[bookmark: _GoBack]Vitamin B12 Intake Form 

Name ________________________________________ Date __________________________

Date of birth __________________________ (M/D/Y)
Address_____________________________________________________________________________________________________________________________________________________________________________________________________________________________
E-mail Address ______________________________________________________________
Home Telephone Number ______________________    Work ________________________     
May we leave messages relating to your visits?    Y / N    
Which Phone Number? __________

Emergency contact: Name _____________________________________________________
Phone number ___________________              Relation____________________________	

How did you hear about our Clinic? _____________________________
Referred by? __________________________

Health Assessment: 


Have you had a B12 shot before? (circle)     YES    or    NO  

If yes, for what reason? ____________________________________________________________________________

How would you describe your general state of health?  Excellent   Good   Fair   Poor

Are you currently pregnant or breastfeeding? (circle)    YES    or    NO 

Are you currently ill or on an antibiotic? (circle)    YES    or    NO 

Do you have any of the following conditions: (circle) 
Megalobastic Anemia 
Polycythemia Vera
Leber’s Disease
Medical History

Please list all your current medications: 
	Medication
	Dose
	Frequency 
	Taken for
	Prescribed by 

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	



Please list all current nutrition supplements (vitamins, herbs, homeopathics, etc.)
	Item 
	Dose
	Frequency 
	Duration 
	Reason 

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	



Please indicate any serious conditions, illnesses or injuries and any hospitalizations
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________

Do you have any allergies (medicines, environmental, etc.)?
________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________

Please list past prescription medications. ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




