300: 
	301: 
	Group4: Off
	Button5: 


