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Thank you for choosing Brookview Wellness for your care, we look forward to meeting you! 

Please provide everything listed below at least 48 hours prior to your first appointment so that the doctor can 
review your file prior to your first visit. If you are unable to complete and submit the following within 48 hours of 
your appointment please contact the office to have your appointment rescheduled. If you have any additional 
questions please email us at info@brookviewwellness.com.  
 

1. Complete the “ONLINE Intake Form” under the Functional Medicine Tab on our website 
www.brookviewwellness.com, click submit to deliver electronically. No need to print this.  
 

2. Complete the below “Assessment Questionnaires”, these are meant to ask many of the same questions, 
please just answer quickly, no need to look up your answer from an earlier section.  
 

3. Complete the below “Timeline” add any traumas, hospitalizations, stressful or emotional times in your life, 
such as a loss of a loved one. Any medical conditions, what your life was like as a child, your mother or 
father’s health at birth. What was your birth experience? Were you delivered naturally, via C-section? Were 
you born on your due date, after due date or born pre-mature? Were you fed breast milk or formula? And any 
additional information that may be important. 

 
4. Please include any diagnostic lab testing from the last 1-2 years. 

 
5. Please include any imaging such as X-ray, MRI, CT, Ultrasound, etc. that relates to your condition. If you only 

have reports, please include them. If you have CD’s or images please bring them to your first appointment. 
 

6. Rate on a scale of 5 (very willing) to 1 (not willing): In order to improve your health, how willing are you to: 
 Significantly modify your diet _____    
 Take several nutritional supplements each day _____ 
 Record of everything you eat each day _____ 
 Modify your lifestyle (e.g., work demands, sleep habits) _____ 
 Practice a relaxation technique _____ 
 Engage in regular exercise _____ 

7. Rate on a scale of 5 (very confident) to 1 (not confident at all): 
 How confident are you of your ability to organize and follow through on the above health-related 

activities? _____ 



 If you are not confident of your ability, what aspects of yourself or your life lead you to question 
your capacity to follow through? _____________________________________________________ 
_________________________________________________________________________________ 

8. Rate on a scale of 5 (very supportive) to 1 (very unsupportive): 
 At the present time, how supportive do you think the people in your household will be to your 

implementing the above changes? _____ 
 Rate on a scale of 5 (very frequent contact) to 1 (very infrequent contact): How much ongoing 

support (e.g., telephone consults, email correspondence) from our professional staff would be 
helpful to  you as you implement your personal health program? _______ 

 Comments_______________________________________________________________________ 
________________________________________________________________________________ 

 

Health Goals 
What do you hope to achieve in your visit with us? _______________________________________________________ 
_________________________________________________________________________________________________ 
 
When was the last time you felt well?  _________________________________________________________________ 
_________________________________________________________________________________________________ 
 
Did something trigger your change in health?  ___________________________________________________________ 
_________________________________________________________________________________________________ 
 
What makes you feel better? ________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
What makes you feel worse? _________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
How does your condition affect you? __________________________________________________________________ 
_________________________________________________________________________________________________ 
 
What do you think is happening and why? ______________________________________________________________ 
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
 
What do you feel needs to happen for you to get better? 
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 





 













 



 

 


