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Do you have any opinions or ideas regarding what has caused your concerns/conditions?
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

List any chronic conditions, diseases or illnesses you have been previously diagnosed with:
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_________________________________________________________

List other healthcare practitioners consulted for present concerns/complaints:
Name When consulted Diagnosis     Treatments Outcome
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

List any surgeries or hospitalizations:
Type Date Outcome
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

List any accidents or falls and type of injury:
Type of accident/fall Date Injury Treatment?
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_________________________________________________________

List any childhood illness, age at which illness occurred and immunization history, if known:
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Did you have childhood allergies, asthma or skin conditions? _________________________________________

List medications you are currently taking with dosages, if known:
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

List supplements, herbal medicine or homeopathic remedies you are currently taking with dosages, if known:
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

List any known allergies or sensitivities (Medications/Environmental/Chemical/Food):
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________



FAMILY HISTORY:
Are you adopted?     Yes No
Please give information on biological family, if known:
Mother: Living______    Deceased_______  Age____________

Reason for death, if deceased____________________________
Any pronounced illnesses:______________________________

Father: Living_______ Deceased_______ Age____________
Reason for death, if deceased____________________________
Any pronounced illnesses:______________________________

Mother’s  father: Living______    Deceased_______  Age____________
Reason for death, if deceased____________________________
Any pronounced illnesses:______________________________

Mother’s mother: Living______    Deceased_______  Age____________
Reason for death, if deceased____________________________
Any pronounced illnesses:______________________________

Father’s father: Living______    Deceased_______  Age____________
Reason for death, if deceased____________________________
Any pronounced illnesses:______________________________

Father’s mother: Living______    Deceased_______  Age____________
Reason for death, if deceased____________________________
Any pronounced illnesses:______________________________

Siblings: Please list any significant illnesses

Aunts/Uncles: Please list any significant illnesses

SLEEP HISTORY:
Number of hours of sleep per night___________________     Wake refreshed?  Y   N  ____________________
Do you have difficulty falling to sleep?  Y   N      If yes, why?____________________________________ Do you have 
difficulty staying asleep?  Y   N If yes, why?____________________________________
Please describe your energy levels throughout the day (0 - extremely exhausted / 10 - ideal energy):
Awakening__________   Morning__________   Midmorning__________   Noon__________    Afternoon__________ 
Evening__________   Night__________   At bedtime__________
Do you have any of the following?  (Please circle)
Nightmares     Recurring dreams     Sleep talking     Sleep walking     Grind teeth     Leg restlessness or cramps
Do you have any more comments about your sleeping health?________________________________________

DIGESTIVE HISTORY:
How many bowel movements do you have per day?_____________   Any blood?  Y   N   Any mucus?  Y   N
What are the consistency of your stools?     Hard     Firm     Soft     Runny   
Are they well-formed?  Y   N    Do you ever have tiny pellets?  Y   N   Do your stools:  float?  sink?  both?
When your digestive system is ‘off’ do you tend towards:  constipation         or           loose stools/diarrhea?
Please circle if you are presently experiencing or have experienced in the past any of the following:
excessive gas bloating nausea vomiting jaundice hernias
abdominal pain – upper/lower/right-sided/left-sided pain during bowel movement
hemorrhoids heartburn belching  acid reflux other?___________________________



DIET HISTORY:
Are you satisfied with your present diet?  Y   N   Are you satisfied with your present weight?  Y   N
Does your weight fluctuate?  Y   N   If yes, please describe __________________________________________
__________________________________________________________________________________________
TWENTY-FOUR HOUR DIET RECALL:
Please write down what you have eaten in the last twenty-four hours, include all beverages and snacks.  If it is presently the 
middle of the day, write down what you had for dinner, etc. the previous day.
Breakfast – 

Lunch – 

Dinner – 

Snacks – 

Is this a typical day?  Y   N   If no, explain_______________________________________________________
__________________________________________________________________________________________

Please circle appropriate answer and complete:
Consume alcohol? Y N What/How often/Socially or alone__________________________
Smoke? Y N For how long/How many per day___________________________
Drink coffee? Y N How many cups per day or week___________________________
Consume sugar? Y N In what form/How often/Craving___________________________
Use saccharine or
   NutraSweet? Y N In what form/How often__________________________________
Eat fast food? Y N How often/Where_______________________________________
Thirsty? Y N How often/For what/Temperature___________________________
Drink soda pop? Y N How often/Which ones___________________________________
Drink water? Y N How many glasses per day/Sources_________________________
Eat fried foods? Y N How often/What________________________________________
Eat margarine? Y N How much per day or week_______________________________
Eat red meat? Y N How often per day or week________________________________
Eat poultry? Y N How often per day or week________________________________
Eat fish? Y N How often per day or week________________________________
Dietary restrictions? Y N What/How long_________________________________________
Food cravings? Y N What/How often________________________________________
Food aversions? Y N What/How often________________________________________
Use aspirin? Y N Why/How often_________________________________________
Use other pain
   medications? Y N Which ones/Why/How often_______________________________
Do you exercise? Y N What type(s)/How often__________________________________
What is your stress level?  (0 – no stress / 10 – extreme stress)     0   1   2   3   4   5   6   7   8   9   10
What activities, if any, do you do for stress and anxiety?_________________________________________

