Oasis Health Wellness
Free 30-Minute Consultation – Patient Intake Form
(Please complete this form prior to your consultation. All information is confidential.)

Patient Information
Full Name: __________________________________________
Date of Birth: ____ / ____ / ______
Phone: ______________________________________________
Email: _______________________________________________
Preferred Contact Method: ☐ Phone ☐ Email ☐ Text

Health Goals & Concerns
1. What brings you to Oasis Health Wellness for a consultation?
______________________________________________________________
______________________________________________________________
2. What are your top 3 health or wellness goals?
1. __________________________________________
2. __________________________________________
3. __________________________________________
3. Are there specific concerns you’d like to address? (Check all that apply)
☐ Concierge primary care
☐ Weight management / obesity medicine
☐ Women’s health / menopause / aging
☐ Nutrition & lifestyle support
☐ Other: ____________________________________

Medical Background (brief overview)
Current Medications: ___________________________________________________________________________________________
Allergies: ___________________________________________________________________________________________
Major Medical Conditions: ___________________________________________________________________________________________
Surgeries: ___________________________________________________________________________________________

Current Lifestyle Snapshot (Optional)
Do you currently exercise? ☐ Yes ☐ No
If yes, what type/how often? ___________________________________________________________________________________________
Do you use a gym or facility? If yes, please describe ___________________________________________________________________________________________
What is your relationship with food like? ___________________________________________________________________________________________
Who typically cooks your meals? ___________________________________________________________________________________________
What, if any, diets/programs have you tried? What worked, or didn’t? ___________________________________________________________________________________________
Do you follow a specific diet? ☐ Yes ☐ No
If yes, please describe: ___________________________________________________________________________________________
Do you have budget or time limitations that impact your health choices?



Any issues with sleep? _______________________________________________________________________

On a scale of 1-10, how would you rate the social aspect of your life? Relationships? ______________________________________________________________________________________________

Expectations & Priorities
1. What do you hope to gain from a concierge / lifestyle medicine approach?

2. How important is it to you to have longer visits and direct access to your physician?
☐ Very important ☐ Somewhat important ☐ Not important

3. Would you be interested in learning about membership options if Oasis Health Wellness is a good fit for you?
☐ Yes ☐ No ☐ Maybe


Consent & Signature
I understand this consultation is a free 30-minute, no-obligation appointment to learn more about Oasis Health Wellness.
Print Name/Signature: ___________________________________________ Date: ____ / ____ / ______
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