Dr. Tara Barker, ND

Nature Care of Sedona

325 View Drive, Sedona AZ 86336

Phone: (928) 204-1986      Email: drbarker@NatureCare.net
Registration and Medical History

Today’s Date: _____________________________

Name: ________________________________________________________________

Home Address: _________________________________________________________

Home Phone: _____________________________

Work Phone: ______________________________

Fax Number: ______________________________

Email Address: __________________________________________________________

Credit Card Number and Expiration Date (if you wish to have medicines delivered to your home): ____________________________________________________________

Birthdate: ____/____/______ Age: _______ Blood Type: _______ Sex:  Female  Male

Marital Status:     Single    Married    Cohabitating    Divorced    Separated    Widowed

Number of Household Members: ________________ Number of Children: ___________

Educational Degree(s): ___________________________________________________

Race: ________________ Religious/Spiritual Affiliation: _________________________

Occupation: ____________________________________________________________  

Employer Name: ________________________________________________________

Emergency Contact: _____________________________________________________

Phone: ________________________ Relationship: _____________________________

Name of Person Responsible if Patient is a Minor: ______________________________

How did you hear about Dr. Barker? _________________________________________

Personal Physician/Last Physician Seen: _____________________________________

Physician Phone: ____________________ Physician City: _______________________

Condition(s) Treated: _____________________________________________________

Health Concerns.  Reply as detailed as you would like and attach another sheet if necessary.

What is the primary condition/reason that you are seeking treatment: _______________

____________________________________________________________________________________________________________________________________________

Brief history of this condition: _______________________________________________

____________________________________________________________________________________________________________________________________________

______________________________________________________________________

Are you currently utilizing any treatments for this condition: _______________________

______________________________________________________________________

Are you satisfied with the treatments you are using? ____________________________

Please list any other health problems of which you are aware: 

1. ________________________________________________________________  

2. ________________________________________________________________

3. ________________________________________________________________

4. ________________________________________________________________

Do you presently use any prescription medications (please list name, dosage, and/or bring to your appointment): ________________________________________________

____________________________________________________________________________________________________________________________________________

______________________________________________________________________

Do you currently use any over the counter, herbal, vitamin, or other medications/therapies (please list name, dosage, and/or bring to your appointment): 

____________________________________________________________________________________________________________________________________________

______________________________________________________________________

____________________________________________________________________________________________________________________________________________

Are there particular treatment(s) that you are especially interested?      

(  ) herbs  (  ) homeopathy  (  ) hydrotherapy  (  ) nutrition  

(  ) lifestyle modification  (  ) nutritional supplements  (  ) other: ____________________

What do you wish to improve or accomplish in our visit?  Do you have a specific health goal(s)? _______________________________________________________________ ____________________________________________________________________________________________________________________________________________

Describe any allergies or adverse reactions to medications, foods, or chemicals: ______________________________________________________________________

____________________________________________________________________________________________________________________________________________

General Wellness Questions   
Are you happy with your current lifestyle? Please explain: ________________________ ______________________________________________________________________

______________________________________________________________________

Is weight control an issue for you? How so? ___________________________________ 

______________________________________________________________________

Do you feel physically attractive? ___________________________________________

Do you practice any stress relief/relaxation exercises? Please list with frequency of practice: _______________________________________________________________ ______________________________________________________________________

______________________________________________________________________

Do you practice any regular leisure time activities? ______________________________

______________________________________________________________________

How many hours each day are spent watching TV, on a computer, or gaming? _______

Do you take a day each week, or time each day, to relax, contemplate, or enjoy time alone? ________________________________________________________________

How many hours of sleep do you get each night and is your sleep satisfactory? _______

______________________________________________________________________

Do you fall asleep easily and sleep soundly? __________________________________

Do you brush and floss your teeth regularly?  No   Daily   Two times   Three times   More

Do you feel you have enough energy to meet your daily tasks? ____________________

How many close friends do you have? _______________________________________

Would you say you have a good support system (friends, family, church, etc.)? _______

______________________________________________________________________

Are you satisfied in your current primary relationship? ___________________________

Does your sexual relationship feel gratifying? __________________________________

Do you have specific goals in your personal and/or professional life? _______________

______________________________________________________________________

Do you feel you give yourself more supportive inner messages than negative? ________

