
   Short Wellness Consultation   Date/:___________ 

 
NAME:___________________________________________________________    D.O.B.:_____________ 
 
 
ADDRESS:_______________________________________ _______CITY:_______________ STATE:_______ ZIP:_________ 
 
 
PHONE______________________________________  EMAIL:__________________________________________________ 

 HOW  WOULD YOU LIKE TO BE CONTACTED FOR FOLLOWUP?     PHONE        EMAIL      NOT AT THIS TIME. 
 
WHO REFFERRED YOU?:____________________________________________ 
 
TOP THREE COMPLAINTS: _____________________________________________________________________________ 
 
   _____________________________________________________________________________ 
    
   ____________________________________________________________________________ 
 

CURRENT MEDICATIONS AND SUPPLEMENTS:   SUPPLEMENTS RECOMMENDED: 
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FOLLOWUP 7DAYS          30 DAYS 90 DAYS  DATE:________________ RPh:______________ 
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