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Welcome to the University of Michigan Health System 

Briarwood Family Medicine
Integrative Medicine

You have scheduled an appointment with Integrative Family Medicine and we are enclosing a number of forms for you to complete prior to your appointment.  This will assist us in working with you toward a complete assessment, as well as give you an opportunity to complete the forms in a more comfortable setting, prior to your visit in our office.  It is very important that you complete all your forms prior to your appointment and to bring all of them to your clinic visit.

Please bring any current medications or supplements (the actual containers) you are taking with you to your first visit.

It is necessary for you to call the UMHS Registration line, to register, or update your registration, prior to your scheduled appointment time.  The telephone number(s) to register and/or update your information is (734) 936-4990, or toll free at 1-866-452-9896.  Please advise them that you have an appointment at Integrative Family Medicine.
If you are a new patient to our clinic, we ask that you arrive 20 minutes before your scheduled appointment time in order to fill out any necessary paperwork. If you are not able to arrive on time for your scheduled appointment, please call to let us know, we may ask you to reschedule.  Please arrive early for your appointment so that the necessary paperwork and intake procedures can be completed and you can benefit from the full time of your appointment.  We also request that you do not change the amount of time scheduled for your session.    
It is important for you to notify us as soon as possible if it is necessary to reschedule or cancel your appointment time. 
If you have any questions regarding your appointment, or regarding this letter, please feel free to contact us at Integrative Family Medicine (734) 615-1900. 

Thank you, we look forward to seeing you.
Ricardo Bartelme, MD

Amy Locke, MD

Sara Warber, MD

Revised 10/2 OT/VM/MC
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1801 Briarwood Circle, Building # 10
Ann Arbor, MI 48108-0734

*Please Note: Briarwood Circle circles the Briarwood Mall
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FROM THE NORTH

From US-23 south, take
1-94 west (exit 35). Follow
1-94 to Ann Arbor-Saline
Road (exit 175). Turn right
on Ann Arbor-Saline Road,
then right on Eisenhower
Parkway. Turn right on
South Main Street.*

FROM THE SOUTH

From US-23 north, take
1-94 west (exit 35). Follow
1-94 to Ann Arbor-Saline
Road (exit 175). Turn right
on Ann Arbor-Saline Road,
then right on Eisenhower
Parkway. Turn right on
South Main Street.*
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FROM THE EAST

Follow I-94 west to Ann
Arbor-Saline Road (exit 175).
Turn right on Ann Arbor-
Saline Road, then right on
Eisenhower Parkway. Turn
right on South Main Street.*

FROM THE WEST

Follow 1-94 east to Ann
Arbor-Saline Road (exit 175).
Turn left on Ann Arbor-Saline
Road, then right on Eisenhower
Parkway. Turn right on South
Main Street.*
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What are your goals for this visit?   You may also briefly describe your health history. ___________________________________________________________________________________________________________

___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

Prioritize your most important health concerns today?  

Concern




Onset


Frequency

Severity
Ex: Headache



June 1978

4 times/wk

mild/mod/severe

1. ____________________________________
____________

____________

______________

2. ____________________________________
____________

____________

______________

3. ____________________________________
____________

____________

______________

4. ____________________________________
____________

____________

______________

5. ____________________________________
____________

____________

______________

6. ____________________________________
____________

____________

______________

What prior experiences have you had with alternative or complementary medicine? ____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

With whom do you live? (Including pets)                                             Children who don’t live with you
Name


Age
Relationship


Name


Age
Relationship

___________________
____
__________


___________________
____
__________

___________________
____
__________


___________________
____
__________

___________________
____
__________


___________________
____
__________

___________________
____
__________


___________________
____
__________

___________________     ____       __________

What are the major stressors in your life?

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

What do you do to relax/relieve stress? What interests/ hobbies do you have? __________________________________________________________________________________________________________

__________________________________________________________________________________________________________

Occupation (Current) _______________ ____________________________________________________________________   

(Past)_____________________________________________________________________________________________________
Spiritual beliefs/religious affiliations, past, and present_______________________________________________________

__________________________________________________________________________________________________________

Source of Comfort and Connection __________________________________________________________________________________________________________

If you could change one thing in your life, what would it be?