Do you feel you are free to express all your emotions including anger, fear, sadness, and hopelessness?  Do you freely express them? __________________________________

______________________________________________________________________

Do you have any unresolved issues or traumas from your past?  Please explain: ______

____________________________________________________________________________________________________________________________________________

How would you describe your personality (competitive, shy, extroverted, introverted, etc.)? _________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Do you feel you can meet your financial needs and/or desires? ____________________

How many hours do you work each week? ____________________________________

How many days/weeks of vacation do you take each year? _______________________

______________________________________________________________________

Is your job entirely satisfactory? Please explain: ________________________________ ______________________________________________________________________

Do you work around or use loud machinery or firearms regularly? __________________

If yes, do you always wear hearing protection? _________________________________

How often do you use seatbelts while driving and as a passenger? _________________

Have you ever been exposed to toxic chemicals? If yes, please list: ________________ ______________________________________________________________________

Have you ever worked around or as a (circle all that apply):  miner, tanner, mechanic, paper mill, ship builder, furniture maker, electronics, hospital, welding, painter, metal work, cotton, silica, asbestos, farmer, beauty salon, radioactive ores, animals, fumes?

Lifestyle and Nutrition

Please list your average activities over the last few months (i.e., walking, biking, jogging, yoga, etc): _____________________________________________________________

______________________________________________________________________

Do you perform any type of exercise daily or 3-5 times per week? __________________

______________________________________________________________________

Do you enjoy movement and exercise?  Why? _________________________________

Are you satisfied with your current diet? ______________________________________

Do you eat breakfast, lunch, and dinner each day?   (  ) yes    (  ) no

If no, why not? __________________________________________________________

Do you feel you have adequate time to savor each meal and eat at a relaxing pace?

(  ) yes    (  ) no    If not, why? ______________________________________________

How much water do you consume on an average day? __________________________

How many caffeinated beverages (coffee, tea, colas, energy drinks) do you consume on an average day? ________________________________________________________

	How often do you eat fried foods?         
	(  ) never 
	(  ) 1-3 times/week  
	(  ) 4-7 times/week

	How often do you eat ‘fast food’?         

How often do you eat ‘sweets’?                          
	(  ) never  

(  ) never     
	(  ) 1-3 times/week  

(  ) 1-3 times/week
	(  ) 4-7 times/week

(  ) 4-7 times/week

	How often do you eat red meats?         
	(  ) never  
	(  ) 1-3 times/week  
	(  ) 4-7 times/week

	How often do you eat fish?                    
	(  ) never  
	(  ) 1-3 times/week  
	(  ) 4-7 times/week

	How often do you eat dairy products?   
	(  ) never  
	(  ) 1-3 times/week  
	(  ) 4-7 times/week

	How often do you eat vegetables?        
	(  ) never  
	(  ) 1-3 times/week  
	(  ) 4-7 times/week

	How often do you eat fruits?                 
	(  ) never  
	(  ) 1-3 times/week  
	(  ) 4-7 times/week

	How often do you eat whole grains?  
	(  ) never  
	(  ) 1-3 times/week  
	(  ) 4-7 times/week

	How often do you eat beans?             
	(  ) never  
	(  ) 1-3 times/week  
	(  ) 4-7 times/week


What are your favorite foods? ______________________________________________

____________________________________________________________________________________________________________________________________________

Do you have any foods you just couldn’t live without or that you crave often? _________

______________________________________________________________________

Are there any foods you dislike or give you a negative reaction? ___________________

______________________________________________________________________

Have you changed your diet due to your current health condition, or have you ever made diet modifications, and noticed an improvement in your symptoms and well-being?  What changes did you make? ___________________________________________________

____________________________________________________________________________________________________________________________________________

Alcohol, Tobacco, and Drug Usage

Use of recreational drugs:   (  ) never/infrequent   (  ) 1-3 times/week   (  ) 4-7 times/week  

Type of drug(s) used: _____________________________________________________

How long have you used each drug: _________________________________________

______________________________________________________________________

Use of alcohol:  (  ) never/infrequent   (  ) 1-4 times/week   (  ) 5-7 times/week

