
, ......... _ 
' 

COUNTRY HEALTH CLINIC 
CARING NATURALLY, ONE PERSON AT A TIME 

Name ___________________ Date _____ Phone( __ ) _____ _ 

Address _______________ City _ ________ State ___ Zip. ___ _ 

Date of Birth ________ M __ F __ Age __ Height ____ Weight ____ _ 

Email __________________ Referred by _____________ _ 

Employer ____________________ Work Phone __________ _ 

Spouse _______________ _ Spouse Phone( __ ) __________ _ 

Nearest Relative Not Living With You ______________ Phone( __ ) _____ _ 

Present/Previous Diagnosis: ____________________________ _ 

Treatments Received for Diagnosis: _________________ ________ _ 

Current Prescriptions: ________ ______________________ _ 

Dental Work (metal fillings, root canals, implants, etc) _________________ _ 

When year Dental work was done: _________________________ _ 

At present, what is your chief complaint? ______________________ _ 

How long have you had these conditions? _____ _________________ _ 

Is this condition getting worse? Yes ___ _ No ____ _ 

Have you been on a nutritional program before? Yes. ____ No ___ _ 

Please list any foods you choose not to partake of that may affect supplement choice for example 

pork, f ish, etc __________________________________ _ 

Circle which form of nutritional supplements you prefer: Capsules 

Hearing Aid 

Liquid/Powder 

Circle if you wear: 

Circle if you use: 

Glasses 

Tobacco 

Contacts 

Alcohol Coffee (more than two cups daily) 

Allergies ___________________________________ _ 

Surgeries ________ ___________________________ _ 

If female, are you pregnant or nursing? Yes. ___ _ No ___ _ 

7465 Bannock Hwy 
Pocatello ID 83204 

Telephone: 208-397-4756 
Fax: 208-397-5226 

Website: www.drscountryhealth.com 
Ema ii: i nfo@ld rscou ntryhea Ith.com 












