
Be Well Natural Medicine, LLC
Adult Intake Form

Craniosacral Therapy and Naturopathic Physical Medicine

Name  _______________________________________Today’s Date _____/_____/_____ Birth date _____/_____/_____ 

Address________________________________________________City/State/Zip_______________________________  

Email__________________________________________________ Preferred Phone ____________________________ 

Gender:  F____ M____                 Married ____Separated____ Divorced____ Widowed____ Single____ Partnership____ 

Live with: Spouse____  Partner____ Parents____  Children____  Friends____  Alone 

Occupation:________________________________ Hours per week:______Employer:___________________________  

Hobbies/Interests: _________________________________________________________________________________

How did you find Be Well Clinic? ______________________________________________________________________

Are you currently receiving healthcare? Y  N: If yes, where and from whom:____________________________________

If no, when and where did you last receive medical or health care? ___________________________________________

Have you worked with a chiropractor? __________When? ____________ Did you tolerate treatments well? _________

Do you currently have a PIP claim open? Y  N: If yes, since when? __________________________________________

Who is the practitioner managing it? ___________________________________________________________________

Chief Health Complaints - Please list main health problems, duration and current treatments:

1)_______________________________________________________________________________________________

2)_______________________________________________________________________________________________

3)_______________________________________________________________________________________________

4)_______________________________________________________________________________________________
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Please complete this Intake Form prior to your appointment and email or fax it 
to our office. Thank you for your time and effort. We look forward to providing 

you with the best possible care.



Family History

Do you have a family history of any of the following (please check)? 

_____Cancer _____Osteoporosis _____Arthritis _____Stroke _____Mental Illness _____Ulcers

_____Alzheimer’s or Dementia _____Celiac Disease _____Migraines _____Fibromyalgia _____Chro-

nic Fatigue _____Ankylosing spondylitis _____Joint laxity / Hypermobility _____Lyme Disease

Hospitalization, Surgery, Imaging

What hospitalizations, surgeries, or imaging studies (i.e. X-Rays, CT Scans, MRIs, EEGs, EKG’s) have you had? 

______________________________ year: _______ ______________________________ year: _______

______________________________ year: _______ ______________________________ year: _______

______________________________ year: _______ ______________________________ year: _______

Allergies

Are you hypersensitive or allergic to...

Any drugs? _______________________________________________________________________________________

Any foods? _______________________________________________________________________________________

Any environmental substances or chemicals? ____________________________________________________________

Medications

Please list any medication taken in the last 2 months: ______________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Current medications & supplements (Please list dosages if known): ___________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

General

Height:_________  Weight: lbs. __________  Energy level on a scale of 0-10 (0 is low, 10 is high): __________________
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What is your average body pain level on a scale of 0-10 (0 is no pain, 10 is high)? _______________________________

Food Intake for the last 24 hours:

Breakfast: ________________________________________________________________________________________

Lunch: ___________________________________________________________________________________________

Dinner: __________________________________________________________________________________________

Snacks: __________________________________________________________________________________________

To drink: _________________________________________________________________________________________

Habits & Personal Medical History

FOR THE FOLLOWING, PLEASE CIRCLE

Y=a condition you have now N=Never had P=Significant problem in the past

Do you exercise? Yes / No: If yes, what kind? ________________________________ How often?___________________

How many hours of sleep do you get a night? _____Any trouble falling asleep? Y N P  Staying asleep? Y N P.

Anxiety or nervousness? Y N P Easily stressed? Y N P

Chronic Fatigue Syndrome? Y N P Lyme Disease? Y N P

Mononucleosis? Y N P Fibromyalgia? Y N P

Muscle weakness? Y N P Seizures? Y N P

Paralysis? Y N P Numbness or tingling? Y N P

Vertigo or dizziness? Y N P Loss of balance? Y N P

Headaches or migraines? Y N P Broken bones? Y N P

Concussion / Head injury? Y N P Joint pain? Y N P

Back pain? Y N P Neck pain? Y N P

Jaw / TMJ problems? Y N P Osteoporosis / Osteopenia? Y N P

Eye pain / strain? Y N P Diplopia (double vision)? Y N P

Impaired vision? Y N P Swollen glands in neck? Y N P 

Pain in chest with breathing? Y N P Tick bite? Y N P

Arthritis? Y N P
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INFORMED CONSENT
The purpose of this form is to present the risks & benefits of the services offered by Natalia Pellegrino, ND.

