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Please fill in the form as completely as possible and send it to info@susannaredeker.nl 

By completing the intake form you agree with the privacy statement and you are aware of 

the treatment conditions. This information can be found on the website.  

INTAKE  

Name:  Civil status:  

Call sign:  Telephone: 

Address:  Postal code: 

City:  Email: 

Date of birth:  Profession:  

Family situation:  Hobby:  

How did you find me?  

 

MEDICAL  

GP: 

Specialist: 

Other(s): 

Prescription drug use or self-care?  

Alternative remedies on prescription or self-care?  

Are you using dietary supplements or contraception?  

 

 

 

HELP QUESTION 
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What is your request for help?  

 

What is your main complaint? (both psychological and physical)  

 

When did they start? (acute, chronic, chronic recurring)  

 

 

 

Are the symptoms more / less present depending on the weather, season, time of 
day / night, home / work, indoors / outdoors?  

 

 

Has a regular diagnosis been made? If yes which one? 

What do you want to achieve with the treatments?  

What actions have you already taken with regard to resolving the complaint (s) 
and what have been the findings of any previous practitioners? 

 

HISTORY  

Can you (want to) describe an event (s) that have been very defining in your life? 
(think of accidents, divorce, death of loved ones, operations, violence)  

 

Have you ever had a concussion / tia / brain haemorrhage? If so, what and 
when?  

 

MISCELLANEOUS 

Do you sleep well?  
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Which stressors are currently a sickening factor in your life?  

 

What do you do exercise?  

 

What is your stool like (frequency, shape, amount, color, smell, pain / discomfort)?  

Do you have any allergies?  

 What else do you want to say?  

 

OTHER  

Is there anything else you would like to mention?  

 

 

 

Geef rate your current state of health between 1 and 10  

1  2  3  4 5 6 7 8  9  10 

 

 

Name   Date   

 

You are requestedat least 6 hours before and 6 hours after the treatment  

not to use alcohol and / or drugs for. 

 

 

 


