
17791 Fjord Dr NE′ Suite 1 30

POulSbo,VVA 98370

EcoMedico-- MS,ND,ABAAHP Tel:(206)299‐ 2676
Fax:(206)522‐ 7410

NEW PATIENT INTAKE

PLEASE IIELP US PROVIDE YOU Ⅵ TH A COIVIPLETE EVALUATION BY TAKING THE TI〕 (E TO
FILL OUT THIS INTAKE CAREFULLY.ALL OF YOUR ANSWERS WILL BE HELDIN S´ ΠuCT
CONFIDENCE UNLESS O′■IERWISE SPECIFIED.IF THERE IS ANYTH「 NG YOU WISH TO BRING
T00UR ATTENT10N THATIS NOTASKED ON THIS FORM,PLEASE NOTEIT nヾ THE COMI√ENTS
SECTION.PLEASE RETURN ALL PAPERヽ ハ70RKバT LEAST A DAY PRIOR TO YOUR
SCHEDULED APPOINTIIENT.ヽ 7E APPRECIATE YOUR COOPERAT10N.
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Dr. Susan L. Marra

Add“澪s:

Ciけ/State/Zip:

Home Phone: Cell Phone:

Email Address:

DOB: A ge:_Sex:_Height:

Maltal Status: Partner's Name:

NO.Of Child“ Il:_Cll■ dren's Ages:

Employerr_ Work Phone:

Weight:_    (ルリ

Occupation:

Primary Care Physician: Phone:

Emergency Contact 1: Phonei

Relationship to Patient:_

Emergency Contact 2: Phone:

Relationship to Prtient:_
Pharmacy Fax Number:
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QUESTIOI{NAIRD

What is the chief complaint you are seeking trcrtment for?

When did this problem begin?

What caused this pmblem?

Have you ever had this problem or a similar pmblem beforr?

To what extent does this problem interfere with your daily activities?

Have you ever received trcatment for this problem?_
When? ByWhom:_
What was the Diagnosis/Diagnos ies?

What were the rcsulb of the treatment?

Curr.ent Medications:
″「ッο″require more space, please attach a sepatate page at the end of the intake)

Food Allergies:

Envimnmental Allergies:_
Drug Allergies:

Hospitalizations:

Significant Trauma:

Signifrcant Dental Work:

What is your average daily diet?

Breakfast:

Lunch:

Dinner:

Snacks:

Any Dietary Restrictions?

Have you been a fiequent ( more than 3* a weelr) sushi eater?

How fiequently do you engage in the following?

Alcohol:

Coffee:

Tea:

Cigarettes:

Tobacco:

Recreational Drugs

Exercise:

Other:
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Occupation Strcss (Chemical, Psychologico lX

Rat€ your stress on a scale of I to l0 (10 being very stressful):_
Att you currently involved in any litigatio暉?

ILve you traveled ou&ide ofthe USA?

Where: When:

How Often:

Do you engage in camping and hiking frequently?

Where:

When:

How Often

PAST MEDICAL HISTORY:(P′ ο
“

′め″ολ
`力

οゞ′
`み

α′″′夕)

MШlps_Who"hg Cough_Measles_Dわ hthena_Scalet F"er_

NephHtis_Kidney Dz_Pneummia_Hett MurmШ _Mollo_

Other (Please indicate):

IMMUNIZATIONS RECEIVED: (P/ease check those ,hat apply)

MMR_ DPT_ Polio_ Hib_ Hep B/C_ Chicken Pox_ Pneumococcus_Asthma_
Autoimmutre Disease_ HPV_

Ottrer @lease indicate):

Family History: @lease check those that apply)

Heart Disease_ Diabetes Cancer_ High BP_ Stroke_ Seizures

Asthma Autoimmune Disease_

Other: ( P I e as e indi cal e):
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MUSCULOSKELETAL
Neck pain/
Stiflir€ss Nervousness