NATUROPATHIC MEDICINE 
Naturopathy combines safe and effective traditional therapies with the most current advances in modern medicine by attempting to 
find the underlying cause of disease rather than focusing on symptoms. Therapies recommended by your ND may not be FDA-
approved.  There may be risk of pharmaceutical/supplement interaction, so inform your ND of current medications.  Some transient 
effects of supplements, herbs, or homeopathics may be gas, bloating, fatigue, and less commonly allergic reaction, but be sure to consult 
with your naturopathic doctor to discern the cause of the symptoms.  Your ND may suggest hydrotherapy, which encourages 
circulation, enhanced immune function and relaxation. Side effects are minimal, but may include dizziness, fatigues, detoxification 
reactions and irritated skin. 

IMAGING, REFERRALS 
Further lab work (X-rays, MRI, blood work, urine analysis, etc.) may be necessary. When co-management or referral is indicated, a 
prompt referral to another specialist for evaluation or alternative therapy will be suggested. The following are examples: medical 
management, physical therapy, vestibular testing, psychological evaluation, surgery, other naturopathic therapies, chiropractic, 
acupuncture, massage, etc.

CREDENTIALS
Natalia Pellegrino, ND is board certified and registered in the state of Minnesota as a Naturopathic Doctor.  Her services are not meant 
to replace or to be a substitute for those of a medical doctor.  If you seek the care of Natalia Pellegrino in Minnesota, she advises that 
you seek the concurrent care of a primary care physician licensed in Minnesota.   

PAYMENT
Payment for services is due at the time of visit.  Cash, checks, Visa, and Mastercard are accepted.  Current rates, subject to change, are as 
follows:

Craniosacral & Naturopathic Physical Medicine New Patient (75 minutes): $105
Craniosacral & Naturopathic Physical Medicine Follow-up (45 minutes): $80 
Craniosacral & Naturopathic Physical Medicine Pediatric New Patient (75 minutes): $80
Craniosacral & Naturopathic Physical Medicine Pediatric Follow-up (45 minutes): $60

CANCELLATION POLICY
Kindly give 24 hours’ notice. To best serve patients who are seeking appointments, cancellations with less than a 24 hour notice will be 
invoiced $50.

RISKS OF USING EMAIL 
The doctor offers patients the opportunity to communicate by email. Transmitting patient information poses several risks of which the 
patient should be aware. The patient should not agree to communicate with the doctor via email without understanding and accepting 
these risks. The risks include, but are not limited to, the following:                                                                                                                              

• The privacy and security of email communication cannot be guaranteed.
• Employers and online services may have a legal right to inspect and keep emails that pass through their system.
• Email is easier to falsify than handwritten or signed hard copies. In addition, it is impossible to verify the true identity of the 

sender, or to ensure that only the recipient can read the email once it has been sent.
• Emails can introduce viruses into a computer system, and potentially damage or disrupt the computer.
• Email can be forwarded, intercepted, circulated, stored or even changed without the knowledge or permission of the physi-

cian or the patient. Email senders can easily misaddress an email, resulting in it being sent to many unintended and un-
known recipients.

• Email is indelible. Even after the sender and recipient have deleted their copies of the email, back-up copies may exist on a 
computer or in cyberspace.

• Use of email to discuss sensitive information can increase the risk of such information being disclosed to third parties.
• Email can be used as evidence in court.
• The doctor uses gmail which does not utilize encryption software as a security mechanism for email communications. The 

patient waives the encryption requirement, with the full understanding that such waiver increases the risk of violation of the 
patient’s privacy.

CONDITIONS OF USING EMAIL 
The doctor will use reasonable means to protect the security and confidentiality of email information sent and received. However, because of the risks 
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outlined above, the physician cannot guarantee the security and confidentiality of email communication, and will not be liable for improper disclosure 
of confidential information that is not the direct result of intentional misconduct of the physician. Thus, patients must consent to the use of email for 
patient information. Consent to the use of email includes agreement with the following conditions:

• Emails to or from the patient concerning diagnosis or treatment may be printed in full and made part of the patient’s medical 
record. Because they are part of the medical record, other individuals authorized to access the medical record, such as staff 
and billing personnel, will have access to those emails.