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________
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HEALTH HABITS

What physical activity do you participate in, and how often? ________________________________​​​___________________

____________________________________________________________________________________________________________

Energy level      ______________________________________________________________________________________________

Describe your sleep pattern ____________________________________________________________________________________

Nutrition

How many meals do you generally eat per day?  _____ Do you skip meals?_________________________
How many servings of fruit per day? (Svg: 1small fruit, ½ C canned/chopped fruit, ¼ C dried fruit)_______

How many servings of vegetables do you consume each day? (Svg: ½ C raw/cooked, 1 C leafy veg.)_____

Are you currently on a special diet? Food allergies? Foods you avoid? Vegetarian?

____________________________________________________________________________________________________________

What amount and type of carbohydrates do you eat? ____________________________________________________ 

__________________________________________________________________________________________________

What are your sources of protein? ___________________________________________________________________________

What type of oil or spreads do you add to your food? __________________________________________________________

____________________________________________________________________________________________________________

What and how much do you drink on a typical day? (i.e.: water, caffeine drinks, soda, etc.)_______________________

____________________________________________________________________________________________________________

How would you describe your relationship with food? _________________________________________________________


How often do you eat out?  ________________ Who prepares the meals at home? ______________________________

Tobacco

Amount per Day
Amount per Week
Never Used
Past History of Use
Cigarettes

_____________

______________

_________
__________________

Cigars/Pipe/Chewing   _____________

______________

_________
__________________

Recreational Drugs
_____________

______________

_________ 
__________________

Alcohol

_____________

______________

_________
__________________

Have you ever had to cut down on your drinking? ____ Yes  ____ No

Do you get annoyed when someone asks about your drinking? ____ Yes  ____ No

Do you ever feel guilty about your drinking? ____ Yes  ____ No

Do you ever have to make excuses for drinking or for your behavior while drinking? ____ Yes  ____ No
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PERSONAL MEDICAL HISTORY
Please check the following conditions which apply to you, if a choice is given, please circle the appropriate one.

_______Abuse, personal history of physical or sexual abuse   _______ Lung Disease (COPD, Emphysema,etc.)
_______ Alcoholism or Substance Abuse


_______ Mental Trouble/Nervous Breakdown, psychosis
_______ Anemia (Sickle Cell or Other)   


_______ Peptic Ulcer

_______ Arthritis/ Joint Disease



_______ Pneumonia
_______Asthma





_______ Prostate problems

_______ Blood Clots/ Phlebitis




_______ Radiation Treatments


_______ Cancer (Type ________________________)

_______Rheumatic Disease (Type______________)
_______Chemical sensitivity




_______ Rheumatic Fever
_______Chronic Pain





_______ Seizures, Epilepsy

_______Depression





_______ Serious Injury or Accident


_______Diabetes





(Type _____________________________)

_______Digestive (Ulcerative Colitis, Crohns, etc.)

_______ Sexually Transmitted Disease
_______ Easy Bleeding





(Chlamydia, Warts, Herpes)

_______Fatigue





(Specify other ______________________)

_______ Frequent Sinusitis




 _______ Skin Disease (Type___________________)

_______ Gastroesophageal Reflux



_______ Stroke, TIA
_______ Gall Bladder Trouble




_______Suicide Attempt
_______ Eating Disorder




_______ Thyroid Disease (goiter, nodule, High/Low Thyroid)

_______ Hay Fever, Allergy, Eczema



_______ Tuberculosis (TB)
_______ Hearing Loss 





_______ Urinary Difficulties (Incontinence, Infections, frequency)
_______Heart Arrhythmia (Type________________)                 _______ Vision Problems
_______ Heart Attack, Heart Disease, Heart Failure

_______ Ear Problems

_______ Heart Murmur




_______ Constipation

_______Headaches (Migraines, tension, cluster etc.)

_______ Diarrhea

_______ High Blood Pressure




_______ Blood in Stool
_______ High Cholesterol




_______Weight Problem (over /under weight)
_______ History of Infertility




_______Sleep problems

_______ Irritable Bowel Syndrome



_______ Other (Specify) ______________________

_______ Kidney Infection/ Stones



_______ Other (Specify) ______________________

_______Liver Disease, Hepatitis, etc…



_______ Other (Specify) ______________________
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Please list any operations/ surgical procedures/ blood transfusions/major injuries (with dates):

