COMPLEMENTARY CONSULTATION FORM

THE WEST CLINIC
1188 CALL CREEK DRIVE
POCATELLO, IDAHO 83201
NAME:
ADDRESS:
CITY
STATE:
HOME PHONE

MOBILE PHONE:

EMAIL ADDRESS

FAX NO:

HOW DID YOU HEAR ABOUT OUR OFFICE (PLEASE ANSWER AS WE HAVE A SPECIAL REFERAL PROGRAM)?

PLEASE GIVE ME THE DETAILS OF YOUR CONDITION. WHEN DID YOUR CONDITIONS START?

DO YOU HAVE A MEDICAL DIAGNOSIS?

PLEASE LIST YOUR MAJOR COMPLAINTS:

WHAT ARE YOUR MEDICAL OPTIONS?
DRUGS, SURGERY?

PLEASE LIST ANY MEDICATIONS (RX)?

PLEASE LIST ANY VITAMINS, MINERALS
HERBS OR HOMEOPATHIC

¢ West Clinic Complementary Evaluation Form ¢




Please mark on the diagram below, where your symptoms are located.

Please indicate if you
have an internal condition.

N € Diabetes € Heart concern
Bl View € Stomach problems € Ashthma
€ Gallbladder € Allergies
€ Acne € Skin condition
€ Fibromyalgia
€ Lyme’s disease
€ Cancer
€ Autoimmune disorders
€ Hormone imbalance
Other internal condition:

Please mention what other medical treatments you have tried

Please list what other doctors you have seen (include MD, DO,
DC, DDS, Physical Therapy, Massage Therapy or other:

The West Clinic
1188 Call Creek Drive
Pocatello, Idaho 83201
Ph. 208-232-3216
Fax — 208-232-9412
Email: consultation @thewestclinic.net