Type of alcohol you drink: _________________________________________________

How long have you been drinking the above amount: ____________________________

Do you now use or have you ever used tobacco products?   (  ) yes    (  ) no

What type of tobacco products do/did you use? ________________________________

Amount each day used: ______________________ Total years used: ______________

If you have quit using tobacco products, when did you quit? ______________________

Recent and Preventative Medical Care

(Please provide copies of lab work or other medical records if you have them)

Last Physical Exam       Date: ______________   Result: _____________

Last Blood Work           Date: ______________   Result: _____________

Last Urinalysis               Date: ______________ Result: _____________

Last Blood Pressure      Date: ______________   Result: _____________

Last X-rays                    Date: ______________  Result: _____________

Last Vision Check         Date: ______________  Result: _____________

Last Hearing Check       Date: _​_____________  Result: _____________

Last Dental Check         Date: ______________  Result: _____________

Last Stool Blood Check Date: ______________    Result: _____________

For Women:

Last Annual Exam:         Date: _______________  Results: _______________________

History of Abnormal Pap:  (  ) yes  (  ) no        If yes, what treatment did you have:

______________________________________________________________________

Do you perform regular breast self-examinations?  (  ) yes  (  ) no   

How often: _____________________________________________________________

Any history of fibrocystic/cysts/lumps/pain in breasts?  (  ) yes  (  ) no

Number of Pregnancies: ______________ Number of Living Children: ______________

Number of Miscarriages: ______________ Number of Abortions: __________________

Any problems in pregnancies: ______________________________________________ 
For Men:

Do you perform regular testicular self-examinations?  (  ) yes  (  ) no

How often: _____________________________________________________________     

Any history of swelling/lumps/pain in testicles?  (  ) yes  (  ) no

Immunizations and History of Childhood Diseases

	Diphtheria  
	(  ) Immunized    
	(  ) Had condition    
	(  ) Neither

	Pertussis    
	(  ) Immunized    
	(  ) Had condition    
	(  ) Neither

	Tetanus
	(  ) Immunized    
	(  ) Had condition    
	(  ) Neither

	Measles   
	(  ) Immunized    
	(  ) Had condition    
	(  ) Neither

	Mumps  
	(  ) Immunized    
	(  ) Had condition    
	(  ) Neither

	Rubella
	(  ) Immunized    
	(  ) Had condition    
	(  ) Neither

	Polio  
	(  ) Immunized    
	(  ) Had condition    
	(  ) Neither

	Smallpox  
	(  ) Immunized    
	(  ) Had condition    
	(  ) Neither

	Hib   
	(  ) Immunized    
	(  ) Had condition    
	(  ) Neither

	Hep B
	(  ) Immunized    
	(  ) Had condition    
	(  ) Neither

	Influenza
	(  ) Immunized    
	(  ) Had condition    
	(  ) Neither


Other Vaccine or Condition:________________________________________________

Any adverse reactions to Vaccinations: _______________________________________

Family History

Has any relative had one or more of the following conditions?  Check all that apply and indicate type of condition where applicable.

	
	Grandmother
	Grandfather
	Mother
	Father
	Aunt
	Uncle
	Sister/Brother 
	Spouse
	Child

	Cancer
	
	
	
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	
	
	
	

	Heart Disease
	
	
	
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	
	
	
	

	High Cholesterol
	
	
	
	
	
	
	
	
	

	Bowel/Colon Disorder
	
	
	
	
	
	
	
	
	

	Glaucoma
	
	
	
	
	
	
	
	
	

	Psychiatric Disorder
	
	
	
	
	
	
	
	
	


Indicate general health of your family members below:

	
	Age
	State of Health

(Ex, good, fair, poor)
	Cause of Death 

(if deceased)

	Paternal Grandfather
	
	
	

	Maternal Grandfather
	
	
	

	Paternal Grandmother
	
	
	

	Maternal Grandmother
	
	
	

	Father
	
	
	

	Mother
	
	
	

	Brothers
	
	
	

	Sisters
	
	
	

	Children
	
	
	


Recent Health

Do you now have or had you had any of the following symptoms or conditions in the past 12 months?