• The doctor may forward emails internally to the doctor’s staff and to those involved, as necessary, for diagnosis, treatment, 
reimbursement, health care operations, and other handling. The doctor will not, however, forward emails to independent 
third parties without the patient’s prior written consent, except as authorized or required by law.

• Although the doctor will endeavor to read and respond promptly to an email from the patient, the physician cannot guaran-
tee that any particular email will be read and responded to within any particular period of time. Thus, the patient 
should not use email for medical emergencies or other time-sensitive matters.

• Email communication is not an appropriate substitute for clinical visits, examinations, or treatment. The patient is responsible 
for following up on the doctor’s email and for scheduling appointments where warranted.

• If the patient’s email requires or invites a response from the doctor and the patient has not received a response within a rea-
sonable time period it is the patient’s responsibility to follow up to determine whether the intended recipient received the 
email and when the recipient will respond.

• The patient should not use email for communication regarding sensitive medical information, such as sexually transmitted 
disease, AIDS/HIV, mental health, developmental disability, or substance abuse. Similarly, the doctor will not discuss such 
matters over email.

• The patient is responsible for informing the doctor of any types of information the patient does not want to be sent by email, 
in addition to those set out in the bullet above. Such information that the patient does not want communicated over email 
includes:

o _____________________________________________________________________

o _____________________________________________________________________
• The patient can add to or modify this list at any time by notifying the doctor in writing.
• The doctor is not responsible for information loss due to technical failures.

INSTRUCTIONS FOR COMMUNICATIONS BY EMAIL 
To communicate by email, the patient shall:

• Limit or avoid using an employer’s computer.
• Inform the doctor of any changes in patient’s email address.
• Include in the email: the category of the communication in the email’s subject line, for routing purposes (e.g., ‘supplement 

refill’); and the name of the patient in the body of the email.
• Review the email to make sure it is clear and that all relevant information is provided before sending to the doctor.
• Inform the doctor that the patient received the email.
• Take precautions to preserve the confidentiality of emails, such as using screen savers and safeguarding computer pass-

words.
• Withdraw consent only by email or written communication to the doctor.
• Should the patient require immediate medical assistance, or if the patient’s condition appears serious or rapidly worsens, 

the patient should not rely on email. Rather, the patient should go to Urgent Care or the Emergency Room, or take other 
measures as appropriate.
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PATIENT ACKNOWLEDGEMENT AND AGREEMENT  
I acknowledge that I have read and fully understand this consent form. I understand the risks associated with the communication of 
email between the doctor and me, and consent to the conditions outline herein, as well as any other instructions that the doctor may 
impose to communicate with patients by email. I acknowledge the doctor’s right to, upon the provision of written notice, withdraw the 
option of communicating through email. Any questions I may have had were answered. Please inform Dr. Pellegrino of any changes 
in symptoms, medications, diagnoses by other doctors and if there is a chance of pregnancy at any time during your care.  I have 
read and understand the information provided.  I agree to the services provided by Natalia Pellegrino, ND.  

Name (please print)

Signature (or Guardian if a minor) Date
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BE WELL NATURAL MEDICINE
CANCELLATION POLICY

Our cancellation policy allows us to provide the best service to all of our patients and use our clinic’s resources 
optimally.

While we appreciate 48 hours notice if you need to reschedule or cancel your appointment - you can use the 
link provided in your appointment confirmation email to easily modify an existing appointment up to 24 
hours before your scheduled time.

We understand unforeseeable emergencies do occur, so if an appointment is missed or broken with less 
than 24 hours notice or no notice is given, a note will be placed in your account.

However, on the second missed appointment - you will be invoiced according to the fees below, and your 
ability to schedule future appointments will be suspended until your account is paid in full. All subse-
quent missed appointments even after fees have been paid will immediately result in an invoice being sent 
and a suspended account.

Physical Medicine, Craniosacral Therapy, Reiki: $40
All other appointments: $75

By signing below, I indicate that I have read and understood this policy. 

_________________________________________________________________________________________________
PRINT NAME

_________________________________________________________________________________________________
SIGNATURE DATE
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