Name: ___________________________________________

Date:  ___________________________________________

Date of Birth: _____________  Age: _______________ Male/Female: ____

Address: _________________________________________

City: _____________________ State: __________ Zip: __________ SS#: ___________

Phone: ____________________ Cell:____________________ E-Mail: ______________

Occupation: _____________________ Work Phone: ____________________

Refered by ______________________________________________________

Emergency Contact

Reasons for Session, in order of importance:

_________________________________________________

_________________________________________________

_________________________________________________

Current Physicians:

Name:
__________________Specialty: ______________________Phone: __________

Name:
__________________Specialty: ______________________Phone: __________

Name:
__________________Specialty: ______________________Phone: __________

Health History: (Write #1 for you, #2 for a family member)

__Cancer (type: ______________)

__Surgery (type: ____________)

__Alcoholism

__Allergies

__Anemia


__Asthma

__Arthritis

__Colitis

__Diabetes

   
__Gout

__Heart Disorder
__Herpes/Shingles
__High Blood Pressure  
__Indigestion

__Traumatic Injury
__Liver Disorder
__ Menstrual Problem

__Tobacco

__ Lung Disorder
__Caffeine/Soft Drinks 

Allergies:__________________________________________

Prescribed or Recreational Drug Use:

__________________________________________________

__________________________________________________

Health Concerns:

_________________________________________________

_________________________________________________

_________________________________________________

Emotional Support/ Spiritual Practices:   Yes___    No___

What:  ___________________________________________

Signature___________________________

Date_________