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________
Immunizations/vaccinations:  _____________________________________________________________________________


_________________________________________________________________________________________________________
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WOMEN ONLY 

Reproductive History
Age at 1st menstrual period _________ First day of most recent menstrual period____________________

Usual Flow: _____ Heavy _____ Moderate _____ Light
Length of period in days ____________

Number of days between periods __________


Do you have (please circle): Painful Periods,    Missed Periods,   Spotting Between Periods,  Vaginal Bleeding,  Unusual Discharge/ Infection,  Recurring Vaginal Infections
        

​If you have gone through menopause, have you had any post menopausal bleeding? ____________

Date of last pap ___________________History of abnormal pap’s? ___________________________________

Number of:  Pregnancies_______
Live Births_______   Abortions_______   Miscarriages_______

Have you experienced complications during pregnancy/delivery/other problems? _____________________

Contraceptive History
Please circle the method of contraception you are currently using

Birth Control Pills

Type _______________________
 Total Years of Use _____

Diaphragm/Cap

Type _______________________ 
 Size__________________

IUD



Type _______________________
 Date of Last Change _____​______

Norplant, Condom and/or Foam, Suppository

Tubal Ligation

Hysterectomy

Partner with Vasectomy
None

Other _________________________________________________________________________________

Problems with current method _____________________________________________________________
______________________________________________________________________________________

Sexual Preference:


_____Heterosexual
_____ Homosexual

_____ Bisexual
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MEN ONLY


Do you have: ____ Prostate Problems


_____ Testicular Cancer


          ____ Vasectomy



_____ Sexual Dysfunction

Sexual Preference:


_____Heterosexual
_____ Homosexual

_____ Bisexual

PAST PSYCHOTHERAPY 

Have you seen a psychotherapist in the past? ___ Yes    ___ No

If so, please explain: 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

_________________________________________________________________________________________

Military History:

Dates ________________________________________________________________________  

Branch of armed forces_________________________________________________________ 

Locations_____________________________________________________________________
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PRESCRIPTION MEDICATIONS - Please list on the table below ALL prescription medication you take or use.

	Name of Medication (Brand name) and Strength
	Label Directions for Use:  How were you told to take this medication?
	How often do you take/use this medication?


	How much do you take/use for each dose?
	When did you begin taking this medication?

(Date: month/year)
	Why (for what medical condition) are you taking/using this medication?
	When did you stop taking this medication?

(Date: month/year)
	Why did you stop taking this medication?

	Zestril 20 mg
	One tablet daily
	Once a day
	One tablet
	March, 1998
	High blood pressure
	Still taking it
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PRESCRIPTION MEDICATIONS - Please list on the table below ALL prescription medication you take or use.

	Name of Medication (Brand name) and Strength
	Label Directions for Use:  How were you told to take this medication?
	How often do you take/use this medication?


	How much do you take/use for each dose?
	When did you begin taking this medication?

(Date: month/year)
	Why (for what medical condition) are you taking/using this medication?
	When did you stop taking this medication?

(Date: month/year)
	Why did you stop taking this medication?
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NONPRESCRIPTION MEDICATIONS AND SUPPLEMENTS (Vitamins, Minerals, Herbs, Herbal products, Remedies, and Other health products) - Please list on the table below ALL nonprescription medications and supplements you take or use.  *For products with many ingredients – use page 8 of the Intake form.

	Brand name of Product and list of Ingredients
(Please list each ingredient) 
	Amount of each Ingredient per tablet or teaspoonful
	How often do you take/use this product?
	How much do you take/use for each dose?
	When did you begin taking this product? (month/year)
	Why 

(Medical condition) are you taking or using this product?
	When did you stop taking this product? (month/year)
	Why did you stop taking this product?

