Please feel free to complete as much of this history as you are comfortable sharing with me.  There are many very specialized techniques in Integrative Therapies for specific medical conditions.  The more I know about your medical history, the better able I will be to choose the best techniques for your healing. 

CONFIDENTIAL CLIENT HISTORY

      Client Initials __________  Date__________

Name: ______________________________________________________________________

Address: ____________________________________________________________________

Phone Numbers: ___________________________________________________________

E-mail: ___________________________________________________________ Sex: M / F

Occupation: ______________________________________ Age:____  DOB: _________

Living Situation: (family, pets, alone, etc.) ________________________________

______________________________________________________________________________

Health Professionals seen in last 2 years: (circle which apply)

Family Doctor
MD specialist       Nurse Practitioner
physical therapist

nutritionist

chiropractor

counselor/therapist




Other: _______________________________________________________________________

______________________________________________________________________________

Have you experience other healing modalities? (circle which applies)

Massage

reflexology


Healing Touch

Rieki

Acupuncture
Kinesiology


Jin Shin


Other: _______________________________________________________________________

Have you had any meditation experience? (circle which applies)

in the past?        current?

______________________________________________________________________________

Have you had any type of surgery?     What kind?   When?

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Medical Problems/other history (circle what applies)

Heart
Lung       Digestive       Urinary Tract       Reproductive organs

Thyroid            hormonal       high blood pressure        cancer       


stroke              clots              circulation            heart attack        

asthma             liver              bronchitis             colon          

stomach           kidneys
       gallbladder           hearing      

vision               depression    seizures               diabetes

headaches       weight problems

       eating disorder
                 serious accident  anxiety

Allergies:  __________________________________________________________________

Other:  ______________________________________________________________________

______________________________________________________________________________

Medications:  (circle which apply)     over the counter medicine      tobacco     caffeine     alcohol     recreational drugs 

Prescription medicines:  ___________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

How regular are your bowel movements?  _____ times/day  ____ times/week  

Stress:  (circle which applies)  from:   illness     work     relationships     loss of loved one     

other? ______________________________________________________________________

Relaxation:  (circle …)  exercise/sports    hobbies/music/dance/art/other    support groups

_____________________________________________________________________________

Reason for seeking an Integrative Health Session?

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

If seeking therapy for pain please answer the questions below:

History of current pain:  ___________________________________________________
______________________________________________________________________________

______________________________________________________________________________

Rank Pain today (10 is agony - 0 is no pain)                1 2 3 4 5 6 7 8 9 10 

HT-Intake Client History
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