
A Healthy Practice
Client Intake Form

Name __________________________________ DOB ____________ Gender: Male Female Ht ________ Wt ________

Address ____________________________________ City ___________________ State _______ Zip ________________

, ŽŵĞ�WŚŽŶĞ�ͅ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ �Ğůů�WŚŽŶĞ�ͅ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ �ŵĂŝů�ͅ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ �KĐĐƵƉĂƟŽŶ�ͅ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ

�ŵĞƌŐĞŶĐǇ�ĐŽŶƚĂĐƚ�ͅ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ���ZĞůĂƟŽŶƐŚŝƉ�ͅ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ���WŚŽŶĞ�ͅ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ

Have you had colon hydrotherapy before? Yes No If Yes, when? ______________ With whom? ________________________

Referred by ________________________ I am under the care of Dr._______________________ No current health care provider.

WůĞĂƐĞ�ĐŚĞĐŬ�ŽŶĞ͗������/�Ăŵ�ƐĞůĨ�ƚƌĞĂƟŶŐ͘����������ZĞƉŽƌƚ�ŵǇ�ƚǆ�ƉƌŽŐƌĞƐƐ�ƚŽ��ƌ͘�ͅ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ

Did you have a BM today? Yes No Typical BM frequency, consistency is ____________________________________________

�Ž�ǇŽƵ�ƵƐĞ�ůĂǆĂƟǀ ĞƐ͍ Yes No /Ĩ�ǇĞƐ͕ �ǁ ŚĂƚ�ĂŶĚ�ŚŽǁ �ŽŌĞŶ�ͅ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ

Do you use enemas? Yes No /Ĩ�ǇĞƐ͕ �ǁ ŚĂƚ�ĂŶĚ�ŚŽǁ �ŽŌĞŶ�ͅ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ

Do you exercise? Yes No /Ĩ�ǇĞƐ͕ �ǁ ŚĂƚ�ĂŶĚ�ŚŽǁ �ŽŌĞŶ�ͅ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ

�Ž�ǇŽƵ�ĨŽůůŽǁ �Ă�ƉĂƌƟĐƵůĂƌ�ĚŝĞƚ͍ �ͅ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ

Known Allergies ___________________________________________________________________________________________________

WůĞĂƐĞ�ůŝƐƚ�Ăůů�ŵĞĚŝĐĂƟŽŶƐ͕ �Kd��ĚƌƵŐƐ�ĂŶĚ�ƐƵƉƉůĞŵĞŶƚƐ�ǇŽƵ�ƚĂŬĞ�regularly:

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

t ŚĂƚ�ĂƌĞ�ǇŽƵƌ�ƚƌĞĂƚŵĞŶƚ�ŽďũĞĐƟǀ ĞƐ͍ �ͅ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ

Date ________________

Eating Habits

How much water do you consume daily? _______________________________   Coffee or Caffeinated drinks? _____________________

Meals per day ________________ Do you eat Breakfast? Yes No Snacks _____________________________________

Food Cravings ________________________________ Food preferences ___________________________________________________

Food allergies ____________________________________________________________________________________________________

Please indicate the typical number of servings of each of these foods consumed in the average day:

Pasta _______

Bread _______

Whole grains _______

Cheese _______

Milk _______

Other Dairy _______

Tomatoes _______

Cooked greens _______

Raw greens _______

Orange/Yellow veggies _______

Potatoes _______

Fruit _______

Red meat _______

Chicken _______

Fish _______

Fats / oils _______

Water _______

Juices/Smoothies _______

Carbonated beverages _______

Coffee / Tea _______

Alcohol _______

Chocolate _______

Sugar _______

Processed foods _______

Please complete other side



WůĞĂƐĞ�ŝŶĚŝĐĂƚĞ�ŝĨ�ŚĂǀ Ğ�Ğǀ Ğƌ�ŚĂĚ�Žƌ�ƐƟůů�
ŚĂǀ Ğ�ĂŶǇ�ŽĨ�ƚŚĞ�ĨŽůůŽǁ ŝŶŐ�ĐŽŶĚŝƟŽŶƐ͗