Have there ever been any life experiences/situations which did, or continue to, affect you deeply? 
_____________________________________________________________________________________________
____________________________________________________________________________________________
_________________________________________________________________________________________
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MANDATORY DISCLOSURE FORM
Please read the following disclosure form required by the State of Colorado Department of Regulatory Agencies 

and sign on the line provided at the bottom of the 2nd page.  
Thank You.

• Education Date Degree
University of Colorado, Boulder, CO ‘84-‘89 BA
Bastyr University, Seattle, WA ‘94-‘99 ND, MSA
Brenneke School of Massage, Seattle, WA ‘95 LMT
Upledger Institute, Cranio-Sacral ‘99 Certified
National College of Naturopathic Medicine ’00 Residency
The Mystery School, Louisville, CO ’02-’05 Certified

-Medical Intuition, Reiki, Theta

• Memberships
AANP – American Association of Naturopathic Physicians since 1994
CANP – Colorado Association of Naturopathic Physicians since 2001
NCCAOM – National Certification Commission for Acupuncture and Oriental Medicine, awarded 
Diplomate in Acupuncture in 1999. 
AAC – Acupuncture Association of Colorado since 2002
IONS – Institute of Noetic Sciences since 1986

• Work Experience
Bastyr University Natural Health Clinic, Seattle, Washington   ’95 - ‘99
North Hawaii Community Hospital, Waimea, the Big Island, Hawaii   ’99 - ‘01
Ho’o Lokahi Integrated Healthcare Center, Kailua-Kona, the Big Island, Hawaii  ’99 – ‘01
Longmont Healing Arts Clinic, Longmont, Colorado   ’02 - present

• Licenses
Department of Health, State of Hawaii

- Licensed Naturopathic Physician
- Licensed Acupuncturist

Department of Health, State of Washington
- Licensed Naturopathic Physician #1079
- Licensed Acupuncturist

Department of Regulatory Agencies, State of Colorado
- Licensed Acupuncturist #785

None of the above licenses have ever been suspended or revoked.

• Dr. Blunt complies with all rules and regulations promulgated by the Department of Health with respect 
to this article, including those related to the proper cleaning and sterilization of needles used in the 
practice of acupuncture and the sanitation of acupuncture offices.

• The practice of acupuncture in the state of Colorado is licensed by the Department of Regulatory 
agencies:
Division of Registrations
1560 Broadway, Suite 1545     Denver, CO  80202     (303) 894-2464



• The patient may seek a second opinion from another health care professional or may terminate therapy at 
any time.

• In a professional relationship, sexual intimacy is never appropriate and should be reported to the 
Director of the Division of Registrations in the Department of Regulatory Agencies.

• The patient is entitled to receive information about the methods of therapy, the techniques used, and the 
duration of therapy, if known.

• Dr. Blunt has training in Naturopathic Medicine, Acupuncture, Western and Chinese botanical medicine, 
homeopathy, cranio-sacral therapy, physical medicine (which includes bodywork and hydrotherapy), 
nutritional therapy, auricular therapy (ear acupuncture) and electroacupuncture (the use of a small TENS 
devise in conjunction with acupuncture.)  Dr. Blunt also has training in medical intuition, Reiki, Theta 
Healing and DNA Reprogramming.

• 24 Hour Cancellation Policy: If you cancel less than 24 hours before scheduled appointment, you will be 
charged $50 for your missed appointment.

• Phone Consultation Policy:  Established patients may call Dr. Blunt at any time with questions or concerns. 
The first five minutes are free of charge.  After that, you will be charged $1.00 per minute. 

• Treatment Package Policy:  You may purchase treatment packages at a discounted rate.  You may discontinue 
treatment at anytime and receive a full refund minus the cost of treatments rendered at the regular rate. 

 
• Fee Schedule:
• Description  Duration Fee (Children) 
• First office visit 1-2 hours $125 ($95) 
• Follow-up visit 1 hour $75   ($60)
• 2 treatments per week 2 X 1 hour $130 ($80)
• 3 treatments per week 3 X 1 hour  $150 ($120)
• Brief visit  ½ hour $40   ($35)
• Series of 5 treatments $325 ($250)
• Series of 10 treatments $600 ($450)
• Cosmetic Acupuncture 1 ½ hours $95
• Cosmetic Package 10 treatments $800 

_______________________________________ ____________________
Patient’s signature Date

THANK YOU!!          I look forward to working with you,   Dr. B.
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