
 
Dear client, 
 
 
Congratulations on making an important step towards long-term vibrant health. As you 
probably know, the emphasis in my practice is on seeking the underlying causes of 
disease rather than focusing on symptom relief.  
 
 
This means going deeply into your diet, lifestyle and daily routine and assisting you to find 
the invididualised health regime which will help to “switch off” the program which is driving 
many of your current health challenges.  
 
 
This approach means that you will be able to take your health into your own hands, and 
learn how to stay well, track your progress and learn better to work in with your individual 
make-up. 
 
 
In order to achieve the best possible outcome, we ask that you please have the following 
information available prior to the first appointment: 
 

 Completed Charts and Checklists 
 Completed Health History Questionnaire 
 Completed Medical Consent Form  
 Completed Readiness Assessment 
 Copies of any pathology results you may have had over the last 2-3 years. 

This may mean calling some of the laboratories to request copies. You can try 
i. Queensland Medical Laboratories (QML) on (07) 3121 4444 
ii. Sullivan & Nicolaides (S&N) on (07) 3377 8756  
iii. Healthscope (previously Gribbles) on 1300 453 688 

 Copies of recent medical records from your main treating practitioner, if at all 
possible 

 
These forms can be brought to your initial consultation or sent to us in advance for our 
review. 
 
 
I look forward to being of service. 
 
 
In good health, 
 
Dr Sandeep Gupta 
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Medical Consent Form 
 
 
I, _____________________________________ 
 (client’s name) 
 
of ________________________________________________________________________ 
 (client’s address) 
 
understand that: 

• I am seeking to consult Dr Sandeep Gupta in his capacity as a medical practitioner with a 
special interest in nutritional and environmental medicine. 

• This means that he offers a longer consultation time, a more holistic approach to patient 
diagnosis and care – an approach primarily involving diet, supplementation, exercise, lifestyle 
and stress management. 

• Only Dr Sandeep Gupta and Dr Peter Hodgkinson act in this capacity at Medicine on Second, 
and therefore all questions regarding treatment of this nature should be addressed to them. 

• Dr Gupta charges a private fee for his consultations, which, in the majority of cases attract a 
Medicare rebate. In most cases he does not bulk bill. General fees are: 

o $250 for a one-hour consultation 
o $120 for a half-hour consultation 
o $95 for a twenty minute consultation 
o $70 for a ten minute consultation 

• The majority of diagnostic tests ordered by Dr Gupta do attract a Medicare rebate, however 
specific functional pathology tests may not attract a rebate. 

• The costs of these tests will be discussed with me by Dr Gupta at the time of ordering. 
• Dr Gupta may offer some of the recommended products for purchase from him directly. This 

may include a small profit margin. There is no obligation to purchase the products via this 
avenue, and they may be purchased from any local retailer. 

• Some of the treatment suggestions (eg nutritional or digestive supplements) offered by Dr 
Gupta are considered to be outside the parameters of conventional medicine in Australia. 

• These treatments fall under the category of complementary or alternative medicine. 
• These interventions are in the majority of cases supported by research evidence, and are only 

prescribed with utmost care. 
 
I am attending Dr Gupta’s clinic of my own free will and consent and exercise my right to 
discuss and choose any useful and suitable treatment(s) made available to me.  
 
Signed: 
                    ____________________________  
 
 
Date:         /           / 2010 
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Basal Body Temperature Chart 

 
 



 
 

  
 
 
 
 



One Week Dietary History 
 

     Please complete a record of your meals for one week prior to your appointment with Dr Gupta  
 
 

 
 
 



Hypoglycaemia Checklist 
 

Please rate the occurrences of the below symptoms on a scale of 0 (never) – 4 (every day). 
 

 
 
 
 
 
  
 
 
 
 



 
 

Metal Toxicity Checklist 
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Health History Questionnaire 
 

The information on this form is to help Dr Gupta to assess and treat your condition 
effectively. It is important that you take the time to fill this out completely to ensure 

the best outcome can be achieved. If you are unsure about any information you will 
be able to discuss it with your practitioner. 

 

 
    Date__________________  Name__________________________________________________ 

 
Address______________________________________________________________________ 

 
Ph (H)______________________Ph (W)_______________________DOB ________________ 

 
 

Ph (M)___________________________Email ______________________________________ 
 

Preferred method of contact  _______________________________________________________ 
 

 

MAIN CONCERNS 

Please list your chief symptoms in order of decreasing severity, starting with the worst one. Please note how 
long each symptoms has been present. 

 
Problem Onset Frequency Severity 

1. e.g. Headaches June 2007 4 times per week Mild / moderate / severe 

2.     
3.     
4.     
5.     
6.     
7.     
 

        What diagnoses or explanations have been given to you?______________________________________ 
        ____________________________________________________________________________________ 

____________________________________________________________________________________ 
____________________________________________________________________________________ 
When was the last time you felt well? ______________________________________________________ 
____________________________________________________________________________________  
Did something trigger your change in health?________________________________________________ 
____________________________________________________________________________________  
What makes you feel worse? ____________________________________________________________ 
____________________________________________________________________________________  
What makes you feel better? ____________________________________________________________ 



____________________________________________________________________________________ 

 
Please list other practitioners you have seen for the above health conditions: 
 
1. 4. 
2. 5. 
3. 6. 

 

 

Please check all the Complementary Medicine Treatments you have tried for your condition(s) 
� None 
� Chiropractic 
� Acupuncture 
� Iridology 
� Colonics 

� Massage 
� Rolfing 
� Reiki 
� Homeopathy 
� Biofeedback  

� Yoga 
� Hypnosis 
� Ayurveda  
� Light therapy 
� Meditation 

� Environmental medicine 
� Nutritional Therapy 
� Biological Dentistry 
� IV (chelation) therapy 
� Naturopathic medicine 

 
 

 

PAST ILLNESSES AND TESTS 

Please place the date corresponding to when you started to suffer from any of the following conditions in 
the past. 
 