	VISION/EYES                                                   
	HEARING/EARS                            

	(  ) yes  (  ) no    Blurred Vision                             
	(  ) yes  (  ) no    Earaches

	(  ) yes  (  ) no    Double Vision                             
	(  ) yes  (  ) no    Discharge

	(  ) yes  (  ) no    Eye Infection                              
	(  ) yes  (  ) no    Ringing or Noises

	(  ) yes  (  ) no    Eye Pain                                     
	(  ) yes  (  ) no    Hearing Loss

	(  ) yes  (  ) no    Change in Vision                        
	(  ) yes  (  ) no    Ear Infection

	(  ) yes  (  ) no    Glaucoma                                   
	(  ) yes  (  ) no    Dizziness/Vertigo

	(  ) yes  (  ) no    Cataracts                                    
	Other: ____________________

	(  ) yes  (  ) no    Need Glasses or Contacts
	

	Other: ________________________
	

	
	

	Respiratory/Breathing                           
	heart/blood vessels

	(  ) yes  (  ) no    Nose Bleeds                                
	(  ) yes  (  ) no    Chest Pain

	(  ) yes  (  ) no    Head Colds                                  
	(  ) yes  (  ) no    High Blood Pressure                                      

	(  ) yes  (  ) no    Sinus Infection                                                      
	(  ) yes  (  ) no    Palpitations

	(  ) yes  (  ) no    Allergies/Hay Fever                      
	(  ) yes  (  ) no    Swelling of Ankles

	(  ) yes  (  ) no    Hoarseness                                  
	(  ) yes  (  ) no    Leg Cramps

	(  ) yes  (  ) no    Sore Throat                                  
	(  ) yes  (  ) no    Varicose Veins

	(  ) yes  (  ) no    Asthma                                         
	(  ) yes  (  ) no    Unable to lie down flat at night

	(  ) yes  (  ) no    Cough                                           
	(  ) yes  (  ) no    Heart Attack

	(  ) yes  (  ) no    Shortness of Breath                                              
	(  ) yes  (  ) no    Stroke

	(  ) yes  (  ) no    Pneumonia                                   
	(  ) yes  (  ) no    Aneurysm

	Other: ________________                                     
	(  ) yes  (  ) no    High Cholesterol/Triglycerides                

	                                                                                
	Other: ___________________

	                                                                                
	

	DIGESTIVE SYSTEM                                          
	KIDNEY/BLADDER

	(  ) yes   (  ) no     Stomach Pain                              
	(  ) yes   (  ) no     Pain on Urination           

	(  ) yes   (  ) no     Heartburn                                    
	(  ) yes   (  ) no     Difficulty Starting Urination  

	(  ) yes   (  ) no     Indigestion                                                               
	(  ) yes   (  ) no     Blood in Urine

	(  ) yes   (  ) no     Belching                                      
	(  ) yes   (  ) no     Incontinence

	(  ) yes   (  ) no     Change in Appetite                     
	(  ) yes   (  ) no     Frequency/Urgent

	(  ) yes   (  ) no     Nausea or Vomiting                    
	(  ) yes   (  ) no     Kidney Stones

	(  ) yes   (  ) no     Difficulty Swallowing                   
	(  ) yes   (  ) no     Bladder Infection

	(  ) yes   (  ) no     Vomiting Blood                            
	(  ) yes   (  ) no     Urethritis

	(  ) yes   (  ) no     Constipation                                
	(  ) yes   (  ) no     Kidney Infection

	(  ) yes   (  ) no     Diarrhea                                      
	(  ) yes   (  ) no     Pain in Bladder/Kidney

	(  ) yes   (  ) no     Black Stools                                
	Other: _____________________

	(  ) yes   (  ) no     Blood in Stools                                                        
	

	(  ) yes   (  ) no     Gall Bladder Problems                
	

	(  ) yes   (  ) no     Liver Disease
	

	(  ) yes   (  ) no     Hemorrhoids
	

	(  ) yes   (  ) no     Hernia
	

	(  ) yes   (  ) no     Colitis
	

	(  ) yes   (  ) no     Ulcer 
	

	Other: ______________________
	

	BONES/JOINTS                                                      
	SKIN

	(  ) yes   (  ) no     Back Pain                                    
	(  ) yes   (  ) no     Skin Rash

	(  ) yes   (  ) no     Joint Aches                                 
	(  ) yes   (  ) no     Easy Bruising

	(  ) yes   (  ) no     Joint Swelling                              
	(  ) yes   (  ) no     Changing/ Unusual Moles    

