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HWNC 

 

3234 West Truman Blvd  

Jefferson City, MO 65109  

573-893-9999  

Dianna@drhwnc.com  

www.drhwnc.com 

 

 

 

Release Form 

 

I______________________________________________ understand disclosure of all medical conditions and 

medication whether prescription or supplement is vital to creating a wellness program that will benefit my 

overall health. I also understand any and all advice or directions should be followed exactly to achieve desired 

results.  

Should it be necessary to contact my other physicians for additional information to assist in my health 

improvements, I hereby give that permission with my signature on this form.  

 

 

 

___________________________________________   __________________________  

Name           Date  
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HWNC Client Intake Form 

 

I. PERSONAL INFORMATION    Today’s Date _____________________  

Full Name____________________________________________  

          (First Middle Initial Last)                    Date of Birth________________________ Gender ___________  

Address____________________________________________City__________________________________ 

Phone (best to be reached) ____________________________ 

Occupation_________________________________________ 

Are you: Married____ Single_____ Separated____ Cohabitating_____ Divorced____ Widowed___  

Live with: Spouse_____ Children_____  

Children’s Ages___________________________________  

Emergency Contact (name and relation) ____________________________________________________  

Contact’s Phone ______________________________________________  

II. MEDICAL HISTORY  

What are your most important health challenges? List as many as you can in order of importance.  

 

Have you consulted any other physician or health practitioner? When and for what?  

__________________________________________________________________________________________  

 

Your Email___________________________________________________________ 
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What is your blood type (A/B/O)_______  

Do you have any body parts that are not your own? (Implants, 

transplants)?____________________________________________________________  

Weight Weight 1 year ago Maximum Weight When? ____________ 

What childhood illnesses have you had? Please list approximate year or age: 

________________________________________________________________________ 

_________________________________________________________________________________________ 

Did you have standard childhood immunizations? ______________  

Immunizations for travel outside the US? Which ones and when? ____________  

Any negative reactions? Explain______________________________________  

Approximately how many times in your life have you had antibiotics? ___________  

What hospitalizations or surgeries have you had? Please list date. 

____________________________________________________________________  

III. FAMILY HISTORY  

Do your close relatives (parents, siblings, children) have any of the following medical conditions? Please circle 

and indicate the relative with the disease:  

Disease  

High Blood Pressure ______________ Heart Attack ___________________Stroke_______________________  

Obesity_________________________ Diabetes_________________________ Glaucoma ________________ 

Asthma_________________________ Hay Fever__________________  Food Allergies__________________ 

Eczema ________________________Skin Disease__________________    Arthritis_______________ 

Emphysema_________________       Tuberculosis_________________        Gout___________________ 

Lung Cancer_________________ Ulcers___________________ Sickle Cell Anemia________  

Breast Cancer________________ Thyroid Disease__________  Osteoporosis_____________ 

Other Cancer_________________ Epilepsy____________________ Easy Bleeding____________ 

Birth Defects_________________  Suicide_________________   Depression__________________ 

Other_____________________  Mental Illness________________ Alcoholism__________________   

 MTHFR__________________ 
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