
16500 SE 15th St. Suite 100 Vancouver, WA 98683 ● (360) 254-4402 ● cascadeaesthetics.com 

Functional Medicine Intake 

First & Last Name: ___________________________________________ DOB: _________________ 

Address: ________________________________________________________________ Phone: ______________________________ 

Email: _____________________________________________________ How did you hear about us? __________________________ 

In case of emergency, who should be notified? _____________________________________ Phone: __________________________ 

Preferred Pharmacy (Name and Location): _________________________________________________________________________ 

Allergies: 

The purpose of today’s visit is to… 

What prescription medications are you taking?  
(include dates they were started) 

What vitamins/supplements are you taking?  
(include brand name, dosage, frequency) 

Do you follow any specific diet (ex. Vegan)?     YES     NO 

If yes, please specify: ___________________________________ 

Do you avoid certain types of food?   YES   NO 

If so, what foods are you avoiding and why? 

 

Do you exercise?    YES       NO         

If yes, list the form of exercise, frequency, duration: 

 

Do you have any gut/GI symptoms?     YES     NO 

If yes, please check any of the following): 
□ Abdominal Pain      □ Nausea     
□ Cramping                 □ Vomiting    
□ Diarrhea                   □ Irregular Bowel Movements 
□ Constipation            □ Bloating    
□ Excessive Gas           □ Other:_________________________________ 

FEMALES ONLY: 

Last menstrual cycle: _____________  

Were you ever on oral birth control?   YES   NO 

If so, what age/dates? ____________ 

Were you ever on hormone replacement therapy?   YES   NO 

Check if you have any of the following: 

□ Fatigue/low energy                         □ Vaginal/Breast concerns 

□ Irregular menses                              □ Night sweats  

□ Mood swings                                     □ Low libido 

□ Hot flashes                                         □ Weight gain 

□ Increased stress 

On average, how many hours of sleep are you getting each night? 

___________        Do you feel that you sleep well?     YES     NO 

Do you have trouble initiating/maintaining sleep?     YES     NO 

 

Do you consume caffeine (coffee/tea/soda/energy drinks)?     YES     NO      
If yes, what form, frequency, and quantity? 

Do you CURRENTLY consume alcohol?     YES     NO      

If yes, what type/quantity/frequency? 

 

Do you have a HISTORY of alcohol consumption?     YES     NO      

Quit Date: 

MALES ONLY:  

Check if you have any of the following:  

□ Fatigue/low energy                    □ Muscle weakness 

□ Low libido                                     □ Depressed Mood 

□ Weight gain                                  □ Increased stress 

Do you CURRENTLY smoke, chew, or vape?      YES      NO 

(If yes, include start date, type, quantity, frequency) 

 

Do you have a HISTORY of smoking, chewing, or vaping?    YES     NO 

(If yes, include start date, type, quantity, frequency) 

   

List any surgeries you had in your LIFETIME (include age or date): 

 

List all medical diagnosis you ever had in your LIFETIME (include date or age): 

 

I understand that, under the Health Insurance Portability Act of 1996 (“HIPAA”), I have certain rights to privacy regarding my protected health information. I have 
received your Notice of Privacy Practices containing a more complete description of the uses and disclosures of my health information. I understand that this 
organization has the right to change its Notice of Privacy Practices from time to time and that I may contact this organization at any time to obtain a current copy of 
the Notice of Privacy Practices.   

Patient Signature: __________________________________________________________________ Date: _____________________   



16500 SE 15th St. Suite 100 Vancouver, WA 98683 ● (360) 254-4402 ● cascadeaesthetics.com 

Functional Medicine HIPAA/Financial Agreement 

First & Last Name: ___________________________________________ DOB: _________________ 

I give my permission to leave messages at my:  

Residence:  (____)___________________________________  

On My Cell Phone: (____)_____________________________  

Email:  ____________________________________________ 

Authorization to Release Health Care Information to:  

(Please Initial and print full name)  

____ Spouse ___________________________________________  

____ Parent ____________________________________________  

____ Child/ Children _____________________________________  

____ Legal Guardian _____________________________________  

____ Personal Representative _____________________________  

____ Other_____________________________________________  

I understand that my express consent is required to release any health care information relating to testing, diagnosis and/or treatment for HIV 

(AIDS virus), sexually transmitted diseases, psychiatric disorder/mental health and/or drug and alcohol use, and billing. You are specifically 

authorized to release all such information to those listed above. This form is valid for one year from date signed.  

 
FINANCIAL RESPONSIBILITY 
I hereby agree to pay Cascade Family Medicine, Aesthetics & Aviation (CFMAA) for all services/products indicated at the time that the service is 
rendered to the patient. Any account not paid shall be considered delinquent. Payment is due at time of treatment. All services rendered are 
charged directly to me and I am personally responsible for payment. In the event of non-payment, I will bear the cost of collection, and/or court 
costs and legal fees, should this be required. Regular price applies to all subsequent treatments. Prices are subject to change without notice. No 
refunds will be given for treatments received. The undersigned, jointly and severally, in consideration of services to be rendered to me, agree to 
pay the provider, in accordance with their regular rates and terms, for services rendered.  The undersigned further agrees to pay reasonable 
attorney fees and expenses incurred in collecting all sums not paid when due, whether litigation is commenced, as well as attorney fees and costs 
on appeal. 
 
HIPAA AGREEMENT 
The Health Insurance Portability and Accountability Act of 1996 (HIPAA), established a Privacy Rule to help insure that personal health care 
information is protected for privacy.  The Privacy Rule was also created in order to provide a standard for certain health care providers to obtain 
their patients consent for uses and disclosures of health information about the patient to carry out treatment, payment, or health care operations. 
As our patient, we want you to know that we respect the privacy of your personal medical records and will do all we can to secure and protect that 
privacy.  We strive to always take reasonable precautions to protect your privacy. When it is appropriate or necessary, we provide the minimum 
necessary information only to those we feel are in need of your health care information regarding treatment, payment or health care operations, in 
order to provide health care that is in your best interest. 
We fully support your access to your personal medical records. We may have indirect treatment relationships with you (such as laboratories and 
imaging studies that only interact with the physician and not patients) and may have to disclose personal health information for purposes of 
treatment, payment or health care operations.  These entities are most often not required to obtain patient consent. You may refuse to consent to 
the use or disclosure of your personal health information, but this must be done in writing.  Under this law, we have the right to refuse to treat you 
should you choose to refuse to disclose your personal health information.  If you choose to give consent in this document, at some future time you 
may request to refuse all or part of your Personal Health Information. You may not revoke actions that have already been taken which relied on 
this or a previously signed consent. 
If you have any objections to this form, please ask to speak with our HIPAA Compliance Officer.  You have the right to review our Privacy Notice 
(Compliance Assurance Notification to Our Patients), to request restrictions and revoke consent in writing. 

 

 

Signature                                                                           Date 


