Seven Treasures Healing Arts - Intake Form

	Name                                                                     Gender  F (  M (   Date

	Date of Birth                                        Age            Occupation                              

	Street Address

	Phone: Home                                      Cell                                     Work

	E-mail Address 

	Marital Status   Single (  Married (  Divorced (  Other (           No. of Children

	Emergency Contact: Name, Phone, Relationship

	

	Physician                                                            Chiropractor

	How did you hear about this clinic? 

	Friends/Relatives (   Periodicals (  Walk-by (  Website (  Yellow Pages (  Fair (

	Referred by:                                                         Other: (specify)


	Main Health Concerns

	 1.

	 2.

	 3.

	 4.

	 5.

	 6.


	Client goal for treatment?

	When did this condition begin?

	Have you been given a diagnosis? If so, what?

	To what extent does this interfere with your daily activities? (work, sleep, hobbies, sex)

	

	What kind of treatment have you had?

	

	What makes it worse or better?

	

	Does anyone in your family have the same or similar problems? 


Please rate the following with a circle.    0 = none  10 = the most/highest

	Pain
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Energy
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Stress
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10


Significant illnesses that you or family members have or have had:
	current (c) past (p)
	self (c)
	self (p)
	family 
	
	self (c)
	self (p)
	family

	alcoholism
	
	
	
	heart disease
	
	
	

	anemia

	
	
	
	hepatitis
	
	
	

	arthritis
	
	
	
	HIV/AIDS
	
	
	

	asthma

	
	
	
	hypertension
	
	
	

	cancer

	
	
	
	miscarriage
	
	
	

	chronic fatigue
	
	
	
	thyroid disease
	
	
	

	diabetes
	
	
	
	stroke
	
	
	

	digestive disorders
	
	
	
	other
	
	
	

	epilepsy
	
	
	
	osteoporsis
	
	
	


General Lifestyle (please circle)


sleep well?

yes
no


3 meals/day?

yes
no


6-8 hours?

yes
no


diet often?

yes
no


easy to fall asleep?
yes
no


eat out often?

yes
no


sleep all night?

yes
no


coffee?


yes
no


alcoholic beverages?
yes
no


black tea?

yes
no


tobacco?

yes
no


green/herbal tea? 
yes
no


recreational drugs?
yes
no


refined sugar?

yes
no


enjoy your work?
yes
no


artificial sweeteners?
yes
no


take vacations?

yes
no


add salt to food?
yes
no


spiritual practice?
yes
no


carbonated drinks?
yes
no

exercise?

yes
no 





  if so, what/how often? ______________________________________________________

main interests/hobbies?

 

 if so, what? _______________________________________________________________


	Hospitalizations/Surgeries

	

	

	


	Significant trauma (auto accidents, sports injuries, etc.)

	

	


Allergies (respiratory, seasonal, chemicals, foods, medications)
	

	

	

	


	Are you a vegetarian?           yes
 no
	Do you eat spicy food often? yes
    no


Typical Diet
	breakfast
	

	lunch
	

	dinner
	

	snacks
	

	drinks
	


Prescription medications, over-the-counter medications, vitamins or supplements, birth control pills, etc. used in last three months:

	 1.

	 2.

	 3.

	 4.

	 5.

	 6.

	 7.

	 8.

	 9.

	10.


Please circle if you have experienced any of these conditions in the last three months.

poor appetite
appetite change

poor sleep
fatigue

fevers
     strong thirst

chills

night sweats

sweat easily
tremors

cravings 

poor balance
bleed/bruise easily
weight loss
weight gain
sudden energy drop

c = current significant problem p = past significant problem

Ears, Eyes, Nose, Throat
impaired hearing
c
p


headaches

c
p


ear ringing

c
p


migraines

c
p

dizziness/vertigo
c
p


frequent colds

c
p

ear aches

c
p


frequent sore throats
c
p


impaired vision

c
p


hoarseness

c
p

cataracts

c
p


jaw or TMJ problems
c
p

glaucoma

c
p


teeth grinding

c
p

spots in vision

c
p


teeth problems

c
p

color blindness

c
p


lumps in neck

c
p

night blindness

c
p


difficulty swallowing
c
p

eye pain or strain
c
p


sinus problems

c
p

double vision

c
p


hay fever

c
p

blurry vision

c
p


loss of smell

c
p

tearing or eye dryness
c
p


head injury

c
p

nose bleeds

c
p


mouth/lip/tongue sores
c
p
Respiratory


cough


c
p


pneumonia

c
p


sputum


c
p


pleurisy


c
p


asthma


c
p


difficulty breathing
c
p


wheezing

c
p


shortness of breath
c
p


bronchitis

c
p


emphysema

c
p


coughing blood

c
p


tuberculosis

c
p

Endocrine


hypothyroidism

c
p


heat/cold intolerance
c
p


hyperthyroidism

c
p


diabetes

c
p


hypoglycemia

c
p


excessive hunger
c
p


fatigue


c
p 


excessive thirst

c
p


Gastrointestinal


nausea/vomiting
c
p


appetite change

c
p


ulcer(s)


