
New Patient Application and Case History (Please Print Neatly) 

Name__________________________________ Sex: M / F   Date of Birth____________ Today’s Date________ 

Address_______________________ City_______________________ State__________ Zip_____________ 

Primary Phone___________________ Alternate Phone___________________ Cell Phone_______________ 

e-mail: _______________________________________________________ Height_________ Age______ 

How Did You Hear About Us? _______________________________________________________________ 

Driver’s License #________________________________________________________________ State____ 

Marital Status: S/M/D/W/Sep    Spouse name___________   Children/ages_________________________________ 

Present Complaints 

1. Main Problem(s):________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

2. Symptoms: List in order of severity                              3. What are the 3 things your condition(s) have caused                  
                                                                                                 you to miss most: 

_____________________________________              ___________________________________ 

_____________________________________              ___________________________________ 

_____________________________________              ___________________________________ 

_____________________________________ 

_____________________________________ 

       4. What relieves your symptoms or causes them to return:    5. Describe the first time you had symptoms: 

            _____________________________________________         _______________________________________ 

           _____________________________________________          _______________________________________ 

         __________________________________________       ____________________________________ 

      6. If your symptoms include pain: 

          What is the quality (sharp, dull, achy, burning, color, etc.)_________________________________________ 

         Does the pain radiate: Y / N  Where: __________________________________________________________ 

     7. Do your symptoms occur at a specific time, place, or environment: Y / N Where: _______________________ 

         When and for how long do symptoms last in each episode: _________________________________________ 

        __________________________________________________________________________________________ 

 



 

 

      8. How often are you aware of your main problem (circle one) 

          Occasionally (25% of the time )                                           Frequently (75% of the time) 

         Intermittently (50% of the time )                                        Constantly (100% of the time) 

 

    9. What types of treatment have you received: 

        Prescription/Drug therapy____________________________________________________________________ 

       Nutritional _________________________________________________________________________________ 

                           _________________________________________________________________________________ 

      Alternative/Holistic___________________________________________________________________________ 

  10. List your health goals in order of importance: 

      ___________________________________________________________________________________________ 

      ___________________________________________________________________________________________ 

      __________________________________________________________________________________________ 

   Motivation to achieve these goals:  1 2 3 4 5 6 7 8 9 10 (1= not much, 10 highly motivated) 

 11. What are you hoping happens as a result of your treatment? 

        __________________________________________________________________________________________ 

       __________________________________________________________________________________________ 

 12. If you don’t do something about your problem what do you think will happen in 6 months,12 months, 5 years? 

       __________________________________________________________________________________________ 

      ___________________________________________________________________________________________ 

 13. Due to your condition have you lost time from (describe how much time and what tasks have been limited)? 

        Work:                            Y / N                    Describe: __________________________________________________ 

        Family:                          Y / N                     Describe: __________________________________________________ 

       Leisure Activities          Y / N                     Describe: _________________________________________________ 

       Other:                             Y / N                     Describe: __________________________________________________ 

 14.  When was the last time you really felt well? _____________________________________________________ 

 15. What is it you cannot do that you would like to be doing because of how you feel? _______________________ 

_____________________________________________________________________________________________ 

 16. Have you had any metal fillings, root canals or other dental work? ___________________________________ 



17. Do you believe in the healing power of prayer?   Y / N   Not Sure 

18. Do you have any household pets that you are in close contact with? ___________________________________ 

19. If yes to #18, do they sleep in bed with you? ______________________________________________________                      

Blood sugar 

HIGHEST your blood sugar gets WITHOUT medication____    HIGHEST your blood sugar gets WITH medication____ 

LOWEST your blood sugar gets WITHOUT medication_____   LOWEST your blood sugar gets WITH medication____ 

 

Medications 

(List all prescription, over the counter, botanicals, supplements, homeopathic, vitamins, minerals) 

___________________________________________________     ___________________________________________________ 

___________________________________________________     ___________________________________________________ 

___________________________________________________     ___________________________________________________ 

___________________________________________________     ___________________________________________________ 

___________________________________________________     ___________________________________________________ 

___________________________________________________     ___________________________________________________ 

___________________________________________________     ___________________________________________________ 

___________________________________________________    ___________________________________________________ 

___________________________________________________    ___________________________________________________   

___________________________________________________    ___________________________________________________   

Medical and Social History 

Surgeries/Hospitalizations                                     Date                                Trauma                                                            Date 

________________________________________________                   _______________________________________________ 

________________________________________________                   _______________________________________________ 

________________________________________________                  ________________________________________________ 

Family History:  mother, father, siblings, children                                   Exercise (circle) NONE   LIGHT   MODERATE   STRENUOUS 

                  Diabetes     Heart     Kidney     Cancer     Back                           What type: ____________________________________ 

Mother         (    )           (    )          (    )          (    )         (    )                            How often:  DAILY   WEEKLY   OCCASIONALLY 

Father           (    )           (    )          (    )          (    )         (    )                           Do you use: Alcohol   Y   N    Tobacco   Y   N   Caffeine Y   N 

Brother(s)    (    )           (    )          (    )          (     )        (    )                        ____drinks/day/week     ___pack/day       ____cups/day 

Sister(s)        (    )           (    )          (    )          (     )        (    )   

Children       (    )           (    )          (    )          (     )        (    ) 

 





 

 

FEES 

Physician’s fees are based on the length of time that Dr. Podlaski spends with you and the 
complexity of your problem(s). Most initial evaluations will take an hour and a half to two 
hours. Additional lab tests, such as Comprehensive Blood Chemistry Profile, Urinalysis, Hair 
Analysis, Food Allergy Testing, Functional Medicine Testing that may be required are in addition 
to the physician’s initial examination fee.  

The length of time for regular follow up office visits are normally scheduled to accommodate 
individual patient needs as determined by the nature of each patient’s health challenges and 
the doctor’s estimation of the time necessary to appropriately address each patient’s individual 
health concerns. At the Natural Medicine Institute we never want a patient to feel rushed or 
leave the office without having their questions or concerns fully satisfied. We endeavor to 
answer all questions as quickly as possible in the time scheduled.  

We require payment in full at the time a person receives our services. We accept most major 
credit cards, personal checks or cash. We do not accept any insurance as payment for any of 
our services and we will not submit insurance paperwork on your behalf including Medicare or 
other insurance carriers. 

Please understand that insurance companies and Medicare will not cover nutritional therapies, 
functional medicine testing or similar services that they consider maintenance, preventative or 
screening in nature 

I clearly understand and agree of my own free will that all services rendered to me are to be 
charged directly to me and that I am personally responsible for payments at the time 
professional services are rendered to me. Additionally, I understand and agree that no 
insurance will be filed for me and that I will not file for insurance or Medicare re-
imbursement for any of the services rendered to me. 

Patient’s Printed Name: ______________________________________________________ 

Patient’s Signature________________________________________ Date______ 

Guardian or Spouse’s Signature ______________________________Date______ 
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