	Oscal 500 + D

Calcium

Vitamin D
	500 mg

125 IU
	Twice a day 
	One tablet
	January 2000
	Bone protection
	I am still taking it
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NONPRESCRIPTION MEDICATIONS AND SUPPLEMENTS (Vitamins, Minerals, Herbs, Herbal products, Remedies, and Other health products) - Please list on the table below ALL nonprescription medications and supplements you take or use.  *For products with many ingredients – use page 10/11 of the Intake form.

	Brand name of Product and list of Ingredients
(Please list each ingredient) 
	Amount of each Ingredient per tablet or teaspoonful
	How often do you take/use this product?
	How much do you take/use for each dose?
	When did you begin taking this product? (month/year)
	Why 

(Medical condition) are you taking or using this product?
	When did you stop taking this product? (month/year)
	Why did you stop taking this product?
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	Product Name: Clinical Nutrients for Joint Health (PhytoPharmica)
	Product Name:
	Product Name:



	Ingredient (in 4 capsules)
	Dose
	Ingredient
	Dose
	Ingredient
	Dose

	Vitamin C
	100 mg
	
	
	
	

	Niacin


	330 mg
	
	
	
	

	Vitamin B-6


	20 mg
	
	
	
	

	Pantothenic Acid
	100 mg
	
	
	
	

	Magnesium


	100 mg
	
	
	
	

	Zinc


	3 mg
	
	
	
	

	Copper
	200 mcg
	
	
	
	

	Manganese


	10 mg
	
	
	
	

	Glucosamine sulfate 


	500 mg
	
	
	
	

	Boswellia serrata
	400 mg
	
	
	
	

	Bio-Min T.R. 8

(trace minerals)
	100 mg
	
	
	
	

	Chlorophyll
	10 mg
	
	
	
	

	Boron
	3 mg
	
	
	
	


	Product Name:
	Product Name:
	Product Name:



	Ingredient
	Dose
	Ingredient
	Dose
	Ingredient
	Dose
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	Product Name:
	Product Name:
	Product Name:



	Ingredient 
	Dose
	Ingredient
	Dose
	Ingredient
	Dose

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Product Name:
	Product Name:
	Product Name:



	Ingredient
	Dose
	Ingredient
	Dose
	Ingredient
	Dose
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Are you allergic to or have you had a “bad reaction” to any medication or other substance?


_____ Yes


_____ No


(

Please list medication or substance and the reaction (what happened when you took it?):


Medication/Substance



Reaction


_______________________


_________________________________________________

_______________________


_________________________________________________
_______________________


_________________________________________________
                    _________________________                               ______________________________________________________

Family History

Who in your immediate family has any of the following? 
Place appropriate letter in blank and circle type.

(F=Father, M=Mother, S=Sister, B=Brother, GF=Grandfather, GM= Grandmother, A=Aunt, U=Uncle)
Ex: __F__ High Blood Pressure

_______ Alcoholism or Substance Abuse


_______ Headaches (Migraine, tension, cluster, aneurysm)

_______Anxiety





_______ Heart Attack, Heart Disease, Heart Failure
_______ Anemia (Sickle Cell or Other)  



_______ Heart Failure 
(Other Type______________________________)

_______ Heart arrhythmia
_______ Asthma






_______ High Cholesterol
_______ Arthritis (Type____________________) 

_______Irritable Bowel Syndrome

_______ Blood clots





_______ Kidney Disease
_______ Cancer (Type ____________________)

_______ Liver Disease (Hepatitis, etc.)
_______ Chronic Pain





_______ Lung Disease (Asthma, COPD, emphysema)

_______ Depression





_______ Mental Trouble/ psychosis/ nervous breakdown
_______ Diabetes





_______ Seizure, Epilepsy

_______ Digestive (Ulcerative Colitis, Crohns, etc.)

​​​​_______ Stroke
_______Disability (From_______________________)

_______ Suicide or attempted suicide

_______ Easy Bleeding





_______ Thyroid Disease (Goiter, high or low thyroid)
_______ Glaucoma





_______ Tuberculosis (TB)
_______ High Blood Pressure




_______ Ulcers
_______ Hay Fever, Allergy, Eczema



_______ Other
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Answer the questions in each section below and total your score. Each response will be a number from 0 to 5. Please refer to the frequency described within the parentheses (e.g. “2 to 3x/wk”) when answering questions about an activity, e.g. “Do you maintain a healthy diet.” However, when the question refers to an attitude or an emotion (most of the Mind and Spirit questions), e.g., “Do you have a sense of humor?” the response is more subjective, less exact, and you can refer only to the terms describing the frequency, such as often or daily, but not to the numbered frequencies in parentheses.


