
Date________________________                                                        q Male         q Female

Name of person needing care:   Last: ____________________________  First _________________________________ 
 
Preferred First Name ______________________________________________________________________________ 
 
Date of Birth________________________________________  Age_________________________________________ 
 
Mailing Address _________________________________________________________________________________ 
 
City________________________________________________ State _____________ Zip ________________________ 
 
Home Phone____________________  Cell Phone _____________________  Email _________________________

Occupation _____________________  Employer ________________________   Employer Phone ________________

Marital Status:    M      S      W      D            Name of Spouse _____________________________________________ 

Name and Ages of Dependent Children  ______________________________________________________________

_______________________________________________________________________________________________

Emergency Contact _________________________  Phone ___________________  Relationship _________________

Whom may we thank for referring you? _______________________________________________________________

Would you like Dr. Smith to pray for you before your treatment?       Yes ____________  No thanks ______________

 
Signature __________________________________________________________   Date _________________

If person needing care is a minor:

I _________________________  being the parent / guardian of ______________________ do hereby consent, 
authorize and request Dynamic Health to administer such treatment deemed advisable, necessary or requested 
on the above minor. I agree to hold the doctor free and harmless from any claims, suits for damages or 
complication that may result from such treatment. I am aware that I will be responsible for the balance due of 
the services that are provided.

Signed: _________________________________________________   Date: _________________________

Personal Information

2065 Riverstone Dr.  Suite 102
Coeur d’Alene, ID 83814
208-765-8061
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Possible Lyme Disease Symptoms

Persistent swollen glands

Sore throat

Fevers

Sore soles of the feet, especially in the morning

Pain in fingers

Pain in toes

Pain in ankles

Pain in wrists

Pain in knees

Pain in elbows

Pain in hips

Pain in shoulders

Swelling of fingers

Swelling of toes

Swelling of ankles

Swelling of wrists

Swelling of knees

Swelling of elbows

Swelling of hips

Swelling of shoulders

Unexplained back pain

Stiffness of the joints or back

Muscle aches or cramps

Obvious muscle weakness

Twitching of the face or other muscles

Confusion, difficulty thinking

Problems with concentration or reading

Problems absorbing new information

Word search, “name block”

Forgetfulness, poor short term memory, poor attention

Disorientation:  getting lost, going to the wrong places

Speech errors:  using the wrong word or misspeaking

Mood swings, irritability, depression

Anxiety, panic attacks

Psychosis (hallucinations, delusions, paranoia, bipolar)

Tremors

MILD MODERATE OCCASIONAL OFTEN CONSTANTSEVERE

Name __________________________________            Date ________________

This checklist is provided to streamline your consultation, and to establish a baseline for your progression of healing.

Have you experienced any of the following in relation to this illness?

CURRENT SEVERITY CURRENT FREQUENCY

Tick bite	 q  Yes	 q  No
“Bullseye” rash (discrete red circle)	 q  Yes	 q  No
Spotted rash over large area	 q  Yes	 q  No

Linear, red streaks	 q  Yes	 q  No
Positive Western Blot Test	 q  Yes	 q  No
Positive DNA Connexions Test	 q  Yes	 q  No

Check all that apply:

SYMPTOM OR SIGN

2