c
p


abdominal pain

c
p


irritable bowel syndrome c
p 


jaundice

c
p

gall bladder disease
c
p


Chron’s disease

c
p


liver disease

c
p


belching

c
p


hemorrhoids

c
p


gas


c
p


pancreatitis

c
p


constipation

c
p

heartburn

c
p


diarrhea

c
p


bad breath

c
p 


blood/mucus in stool
c
p

parasites

c
p


indigestion

c
p

bowel movement frequency ________  color ________   texture/form __________________

Urinary


increased frequency
c
p


frequency at night
c
p


inability to hold urine
c
p


urinary tract infections
c
p

painful urination

c
p


kidney stones

c
p

Cardiovascular
heart disease

c
p


blood clots

c
p

angina


c
p


palpitations

c
p

high blood pressure
c
p


rheumatic fever

c
p

low blood pressure
c
p


varicose veins

c
p

heart murmurs

c
p


ankle swelling

c
p

Neurological

seizures

c
p


paralysis

c
p

muscle weakness
c
p


numbness or tingling
c
p

memory loss

c
p


balance loss

c
p

vertigo or dizziness
c
p


fainting


c
p


Musculo-Skeletal


joint pain or stiffness
c
p


neck or shoulder pain
c
p


arthritis


c
p


upper back pain

c
p


rheumatic arthritis
c
p


lower back pain

c
p


muscle spasms

c
p


arm or wrist pain
c
p


muscle cramps

c
p


leg pain


c
p


broken bones

c
p


fibromyalgia

c
p

Skin, Hair


rashes


c
p


eczema


c
p


acne


c
p


hives


c
p


change in skin color
c
p


itching


c
p


dandruff

c
p


hair loss

c
p

Mental, Emotional


poor concentration
c
p


considered suicide
c
p


memory problems
c
p


attempted suicide
c
p


depression

c
p


eating disorders

c
p


anxiety


c
p


insomnia

c
p


mood swings

c
p


frequent crying

c
p


panic attacks

c
p

Men’s Health


hernias


c
p


impotence

c
p


testicular pain

c
p


premature ejaculation
c
p


testicular masses
c
p


sexually transmitted



prostate disease
c
p


  disease

c
p

Women’s Health

age of first menses _____________


date of last pap smear ___________

date of last menses ____________


abnormal pap 

c
p

length of cycle ________________


cervical dysplasia 
c
p

duration of menses _____________


painful intercourse
c
p

regular cycles

yes
no


sexually transmitted

painful menses

c
p


   disease

c
p


heavy flow

c
p


vaginal discharge
c
p


bleeding between




difficulty conceiving
c
p

  periods

c
p


number of pregnancies  __________

clots


c
p


number of live births      __________

breast pain/tenderness
c
p


number of Caesarians 
__________

breast lumps

c
p


number of miscarriages __________

ovarian cysts

c
p


number of abortions      __________

uterine fibroids

c
p






nipple discharge
c
p


menopausal symptoms  c
p

practice birth control?    yes       no   if yes, what type and how long? ____________________

if you’re on birth control pills, what are you taking and how long? _______________________
	Five Element Check List

	What kind of person are you?
	( morning  ( mid-day  ( afternoon  ( early evening  ( night



	Which season do you love the most?


	( spring  ( summer  ( late summer  ( fall  ( winter

	Which season do you dread?
	( spring  ( summer  ( late summer  ( fall  ( winter



	What are your favorite colors?
	

	Which colors are you avoiding now?
	

	What is your favorite taste?
	( sour  ( bitter  ( sweet  ( spicy ( salty



	Have you craved any of these tastes this week? If so, which?
	( sour  ( bitter  ( sweet  ( spicy ( salty

	Which sense is the best?

	( sight  ( speech  ( taste  ( smell  ( hearing



	Which sense is most challenged?
	( sight  ( speech  ( taste  ( smell  ( hearing




Please indicate painful or distressed areas
SHADE chronic pain

        XXX acute pain
                  SOLID LINES scars

[image: image1.wmf]I understand the above information and guarantee this form was completed correctly to the best of my knowledge. 

Signature ______________________________________ Date ________________________

1 of 5