0= Never or almost never (once a year or less)

1= Seldom (2 to 12 times/year)               




2= occasionally (2 to 4 times/month)




3= Often (2 to 3 times/week)




4= regularly (4 to 6 times/week)




5= Daily (every day)
BODY: Physical and Environmental Health

​​​​​​​___
1.
Do you maintain a healthy diet (low fat, low sugar, fresh fruits, grains and vegetables)?

___
2.
Is your water intake adequate (at least ½ oz. /lb. of body weight; 160 lbs. = 80 oz.)? 

___
3.
Are you within 20 percent of your ideal body weight?

___
4.
Do you feel physically attractive?

___
5.
Do you fall asleep easily and sleep soundly?

___
6.
Do you awaken in the morning feeling well rested?

___
7.
Do you have more than enough energy to meet your daily responsibilities?

___
8.
Are your five senses acute?

___
9.
Do you take time to experience sensual pleasure?

___
10.
Do you schedule regular massage or deep-tissue bodywork?

___
11.
Does your sexual relationship feel gratifying?

___
12.
Do you engage in regular physical workouts (lasting at least 20 minutes)?

___
13.
Do you have good endurance or aerobic capacity?

___
14.
Do you breathe abdominally for at least a few minutes?

___
15.
Do you maintain physically challenging goals?

___
16. 
Are you physically strong?

___
17.
Do you do some stretching exercises?

___
18.
Are you free of chronic aches, pains, ailments, and diseases?

___
19.
Do you have regular effortless bowel movements?

___
20.
Do you understand the causes of your chronic physical problems?

___
21.
Are you free of any drug (including caffeine and nicotine) or alcohol dependency?

___
22.
Do you live and work in a healthy environment with respect to clean air, water, 



and indoor pollution?

___
23.
Do you feel energized or empowered by nature?

___
24.
Do you feel a strong connection with and appreciation for your body, your home, 



and your environment?

___
25.
Do you have an awareness of life-energy or qi?
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MIND: Mental and Emotional Health

0= Never or almost never (once a year or less)

1= Seldom (2 to 12 times/year)               




2= occasionally (2 to 4 times/month)




3= Often (2 to 3 times/week)




4= regularly (4 to 6 times/week)




5= Daily (every day)

___
1.
Do you have specific goals in your personal and professional life?

___
2.
Do you have the ability to concentrate for extended periods of time?

___
3.
Do you use visualization or mental imagery to help you attain your goals or enhance your performance?

___
4.
Do you believe it is possible to change?

___
5.
Can you meet your financial needs and desires?

___
6.
Is your outlook basically optimistic?

___
7.
Do you give yourself more supportive messages than critical messages?

___
8.
Does your job utilize all of your greatest talents?

___
9.
Is your job enjoyable and fulfilling?

___
10.
Are you willing to take risks or make mistakes in order to succeed?

___
11.
Are you able to adjust beliefs and attitudes as a result of learning from 
painful experiences?

___
12.
Do you have a sense of humor?

___
13.
Do you maintain peace of mind and tranquility?

___
14.
Are you free from a strong need for control or the need to be right?

___
15.
Are you able to fully experience (feel) your painful feelings such as fear, anger, sadness, and hopelessness?

___
16.
Are you aware of and able to safely express fear?

___
17.
Are you aware of and able to safely express anger?

___
18.
Are you aware of and able to safely express sadness or cry?

___
19.
Are you accepting all of your feelings?

___
20.
Do you engage in meditation, contemplation, or psychotherapy to better understand 
your feelings?

___
21.
Is your sleep free from disturbing dreams?

___
22.
Do you explore the symbolism and emotional content of your dreams?

___
23.
Do you take the time to let down and relax, or make time for activities that constitute the abandon or absorption of play?

