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Health Pre consultation Intake Form – 2021                                              drmaxinmclean@gmail.com            

 

Maxine McLean holds a PH.D in Natural Integrative Medicine and is a Metaphysical healer and a doctor 

of homeopathy. Maxine is not a medical doctor and as such will not practice or prescribe conventional 

medicine. However, Maxine may refer you on to see a conventional specialist if needs be, based on the 

outcome of your health assessment. All information is kept confidential and is only released with your 

written consent. 

Payment schedule: Initial consultation fee non-refundable $280 

Three-month health journey $3500.00 PAID THROUGH PAYPAL IN 2 EQUAL PAYMENTS OF $1750. First 

payment upon signing this agreement and second payment in 30 days after signed agreement. 

I ____________________________________agree to be assessed and treated of my own volition, with 

natural modalities and homeopathic medicines. I understand that if I am non-compliant with the full 

treatment plan, then I will be discharge and no refunded will be offered. 

Please take the time to read and complete to the best of your knowledge: 

Patients Name ________________________________________ D.O.B. _________________Age ______ 

Gender: ______Phone# _______________________ Email:  ____________________________________ 

Address: _____________________________________________________________________________ 

_____________________________________________________________________________________ 

Please state your health concerns? 

 

 

 

ANY SERIOUS SHOCK, GRIEF, DISAPPPOINTMENTS, FRIGHT, DEPRESSION OR ANXIETY? 

_____________________________________________________________________________________ 

Length of time you have been going through this? ____________________________________________ 

What Medical routes have you tried to resolve your health issues? ______________________________ 

_____________________________________________________________________________________ 

Family Doctors Name ______________________________________ Location _____________________ 

Phone Number ___________________________________________ 

Do you have any health concerns that you have been treated for but you feel was never resolved? 
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List any major operations 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Please list current medications if any. ______________________________________________________ 

 

Please list any vitamins and minerals _______________________________________________________ 

_____________________________________________________________________________________ 

What is your main food staple? ___________________________________________________________ 

Any Allergies? _________________________________________________________________________ 

HAVE YOU HAD ANY OF THE FOLLOWING VACCINATIONS? (please circle answer) 

MUMPS                    RUBELLA          CHICKEN POX     FLU            

MEASLES                  PURTUSSIS      OTHER: __________________________ 

Please list any reactions _________________________________________________________________ 

HAVE YOU EVER SUFFERED FROM ANY OF THE FOLLOWING CONDITIONS? Please circle any that apply:  

Abscesses, Anemia, Arthritis, Asthma, Cancer, Chicken Pox, Cold Sores, Diabetes, Eczema, Emphysema, 

Epilepsy, Frequent Colds, Gallstones, Genital Herpes, Gonorrhea, Gout, Heart Disease, Hepatitis, HIV, 

Influenza, Kidney Disease, Leukemia, Lyme Disease, Malaria, Measles, Mononucleosis, Mumps, 

Parasites, Pelvic Inflammatory Disease, Peritonitis, Pleurisy, Pneumonia, Prostatitis, Psoriasis, Rheumatic 

Fever, Rubella, Scarlet Fever, Sexual Abuse, Skin Diseases, Sinusitis, Strep Throat, Stroke, Sunstroke, 

Syphilis, Tonsillitis, Tuberculosis, Typhoid Fever, Venereal Warts, Warts, Whooping Cough, Worms, 

Yellow Fever. 

Other: ______________________________________________________________________________ 

List any current food cravings 

____________________________________________________________________________________ 

 

List any foods that you may have adverse reactions to  

___________________________________________________________________________________ 

Are you currently following any treatment therapies?  (please circle)  Yes    No  

If yes, please state: 

___________________________________________________________________________________ 

How does your health affect your outlook on life? 
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FAMILY HEALTH HISTORY (Please list age if alive, age at death, ailments, cause of death (state what’s 

possible and where applicable)   

MOTHER  

FATHER  

BROTHER  

SISTER  

CHILDREN  

MATERNAL GRANDMOTHER  

MATERNAL GRANDFATHER  

PATERNAL GRANDMOTHER  

PATERNAL GRANDFATHER  

  

  

 

Any Sensory Conditions: i.e., Hearing, Eye sight, Taste, Smell? 

 

Are you currently being treated? __________________________________________________________ 

PERSONALITY PROFILE Its stated that ones mental/emotional state is associated with one’s physical 

health. In order to help determine the ideal homeopathic medicine for you, please indicate the 

characteristics that best describes the kind of person that you believe you are.  

Please Note:  Kindly email any current lab results to - drmaxinmclean@gmail.com 

And, list other information that you believe is pertinent to your case and is not included here. 

_____________________________________________________________________________________ 

If under 18 years old, a parent or guardian must sign. I, 

______________________________________________ the undersigned clearly acknowledge that the 

state of my health is my responsibility and that I am making an informed discission to choose 

Homeopathic medicine and the natural therapies explained by Maxine McLean in addressing my health 

issues. I accept that the natural therapies and homeopathic medicine is not covered by my healthcare 

provider or may not be covered by private insurance and therefore, I agree to pay all fees incurred as 

presented in the current rate schedule as stated above. 

I also reserve the right to terminate homeopathic medicine and natural therapy treatments at any time 

if I desire by submitting in writing such desires via email to - drmaxinmclean@gmail.com .  

Signature (Agreement) ______________________________ Date ____________________ 

 

                            Thank you for taking the time to share your valued information.  

 

mailto:drmaxinmclean@gmail.com
mailto:drmaxinmclean@gmail.com

