Functional & Longevity Medicine Intake Questionnaire
Section 1: Personal & Contact Information
Full Name:
Date of Birth:
Age:
Sex:  Male  Female Phone:
Email:
Address:
Emergency Contact (Name, Relationship, Phone):
Occupation:
Typical Work Schedule:
How did you hear about us? (Referral, web, friend, etc.):


Section 2: Health Goals & Concerns
What are your top 3 health concerns or symptoms? 1.
2.
3.
What do you hope to accomplish through our program in the next 3-6 months? If you could wave a magic wand and eliminate 3 problems, what would they be? When was the last time you felt truly well?
Do any specific events or changes seem to have triggered your current health issues? What makes your symptoms worse? What makes them better?

Section 3: Motivation & Readiness

On a scale from 1 (not ready) to 10 (fully ready), how ready are you to make lifestyle changes?
Rate your motivation to improve your health:  Low  Medium  High Do you believe stress is reducing your quality of life?   Yes   No
What are the biggest sources of stress in your life?
How do you typically cope with stress? (e.g., exercise, meditation, social time) What do you feel could interfere with your success in this program?
Do you feel supported by your friends or family in making health changes?   Yes   No


Section 4: Medical History
Please check all that apply:
(Metabolic, Autoimmune, Cardiovascular, Neurological, GI, Pain, etc. – detailed checklist) Other diagnoses not listed above:
Major surgeries or hospitalizations (with dates):
Family history of chronic illness (list conditions & relatives):


Section 5: Medications, Supplements & Allergies
List current prescription medications (name, dose, frequency, reason): List vitamins, supplements, or peptides currently taking:
Any medication or supplement side effects or intolerances? Any medication allergies?  Yes  No. If yes, list:
Any food allergies or sensitivities?   Yes   No. If yes, list:


Section 6: Peptide & Regenerative Therapy
Have you used peptide therapy in the past?   Yes   No
Please check all peptides used (BPC-157, CJC-1295, TB-500, etc.): How long did you use them and what were the outcomes?
Are you interested in exploring peptides or regenerative therapies?   Yes   No

Have you ever had NAD+, stem cell, or exosome treatments?


Section 7: Hormones & Metabolism
Current weight: 	Height: 	
Recent weight change (>10 lbs)?   Yes   No
Symptoms: fatigue, cravings, cold hands/feet, brain fog, etc. Women: Menstrual history, Menopause status, HRT use
Men: Low T symptoms, Testosterone therapy use


Section 8: Gastrointestinal & Microbiome
Do you have frequent bloating, constipation, diarrhea, reflux, cramping, nausea? Bowel movement frequency and quality:
Diagnosed GI issues: IBS, IBD, GERD, SIBO, Celiac? Do any foods worsen your symptoms?
Antibiotic history, probiotic use?


Section 9: Brain, Cognition & Mood
Concerns about memory, focus, word recall, mood:
Mental health diagnoses (depression, anxiety, PTSD, etc.): Current therapy/counseling use?
Family history of Alzheimer’s, Parkinson’s?


Section 10: Sleep & Recovery
Average sleep per night:
Do you feel rested in the morning?
Sleep problems: falling/staying asleep, snoring, apnea Sleep aids (melatonin, meds, CPAP)?

Do you track sleep (Oura, Whoop)?


Section 11: Energy & Stamina
Describe daily energy levels and time of day variations: Caffeine use and dependence:
Do you feel exhausted after minimal activity?


Section 12: Substance Use
Tobacco use (type/frequency):
Alcohol use (drinks per week):
Cannabis/THC use (form/frequency):
Recreational drug use?
Past substance use concerns:


Section 13: Physical Activity & Musculoskeletal
Do you exercise? (type, frequency) Pain or limitations with movement? Chronic pain (location, severity):
Joint stiffness or arthritis:
Surgeries, PT, or chiropractic history:


Section 14: Aesthetics & Longevity Goals
Concerns: skin texture, wrinkles, hair loss, muscle tone, sexual health Interest in aesthetic procedures or longevity peptides?
Describe your ideal youthful health/longevity goals:


Section 15: Lifestyle & Diet

Typical day of eating (meals, snacks, drinks):
Do you follow a specific diet (e.g., keto, paleo, IF)? Meals/day, servings of fruits & veggies:
Food source (home vs. restaurant):
Water intake (glasses/day):
Do you engage in hobbies or relaxing activities? Who supports you in your health goals?

Section 16: Additional Notes
Is there anything else you'd like your provider to know about your health, concerns, or goals?
