Client History
Name: ____________________________________________________  Date: __________________

Address: __________________________________________________________________________
__________________________________________________________________________________
Phone: _______________________ E-mail address: ________________________________________

Date of birth: ____________________ Age: ________ Occupation: ____________________________

Have you received energy work before?  ____YES    _____NO   

If yes, please list modalities: ____________________________________________________________

How often? ________________________ When?_________ _________________________________

Name and address of your physician: _____________________________________________________
___________________________________________________________________________________

Diagnosed health conditions: ___________________________________________________________

___________________________________________________________________________________
What medications do you take?__________________________________________________________

____________________________________________________________________________________
What herbal/nutritional supplements do you presently take?____________________________________

____________________________________________________________________________________
Do you presently have or have you had any of the following conditions? Circle YES or NO.

If in the past how long ago?  
Acute abdominal pain     

YES/NO 
Congestive heart failure  
YES/NO
High Blood Pressure 


YES/NO
Stroke



YES/NO

Uncontrolled hypertension 
   
YES/NO          
History of Seizures           
YES/NO
Recent heart attack


YES/NO 
Depression


YES/NO

Stress




YES/NO
Abdominal surgery

YES/NO           Anxiety




YES/NO
Panic Attacks


YES/NO

General fatigue       


YES/NO            Headaches/Migraines

YES/NO

Epilepsy or psychoses   


YES/NO
Pregnancy 


YES/NO
Have you had any accidents? ____YES   _____NO  

If yes, please give a brief description:  ______________________________________________________

______________________________________________________________________________________

Have you ever had cancer?  ____YES  ____NO  If yes, what type and what treatments have you received?______________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

How did you hear about my practice? ________________________________________________________

Name of the referring physician: ____________________________________________________________
Client statement: I understand that all the information will be held in strict confidence and that it is not collected with any intention to diagnose, prescribe or cure and is not a replacement for a regular medical attention by a physician. 

Signature: __________________________________________________