	(  ) yes   (  ) no     Tingling/Weakness                      
	(  ) yes   (  ) no     Swollen Glands

	(  ) yes   (  ) no     Muscle Spasms                           
	(  ) yes   (  ) no     Acne/Eruptions

	(  ) yes   (  ) no     Trembling                                    
	(  ) yes   (  ) no     Rosacea

	(  ) yes   (  ) no     Numbness                                   
	(  ) yes   (  ) no     Eczema

	(  ) yes   (  ) no     Recent Fracture                           
	(  ) yes   (  ) no     Warts

	(  ) yes   (  ) no     Problems Walking                       
	Other: ____________________

	(  ) yes   (  ) no     Arthritis
	

	(  ) yes   (  ) no     Neck Pain
	

	(  ) yes   (  ) no     Recent Accident
	

	(  ) yes   (  ) no     Recent Surgery
	

	Other: ______________________ 
	

	
	

	ENDOCRINE/GLANDS                                                              
	Neurological

	(  ) yes   (  ) no     Increased Thirst                           
	(  ) yes   (  ) no     Seizures

	(  ) yes   (  ) no     Increased Urination                      
	(  ) yes   (  ) no     Nerve Pain

	(  ) yes   (  ) no     Weight Gain/Loss                         
	(  ) yes   (  ) no     Fainting

	(  ) yes   (  ) no     Fatigue                                         
	(  ) yes   (  ) no     Dizziness

	(  ) yes   (  ) no     Nipple Discharge                          
	(  ) yes   (  ) no     Headaches

	(  ) yes   (  ) no     Intolerance to Heat/Cold                       
	(  ) yes   (  ) no     Nervous Tics

	(  ) yes   (  ) no     Change in Texture of Hair            
	(  ) yes   (  ) no     Insomnia

	(  ) yes   (  ) no     Hypothyroid/Hyperthyroid             
	(  ) yes   (  ) no     Depression

	(  ) yes   (  ) no     Diabetes    Type: ______                              
	(  ) yes   (  ) no     Anxiety

	Other: _________________
	(  ) yes   (  ) no     Difficulty Concentrating   

	                                                                              
	Other :__________________                                                                     

	For Women:                                                              
	For Men:

	(  ) yes   (  ) no     Vaginal Discharge                        
	( ) yes   ( ) no    Discharge from Penis

	(  ) yes   (  ) no     Menstrual Pain                            
	( ) yes   ( ) no    Pain in Penis

	(  ) yes   (  ) no     Increase in Bleeding    
	( ) yes   ( ) no    Pain in Testicles     

	 ( ) yes   (  ) no     Pain/Bleeding after      

                             Intercourse                 
	( ) yes   ( ) no    Trouble Attaining/ Maintaining an 

                          Erection  

	(  ) yes   (  ) no     Skipped/Absent Periods
	( ) yes   ( ) no    Is Sex Satisfactory

	(  ) yes   (  ) no     Vaginal Itching                             
	Other: _________________________________

	(  ) yes   (  ) no     Is Sex Satisfactory
	

	Other: _____________________________
	

	
	

	BLOOD SYSTEM                                                      
	CANCER

	(  ) yes   (  ) no     Anemia                                         
	(  ) yes   (  ) no     

	(  ) yes   (  ) no     Bleeding Disorder                          
	Type: __________________________________

	(  ) yes   (  ) no     Abnormal Hemoglobin                  
	Date Diagnosed: _________________________

	Other: _____________________________                     
	Treatment: ______________________________  

	
	Other: _________________________________

	
	

	
	

	
	


Please read the following statements carefully.  Ask questions if you need clarification.  Sign below.  

The above information provided to Dr. Barker is true to the best of my knowledge.  

I understand that all information I provide in this packet as well as via conversations is confidential.  

I understand that I can request copies of my medical records at any time and I can also refuse to relinquish copies of my medical records to anyone at any time except by proper request from a court of law.

I understand that each treatment and procedure has benefits and risks.  I understand that I can choose to be fully informed of these benefits and risks and ask any questions I may have at any time.

I understand that I am always welcome to acquire a second opinion.

I understand that although my treatment will be researched and individualized for my particular case, no guarantees can be made regarding my health.

Signature _________________________________________ Date ___________

