
Fountain of Healing
Health Consulting with Eva Weeks
Contactus@thefountainofhealing.com
(480) 262-3007

Welcome to your new journey, where we explore and create a plan for healing and restoration of your body. Please take some time to answer the following questions to help me better understand the reason for your visit. 

Personal Information:

First Name:___________________________________________________________ Last Name:___________________________________________________________
D.O.B: ________________________________________________________________
Gender: _____________________
Hight :_____________________
Weight:____________________
Marital Status:________________________________
Spouses Name:_________________________________________________________
Number of Children:_______________________

Contact Information:
Email:__________________________________________________________
Home Phone:____________________________________________
Cell Phone:_______________________________________________
Work Phone:___________________________________________
Best number to reach you at:__________________________________
Address:________________________________________________________________
Emergency Contact:___________________________________________________
Relationship:_______________________________________________________
Phone:__________________________________________________
Work Status:_________________________________________________________
Employer:_________________________________________________________

What is the purpose of your visit: ________________________________________________________________________________________________________________________________________________________________________________________________________________________





Personal Health History
Current Symptoms:_____________________________________________________

Have you had any injury’s?_______________________________________________
Where did the injury occur?______________________________________________
Date:__________________________________________
Family/Primary Physician_________________________________________________
Date of Last Physical Exam_______________________________________________
Physician Phone:________________________________________________________
Are you pregnant, or have you had any signs of pregnancy?__________________
Are you planning to get pregnant in the next 12 months?_____________________
List current medications:
(name, amounts, frequency, length of use, reason for use)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List current vitamins, minerals, supplements, or herbs:
(name, amounts, frequency, length of use, reason for use) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have recent lab work?_____________________________________________

Personal Incident History
Been Hospitalized?______________________________________________________
Had Surgery?___________________________________________________________
Been In Auto Accident?__________________________________________________
Been Diagnosed with an Eating Disorder?__________________________________
Had a Stroke?__________________________________________________________
Been Struck Unconscious?_______________________________________________

Family Health History
Please list diagnosed health conditions and untimely deaths.(condition, relationship to you)
(Family members include: Parents and siblings and maternal and paternal grandparents/aunts/uncles)______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How is your:

Sleep?_________________________________________________________________
Energy level?_________________________________________________________________________________________
Stress level?_______________________________________________
Belly/Bowel Movements?_____________________________________
Skin?_____________________________________________________
Pain (joints, overall)?_________________________________________
Mood?____________________________________________________
Anxiety/Depression?_________________________________________
Brain Fog?_________________________________________________
Headaches?_______________________________________________
Do you use processed or fresh foods?____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Toxicity:
Do you have mercury fillings?__________________________________
Root Canals?_______________________________________________
Have you had all vaccinations?_________________________________
Reactions that you may have noticed with the vaccines?_____________
Do you have mold?__________________________________________
Yeast Infections?____________________________________________
Do you use bug sprays around the house?________________________
Do you live near a farm that sprays regularly?_____________________
Do you live near an airport?___________________________________
Do you have regular exposure to glyphosate?_________________________________________________________
Do you have food allergies?________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you use organic or non organic foods?________________________

Women only:
Cycles____________________________________________________
Menopausal________________________________________________
Birth Control_______________________________________________
Breast Implants_____________________________________________
Facial Hair_________________________________________________
History of pregnancies/miscarriages:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you feel that you have unresolved stressor on your mind that are keeping you awake at night? ______________________________________________________________________________________________________________________________________________________________________________

Mental Health Therapist/are you currently seeing one: ____________________________________________________________________________________________________________________

Have you ever seen a Chiropractor/currently seeing one ______________________________________________________________________________________________________________________________________________________________________________

Have you ever seen a massage therapist/body worker or currently seeing one ____________________________________________________________________________________________________________________

When was your last vacation (beach, forest describe) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How frequently do you eat dairy (describe what kind)__________________
________________________________________________________________________________________________________________________

Are you on a wheat/gluten free diet ________________________________________________________________________________________________________________________

Are you a vegetarian or do you have a special diet that you are following
____________________________________________________________________________________________________________________________________________________________________________________

Do you exercise on a regular basis ____________________________________________________________________________________________________________________________________________________________________________________

If you have any recent test such as food allergies, or blood drawn please bring them to your appointment. 


Disclaimer:
I certify that I am the patient or legal guardian listed below. I have read and understand the included information and certify it to be true to the best of my knowledge. I consent to the collection and use of the above information to the office of Fountain of Healing. 
The consults are not intended to diagnose or to treat any condition but for informational purposes only. Medical care should be sought with your Primary Care Physician. 
These services are not billable to the insurance. I understand and agree that all services rendered to me will be charged to me and I am responsible for timely payment of such services. I understand that fees from professional services will become immediately due upon suspension or termination of my care or treatment. 


I agree with this statement of authorization.


First Name						Last Name
			
______________________________	___________________________

Signature						Date

__________________________________	________________________________

