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Thyroid Patient Intake Form
Name:__________________________________  Date:______________________
Address:____________________________________ City:__________ Zip_______
Email:______________________________  Phone Number:___________________
How did you hear about us?:_____________________________________________


How long have you suffered from the symptoms of a thyroid disorder?
__________________________________________________________________



What are you doing now or what have you tried in the past to relieve your symptoms?
____________________________________________________________________________________________________________________________________

[bookmark: _GoBack]
What medications have you tried to help with your symtoms?

Please circle:      Synthroid		     Dessicated Thyroid         Armour	

		  Ferrous Sulfate	     Selenium                             Iodine Supplements

Other:_____________________________________________________________



Was your medication successful in helping relieve your symptoms?
__________________________________________________________________



What do you hope to gain from this evaluation today?
____________________________________________________________________________________________________________________________________




I understand that my entire patient record will remain completely confidential and will not be released without express written consent from me.
Signature: ___________________________________ Date: _______________
