
 
Rapha Wellness Center 

Nutritional Response Testing 
New Patient Information Form 

 
Please complete all questions, please ask the receptionist if you have any inquiries. If something does not apply to you, 
please write ‘NA’ PLEASE PRINT USING BLUE OR BLACK INK. 

Name:                                                  Date:      

Home Phone:           Cell Phone:          Work Phone:      

Address:        Apt#:    City:        

State:     Zip:      Email Address:        

Birthdate:                                             Sex: M/F                                               Marital Status: S/M/W/D 

Employer:             Occupation:        

Whom may we thank for referring you:            

IN CASE OF EMERGENCY, CONTACT:       Relationship:      

Address:                

Home Phone:                       Work Phone:           Cell Phone:     

Are you currently under the care of a physician or other health care professional? (If yes please give name and date of last 
visit):                
                

List any surgery or operations with approx. dates:          

                

Do you smoke, drink coffee, soda, or alcohol? (If yes, indicate how much):                  Cigarettes:             packs/day 

Coffee:        cups/day        Soda:                cans or oz        Alcohol:     drinks/week 

What is your current Stress Level?:  Low            Medium             High   Reason:       

How often do you exercise?:         None             1-2 times/week                 3-5 times/week                  6-7 times/week  

How many bowel movements do you have?:    per day/week (circle one) 

I understand that all medical records are the property of Rapha Wellness Center and he original shall remain in their office 
as required by Florida Low. Should I need copies of said records, an appropriate fee may be assessed for the cost of 
making such copies as provided by Board of Chiropractic Medicine Rule 64B2-17.0055. 

I authorize Raph a Wellness Center to send me written correspondence, including their monthly health newsletter, notices 
of classes, specials, hours changes, and other health information by email when appropriate. I authorize my name to 
appear on the New Patient Referral Board if I refer a new patient to this office.  

Patient’s Signature:            Date:       
Guardian Signature:            Date:       



 

Rapha Wellness Center 

Wellness Rooted in Nature, Guided by Rapha 
Patient Name:        

 

Metabolic Health Form  
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Wellness Rooted in Nature, Guided by Rapha 

Quality of Life Survey  
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Wellness Rooted in Nature, Guided by Rapha 
Patient Name:       



 

Rapha Wellness Center 

Wellness Rooted in Nature, Guided by Rapha 

Name:          Date:       