ILLNESSES Date Date Date Comments 
Chicken Pox  X X  

German Measles  X X  
Measles  X X  

Mononucleosis  X X  
Mumps  X X  

Whooping cough  X X  
Anaemia     
Arthritis     
Asthma     

Bronchitis     
Cancer     

Chronic Fatigue 
Syndrome 

    

Crohn’s Disease or 
Ulcerative Colitis 

    

Diabetes     
Emphysema     

Epilepsy, convulsions     
Gallstones     

Gout     
Heart attack/Angina     

Heart failure     
Hepatitis     



High blood pressure     
Irritable bowel     
Kidney stones     

Glandular fever     
Pneumonia     

Rheumatic fever     
Sinusitis     

 
ILLNESSES 

 
Date 

 
Date 

 
Date 

 
Comments 

Sleep apnoea     
Stroke     

Thyroid disease     
Other (describe)     

INJURIES Date Date Date Comments 
Head Injury     
Neck Injury     
Back Injury     

Fracture     
Other (describe)     

DIAGNOSTIC  
STUDIES Date Date Date Comments 

Chest X-ray     
Mammogram     

ECG     
Sigmoidoscopy     
Colonoscopy     

Upper GI Series     
Barium Enema     

CT scan of Abdomen     
CT scan of brain     
CT scan of spine     

Liver scan     
Bone scan     

Neck X-rays     
Back X-rays     

MRI     
Bone Density Test     

Carotid Artery 
Ultrasound 

    

Blood Tests     
Other (describe)     

OPERATIONS Date Date Date Comments 
Tonsillectomy  X X  
Tubes in Ears     
Appendectomy  X X  

Gall Bladder  X X  
Hernia     

Hysterectomy  X X  
Dental Surgery     

Other (describe)     



 

MEDICATION LOG 
Please indicate the type of medications you are taking now. Please include non-
prescription medications too. 

Medication 
Name 

Date started Dated Stopped Dosage # per day 

     
     
     
     
     
     
     
     
     
     
     
     
     
 
SUPPLEMENT LOG 
Supplements: List all vitamins, minerals and other nutritional supplements 

Supplement 
Name/Brand Dose Frequency Dated 

Started Reason for use 
     
     
     
     
     
     
     
     
     
     
     
     
     
     

Have your medications or supplements ever caused you unusual side effects or 
problems?  
Yes ____ No _____ If yes, please describe:___________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 



 
 
___________________________________________________________________________ 
 
 
FAMILY HISTORY 
 

 
 

 
___________________________________________________________________________ 
 
 
REST AND RELAXATION 
 

 
 
 
 



 
 

NUTRITION & LIFESTYLE HISTORY  

NUTRITION 

Have you made any changes in your eating habits because of your health? Yes____  No_____ 
Do you currently follow a special diet or nutritional program? Yes____  No_____ 
Check all that apply: 
 Mixed food diet (animal 

and vegetable sources) 
 High protein 
 Vegetarian 
 Vegan / raw food vegan 
 Gluten restricted 
 Low sodium 

 Fat restriction 
 Low starch/carbohydrate  
 The Blood type Diet 
 Metabolic Typing Diet 
 The Zone Diet 
 Total calorie restriction 
 Diabetic 

 Specific Program for 
Weight 
Loss/Maintenance   
Type:________________
____________________
____________________
____________________

Please check any specific food restrictions you have: 

 Dairy 
 Soy 
 Wheat 

 Corn 
 Eggs 
 All gluten 

 

 
Anything else special about your diet? 
      __________________________________________________________________________ 

__________________________________________________________________________ 

 
LIFESTYLE 
 
Have you ever smoked? If so, for how long? ____________________________________ 
 
In an average week, please detail how much and what type of the following you partake in: 

 
Alcohol _______________________________________________________ 
 
Recreational drugs:______________________________________________ 

 
Exercise:  _____________________________________________________ 
 
Relaxation or stress management? _________________________________ 

 
Do you have any regular spiritual or religious practice? ________________________ 
 
If it feels appropriate for you, please tell us more about your practice: _____________ 
 
                     __________________________________________________________ 
 
How often often do you: 
  
 Walk barefoot on the earth:________________________________________ 
  
 Get away from the city and into nature: ______________________________ 
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 Get direct sunlight for 30min/day: ___________________________________ 
 
 Chew your food until it is like a liquid in your mouth: _____________________ 
  
 Express gratitude for all you have: ___________________________________ 
 
 Forgive significant people in your life: _________________________________ 
 
 Take time out to relax and turn the stress system off: _____________________ 
 
 Go deeply into the silence within your own self: __________________________ 
 
 
 
 
WORK/HOME ENVIRONMENT 
 
Is your home environment emotionally and spiritually uplifting ?  _______________ 
 
Is your work environment emotionally and spiritually uplifting ?  _______________ 
 
Are you regularly exposed to noise pollution, chemicals, polluted air or visual pollution? 
 
       _______________________________________________________________________ 
 
 
MARKETING / FEEDBACK 
 
 
How did you find out about Dr Gupta’s practice? 
 

  Referral from other practitioner _________________________   (who?) 
   
      Website    __________________________________________  (which one) 
 
      Friend/family  _______________________________________ 
 
      Magazine/newspaper ________________________________ (which one) 
 
 
Do you wish to receive a periodic email newsletter with recent information from the world of 
holistic health and clinic news (usually sent every 3-6 months).  
 

Yes  
No             

           
The information on this form is true and filled out in sincerity. 
 
 
Signed ___________________________ Date ________________________