ShOuldCr PaFy

StifF
T“■,ors

Back Ache/Pain Convulsions

Elbow Pain Numbness

Hand Pain Tingling

Hip Pain Nerve Pain

Knee Pain Seizures

Ankle/Foot Pain
Leanling

Disablcd

MuscleAches Migraine
Hcadaches

Muscle Weakness Dizziness

Muscle Cramps Facial Pain

StifFJoints Poor Memorv

Swollen Joints Bell's Palsv

Arthritis
Cloudy
Thinking

Bursitis Brain f'og

Buming
Sensation ADD/ADHD

EYESノEARS

Poor Vsion Opic Ncuntis

Glasses Uvcitis

Night Blindoess Sclc●6s

Blind Ficld
Pressure
Behifld Eyes

Floaters Po∝ Hcarmg

Eye Pain tlearing Aid

Eyc Achc/Stam Ears Ringing

Dry Eyes Recur Ear
Aches

Itchy Eyes Recur
lnfections

l earing Ear Pain

Light Scnsitivity
Noise
Sensitive

Eyc 3all Pain Ear Drainage

Frequent Eye
Infections Pulsing in Ear

■■

On lhe following lists, please check att of the sln prorrrs that you are curren y experiencing:

HEAD&FACE

Headaches

Clor,rn Pain

Throbbing Pain

Burning Pain

Stabbing Pain

Constant Pain

Interm ittent Pain

I)u11/Scvcrc Pain

Worst Season

Worse w/ Menses

iヽorsc in HoyColdヽ rcathcr

Wo.s€ ln DayNight

Agg.avated By Smells

Pressure ln Head

Back of Hcad Pain

Front ofHcgI Pain

RESPIRATORY

Chronic Cough

Productive Cough

Asthma

Wheezing

SOB w/Exation

SOB w/o Excrtion

SOB Lying Down

Phlegm

Chronic Bronchils

Chronic Pneumonia

Diffculty Brcathing

Air Hunger

Other
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SLEEPENERGY

lnsomnia Mood Swings

Difficulry Falling
Anxietv

Dificulサ Staying
Panic Attacks

Poor Sleep

Quali
Temper

Excess Drearns Angcr

Difficulty Waking Depression

Ener$/ Drops Sadness

Fatigue On
AHsi P€nsive

F=iguc Ancr
Me」s

Difficult w/
Decisions

Fatigue w/o
Exertion rcarnll

FatigueAlways Repressed
Emotions

Hyperac t iv ity Predominant
Emotion

Lethargy Easiサ

Strcsscd

Restlessness Apathy

SKIN&Ⅱ A】R

Frequent Colds Sore Gums

Sinus Congestion
Blccdmg
Gums

Sinusitis Dental Decav

Grinding Teeth Carker Sores

Nose Bleeds Jaw Clicking

Post Nぉ 」Drip
Unusual
Tastes

Nasal Discharge Bad Brcah

Loss ofSrnell ■ヽ ″

SIncll o「

Scnsiti

Frcquent
Fevers

Itchy Nose HiYes

SneeziDg Dry Hair

Pollen Allergy Oilv Skin

DustAllergy Excess Skin

Animal Dander
A‖c

Drv Skin

Mold Allergy Sore Throat

Ulcemtions Hoarseness

CARD10VASCUL想

High BP

Low BP

Fainting

chcst rightncss

chcst Pan

Heart Palpitations

Iregulsr Heartbeat

Rapid Hcatbcat

Cold Hands

Cold Fcct

Cold Body Temp

WaIm Body Temp

Swelling in Hands

Swcning in Anklcs

Sock [mprint on Ankles

INTESTIN旭

Exccss Thist

Never Thirsty

Excess Hunger

Never Hungry

Weight cain

Weight Loss

Food Cravings

Nausea

Momitmg

Diar「hca

Con,pation

Blood in Stool

Food in Stool

Urgent Bowl Movement

Gas
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SKIN&HAIR

Pimples Dittcul,
Swallowilg

Oily Hair
Lump in
throat

So"BHmc Nalls COu小

Rarely Sweat Itchy thro江

Bruise Easily 1llushing

()thcr Otha

oma ()thcr

■■

INTESTコ AヽL

Bclchhg

Hcatbun

Stom“hIヽin

Bellv Pain

B10at魂

Cravs Sugar

Crave Csrts

FEMALE (Column betow) MALE (Colunn below)

lregular m€nses Genital Pain

Painhi"壼 OdS Ceni●1 ltching

Heary Periods Impotence

Clots PromstuE Ejaculstion

PMS Seminal Emissions

Pttnin Br`冶 s、 Excess Lfuido

Breast Lumps Dccrc〔scd Libido

Nipple Discharge BI∞d ln UHne

Vaginal Discharge Frequent Urination

vaginal ltching U電∽t Urin=ion

Vaginal Sores Painhl Urin"ion

STD I¨ontinm∝

Menopause Kidncy Stoncs

Ex●ess Libido Night U`n轟 on

Dccrcぉcd Libido Other

Please list any other problems that you would like to discuss with Dr, Marra below:

