
Name: __________________________________________________________ DOB: __________________________________________

Address: ________________________________________________________________________________________________________

Phone: _____________________________ Email: _____________________________________________________________________

Occupation: ____________________________________________________________________________________________________

Height: __________________________________ Weight: _____________________________________________________________

Name of GP: _____________________________________________________ Suburb: _____________________________________

Name of Specialist: ________________________________________________ Suburb: __________________________________

Specific reason for your appointment and other current health concerns:

1. _________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

2. ________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

3. ________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

Recent pathology/tests/investigations/operations and dates performed.

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

Have you experienced major stress in the last 12 months? (for example, death in the family, divorce,

bankruptcy) Please describe

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

Nicky Gonis Holistic Health

Nicky Gonis Holistic Health
ABN: 87 272 376 016

0473 871 426
ng.naturopath@outlook.com
adelaideholistichealth.com



Nicky Gonis Holistic Health
General Health Questionnaire:

Below are a series of health symptoms. Please check boxes with
a tick for present symptoms and a cross for past symptoms.

Please leave the box blank if you have never experienced this
symptom.
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Below are a series of health symptoms. Please check boxes with

a tick for present symptoms and a cross for past symptoms.
Please leave the box blank if you have never experienced this
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0473 871 426
ng.naturopath@outlook.com
adelaideholistichealth.com



Nicky Gonis Holistic Health

Please list any health concerns of family members including siblings, parents and grandparents:
________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________

Current medications (including dosage):
________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________

Current supplements (dose and brand):
________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________

List any other health concerns you have:_
________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________
What are your main 3 treatment goals or expectations?
1. ______________________________________________________________________________________________________________________________
2. ______________________________________________________________________________________________________________________________
3. ______________________________________________________________________________________________________________________________
Do you follow a specific diet? i.e Vegan, Vegetarian, Gluten Free, Dairy Free, Paleo, Keto?
Yes  
No       
Which diet? __________________________________________________________________________________________________________________
If you answered yes, are you willing to change your diet for health benefits?
Yes 
No       
If No, please explain why ___________________________________________________________________________________________________
Please understand that all information is held in strict confidentiality. It is very important that the client builds a
strong sense of trust with the practitioner. If there is anything further you would like to discuss with me before the
session or any boundaries that you would like to set to ensure your comfort and relaxation, please bring these
issues to my attention.
THANK YOU FOR TAKING THE TIME TO FILL OUT THIS INTAKE FORM
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