Seven Treasures Healing Arts Intake Form
Name
____________________________​​​______________  Date _____________________

 Street Address ______________________________________________________________

 City, State, Zip Code _________________________________________________________

 Phone ___________________(h) ______________________(m) ___________________ (w)

 E-mail ___________________________________________  Birth Date ________________

 Emergency contact __________________________________________________________

Referred by 





Physican 

Current problem

Client goal for treatment

When did this problem begin?




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

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

What kind of treatment have you had?  

What makes this problem worse or better?

Does anybody 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
	19

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


Past or present medical or psychological problems

Head (ears, eyes, hair, nose, throat)

Chest/trunk/abdomen

Gynecological

Muscle/skeletal

Allergies—respiratory, food, chemicals, drugs

Surgeries

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

Significant illnesses that you or family members have or have had
	
	Self
	Family 
	
	Self
	Family

	alcoholism
	
	
	heart disease
	
	

	anemia

	
	
	hepatitis
	
	

	arthritis
	
	
	HIV/AIDS
	
	

	asthma

	
	
	hypertension
	
	

	cancer

	
	
	miscarriage
	
	

	chronic fatigue
	
	
	thyroid disease
	
	

	diabetes
	
	
	stroke
	
	

	digestive disorders
	
	
	other
	
	


Lifestyle

When do you usually go to sleep? ___________  When do you usually get up? _____________

How much fluid do you drink daiily?   water ______________  coffee _____________ 

tea, ______________   carbonated beverages _______________   juice ____________

How much and/or how often do you drink alcohol ?____________________________________

How often do you have a bowel movement? ______________ Formed/loose? ______________

Are you a vegetarian? Yes  No
Do you eat spicy food often?  Yes   No  

What do you typically eat for breakfast, lunch and dinner?

Do you smoke? Yes  No
If so, what and how much per week? _______________________

Do you use any recreational drugs? If so, what and how often?  _________________________

Medications during past two months (include vitamins, drugs, birth control pills, herbs)

Do you exercise? If so, what kind and how often?

What do you for fun? What are your hobbies?

Five element checklist

Are you a morning, midday, afternoon, early evening or night person? _________________

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? _____________________

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
                  HORIZONTAL LINES scars
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