Do you or a family member have Hemochrcmatosis?
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INSI]RANCE:
Dr. Susan L. Marra does not participate with any HMO, PPO, POS, Medicare, Medicaid or aly other insurance plans. Her
office does not submit insurance claims nor is assignment accepted. All services rendered are fee for service. You will
receive an insurance compliant super-bill to submit to your insurance company ifyou so desire. It is th€ patient's
responsibility to contact their insurance company to determine their coverage and limitations in regards to out ofnetwork
Natuopathic medical services.

PAYMENT:
Payment is expected at the time ofservice. We accept cash, check, visa or mast€rcard. Checks should be made payable to:
Dr. Susan L. Marra. Please refer to the Financial Fee Schedule & Responsibility for more information.

CA}ICELLATION/LATENESS/NGSHOIil:
Please be on time for all appmnrcnts (AficdWdeo/Phone).lf you have a Yideo or Phone appointment, Dr. Marra will
call you at your scheduled time. Please also make sure that you're in an area that has proper phone reception.

INITIAL NI'W PATIPNT APPOINTMI'NT: Appointment must be cancelled at least 3 business days prior to the
scheduled date or the F ULL AMOUNT WILL BE CHARGED.
RSTABT.ISIIED PATIENTS: Appointment must be cancelled at least 2 business days prior to the scheduled follow-up
oT a THE FULLAMOUNT WILL BE CHARGED.
The same applies ifyou do not show up for your appoininent or you cannot complete your cons€nt forms and retum them
to the omce prior to your appoinfnent. If you are running late, please call the office at (206) 299-2676 to notiry us, ard
we will determine ifyou are able to keep or reschedule your appoint. This allows Dr. Marrd to better provide the care that
is required, as well as enswes faimess for everyone.

PATIENTS WT{O SCI{EDULE A}{N FAIL TO KENP THREE APPOINTMNNTS IN THE SPAN OF ONE YEAR
WILL RF DISMISSED FROM TIIE PRACTICE. This is to ensure faimess to both the physician, and other patients
needing to be seen by Dr. Marra. Please be mindful ofthe needs ofothers.

PRESCRIPTIONS:
Prescriptions will be filled for 2 months ONI Y at a time. No other refills will be dispensed until a proper follow up visit
(with routine labs) has occurred. This is to protect both you and Dr Marr4 as this is also a medical legal issue. Ifyou
requireaprescriptionrefilI,@.Yourpharmacywillfaxus.Pleaseallow
24-48 hours for refills to b€ completed. Please plan appropriately ifyou are leaving on vacation, or live out oftown.

APPOINTMENTS:
ForALLSubsequentvisits,patientsarerequiredtohaYe
tDlei[t&eEt These routine labs are not lab specific or require fasting. All patients are required durin gthetr Wdeo ot
Phone appoifinents lo provide Dr. Marra with their vitals (Blood Pressure, Pulse, Temperature and Weight).

PHONE CALLS:
In an effort to conserve time and energy when calling the office, PLEASE LEAVE YOUR NAME' PHONE
ITILIMBER (with ar€a code) and A BRIEF MESSAGE. All calls will be retumed at the end of each business

day. Please be mindful when calling the offrce and Dr. Marra's personal cell phone. Dr. Marra's personal cell
phone is for EMERGf,NCES ONLY. ALL NON fIRGENT texts/nhone calls to Dr. Marra's cell ohone

EilLig*,tg-gleg.We are a highly specialized practice dealing primarily with tick-borne diseases. You must have

a primary care doctor. We are not a primary care practice, and encourage you to call your primary care doctor or
specialist for needs outside ofyour treatment. For all non-urgent or non-related treatment questions, please a

make a list for Dr. Marra at your visits. Please do not email our ofiice with questions as they will not be

answered. It is a HIPAA violation.

I HAVE READ AND UNDERSTOOD THE ABOVE INFORMATION. THE INFORMATION
THAT I HAVE PROVIDED IS TRUEANDACCURATE TO THE BEST OF MYABILITY:
*(For all minors mder the age of 18, we require both parents/guardians to sign and date)

Patient Signature: Date:

Parent/Legal Guardian Signature:

Parrnt/Legal Guardian S

Date:

Date:

Date:Physician Signaturt:

re
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