___
24.
Do you experience feelings of exhilaration?

___
25.
Do you enjoy high self-esteem?
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SPIRIT: Spiritual and Social Health

0= Never or almost never (once a year or less)

1= Seldom (2 to 12 times/year)               




2= occasionally (2 to 4 times/month)




3= Often (2 to 3 times/week)




4= regularly (4 to 6 times/week)




5= Daily (every day)

___
1.
Do you actively commit time to your spiritual life?

___
2. 
Do you take time for prayer, meditation, or reflection?

___
3.
Do you listen and act upon your intuition?

___
4.
Are your creative activities a part of your work or leisure time?

___
5.
Do you take risks or exceed previous limits?

___
6.
Do you have faith in a God, spirit guides, or angels?

___
7.
Are you free from anger toward God?

___
8.
Are you grateful for the blessings in your life?

___
9.
Do you take walks, garden, or have contact with nature?

___
10.
Are you able to let go of your attachment to specific outcomes and embrace uncertainty?

___
11.
Do you observe a day of rest completely away from work, dedicated to nurturing yourself
 and your family?

___
12.
Can you let go of self-interest in deciding the best course of action for a given situation?

___
13.
Do you feel a sense of purpose?

___
14.
Do you make time to connect with young children, either your own or someone else’s?

___
15.
Are playfulness and humor important to you in your daily life?

___
16.
Do you have the ability to forgive yourself and others?

___
17.
Have you demonstrated the willingness to commit to a marriage or comparable long-term relationship?

___
18.
Do you experience intimacy, besides sex, in your committed relationships?

___
19.
Do you confide in or speak openly with one or more close friends?

___
20.
Do you or did you feel close to your parents?

___
21.
If you have experienced the loss of a loved one, have you fully grieved that loss?

___
22.
Has your experience of pain enabled you to grow spiritually?

___
23.
Do you go out of your way or give your time to help others?

___
24.
Do you feel a sense of belonging to a group or community?

___
25.
Do you experience unconditional love?
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Instructions:  This questionnaire asks for your views about your health.  This information will help keep track of how 
you feel and how well you are to do your usual activities.

Please answer every question by marking one box.

If you are unsure about how to answer, please give the best answer you can.

1.  In general, would you say your health is:


(   Excellent
(   Very Good
(   Good
(   Fair
(   Poor

The following items are about activities you might do during a typical day.  Does your health now limit you in 
these activities?  If so, how much?
	
	No, Not Limited At All
	Yes, Limited

A Little
	Yes, Limited A Lot

	2.  Moderate activities, such as moving a table, pushing a vacuum cleaner, bowling or playing golf


	(
	(
	(

	3.  Climbing several flights of stairs
	(
	(
	(


During the past week, have you had any of the following problems with your work or other regular daily activities 
as a result of your physical health?

	
	YES
	NO

	4.  Accomplished less than you would like
	(
	(

	5.  Were limited in the kind of work or other activities


	(
	(


During the past week, have you had any of the following problems with your work or other regular daily 
activities as a result of any emotional problems (such as feeling depressed or anxious)?

	
	YES
	NO

	6.  Accomplished less than you would like
	(
	(

	7.  Didn’t do work or other activities as carefully as usual
	(
	(

	8.  During the past week, how much did pain interfere with your normal work 
(including both work outside the home and housework)?

	( Not at all
	( A little bit
	( Moderately
	( Quite a bit
	( Extremely


These questions are about how you feel and how things have been with you during the past week.

For each question, please give the one answer that comes closest to the way you have been feeling.

How much of the time during the past week -

	
	All of

The Time
	Most of the Time
	A Good Bit of  the Time
	Some of the Time
	A Little of the Time
	None of the Time

	  9.  Have you felt calm and peaceful?
	(
	(
	(
	(
	(
	(

	10.  Did you have a lot of energy?
	(
	(
	(
	(
	(
	(

	11.  Have you felt downhearted and blue?
	(
	(
	(
	(
	(
	(


 12.  During the past week, how much of the time has your physical health or emotional problems interfered with your social activities (like visiting with friends, relatives, etc.)?

	( All of the time
	( Most of the time
	( Some of the time
	( A little of the time
	( None of the time
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