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Patient’s �rst name Middle name Last name Last 4 digits of Soc. Sec. Number

XXX-XX-

Patient (your name, or if this is your child, the child’s name)

Guardian or Authorized Representative (If patient is under age 18 or adjudged incompetent.)

How can we reach you? (Check the telephone number you prefer us to call. We cannot discuss the results by email.)

Guardian’s/Rep’s �rst name Middle name Last name Last 4 digits of Soc. Sec. Number

XXX-XX-

Home phone Mobile phone Best time to call Email address

If you are not the patient, check one: I am the patient’s legal next of kin legal guardian authorized representative.

Work phone Extension

City Zip CodeState

Date of Birth MM/DD/YYYY Age Gender

Male  Female

Marital Status

Married  Divorced  Separated  Single  Widow(er)ed  Partnered

Street address (not Post O�ce Box) Date today MM/DD/YYYY

Tell us about your work and environmental exposures. Check those that apply.

Have you worked in manufacturing or fabricating metals  plastics  petroleum  rubber  textiles  glass  ceramics  paper

electronics  hot-type printing  batteries  �berglass?

Have you been signi�cantly exposed to fertilizers  pesticides  rodenticides  herbicides  fungicides  paints and thinners

wood preservatives  batteries  alloys  dyes ?

Have you done health service maintenance  chemical processing  electroplating  soldering  welding  metal cutting

leather tanning  �reworks  metal smelting (copper, lead, zinc, etc.)  photographic darkroom work?

Have you ever lived or worked near a coal-burning power plant (like Belews Creek)  mercury mine  nickel re�nery  golf course

chloralkali plant  phosphate mine  apple or peach orchard or tobacco farm?

Have you ever had 10 or more silver-colored �llings in your teeth? No  Yes   Have you ever worked in a dental o�ce?  No  Yes

Do you  take mineral supplements  use traditional or herbal medicines  eat seafood more than three times a month?

Have you ever had Candida-Related Complex (CRC) or yeast infections? No  Yes

Do you smoke cigarettes? Never smoked  Smoke now, about packs a day  week  Quit (when)

If you smoked, how long? About years. How much? About packs a day  week.

Other tobacco use: Pipe  Cigars  Snu�  Chew   Are you exposed to second-hand smoke?  No Yes

Have you built a deck or other structure, using pressure-treated lumber that was manufactured before 2003?  No Yes

Does your child have problems with intelligence, concentration or language development?  No Yes

Do you get your water from a well?  No Yes    Do you have old water pipes in your house?  No Yes

Have you lived in a house built before 1978?  No  Yes    Have you ever renovated an old house?  No  Yes

Tell us about your relatives’ health. Has a blood relative had any of the following? If so, check and show exact relationship: Your mother,

father, brother or sister; your mother’s mother, father, brother or sister; your father’s mother, father, brother or sister. If  person adopted, note that.

RelationshipDisease or illness RelationshipDisease or illness

Alzheimer’s Disease, dementia

Autism Spectrum Disorder

Cancer

Cardiovascular disease

Mental problems

Parkinson’s Disease

Your signature Reviewed by physician (signature) Date reviewed
MM/DD/YYYY

Please sign below Section below reserved for physician

After you have completed the questionnaire...

If you checked a dozen or more symptoms — or have signi�cant

exposures — you may have problems with Heavy Metals Toxicity.

Review at, www.VaughanIntegrativeMedicine.com, to see whether

you wish to be further evaluated by us. Send completed question-

naire only after you have a con�rmed appointment.

How to send us your completed questionnaire:

1. Print the form on your printer

2. Fax the form to (336) 808-3628 (Voice line: 808-3627) ...OR...

3. Mail the form to Vaughan Integrative Medicine, Suite A, 1301 W.

Wendover Avenue, Greensboro, NC 27408
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