Current Past

Health History

Symptom Score

Overweight or Underweight

Protruding or distended abdomen

&ĂƟŐƵĞ

Depression

Irritability or anxiety

Lack of energy

Total Toxicity Score

Headaches

Reduced sexual desire

Sore joints

Premenstrual syndrome

Low back pain

Compact, liquid, foul smelling stools

�ƌǇ�Žƌ�ďƌŝƩ ůĞ�ŚĂŝƌ�Žƌ�ŶĂŝůƐ

Dark circles under the eyes

Skin blemishes or sallow complexion

Offensive body odor

Coated tongue

Bad breath

Gas, burping, flatulence

, ĞĂƌƚďƵƌŶ͕ �ŝŶĚŝŐĞƐƟŽŶ

Toxicity Score
Please use the following scale to rate your current

experience with the symptoms listed below.

0 = absent 1 = Mild 2 = Moderate 3 = Severe

I understand that colon hydrotherapy is a treatment using an FDA approved
ĚĞǀ ŝĐĞ͘�/ƚ�ŝƐ�ĂŶ�ĂĚũƵŶĐƟǀ Ğ�ƚƌĞĂƚŵĞŶƚ�ƚŽ�ŚĞůƉ�ŵǇ�ĚŝŐĞƐƟǀ Ğ�ŚĞĂůƚŚ�ĂŶĚ�ĂŝĚ�ŝŶ�
ĚĞƚŽǆŝĮ ĐĂƟŽŶ͘ ��/�ĂůƐŽ�ƵŶĚĞƌƐƚĂŶĚ�ƚŚĂƚ�ŵǇ�ƚŚĞƌĂƉŝƐƚ�ŝƐ�ŶŽƚ�ĂƩ ĞŵƉƟŶŐ�ƚŽ�
ĚŝĂŐŶŽƐĞ�ŵĞĚŝĐĂů�ĐŽŶĚŝƟŽŶƐ�Žƌ�ƉƌĞƐĐƌŝďĞ�ŵĞĚŝĐĂů�ƚƌĞĂƚŵĞŶƚƐ͘ ��, Žǁ Ğǀ Ğƌ͕�
ƚŚĞǇ�ŵĂǇ�Žī Ğƌ�ŶƵƚƌŝƟŽŶĂů�ŝŶĨŽƌŵĂƟŽŶ�ĂŶĚ�ƐƵŐŐĞƐƟŽŶƐ�ƌĞŐĂƌĚŝŶŐ�ŵǇ�ĐŽůŽŶ�
ƚŚĞƌĂƉǇ� ĂŶĚ� ĚŝŐĞƐƟǀ Ğ� ŚĞĂůƚŚ� ƚŽ� ŚĞůƉ� ĨĂĐŝůŝƚĂƚĞ� ƚŚĞ� ƚƌĞĂƚŵĞŶƚ� ƉůĂŶ�
coordinated by my doctor. I also have the right to pursue this treatment and
ƵƐĞ�ĂŶǇ�ŚĞĂůƚŚ�ŝŶĨŽƌŵĂƟŽŶ�ǁ ŝƚŚŽƵƚ�Ă�ĚŽĐƚŽƌƐ�ƐƵƉĞƌǀ ŝƐŝŽŶ�Žƌ�ĐŽŶƐĞŶƚ͘ ��/�
acknowledge that no guarantee has been given or implied with regard to
ŽƵƚĐŽŵĞ͘��/�ƵŶĚĞƌƐƚĂŶĚ�ƚŚĞ�ƉŽƐƐŝďůĞ�ƌŝƐŬƐ�ĂŶĚ�ĂůƚĞƌŶĂƟǀ ĞƐ�ƚŽ�ƚŚŝƐ�ƚƌĞĂƚŵĞŶƚ�
and willing consent to this and any future treatments with this therapist.

______________________________________ ___________________
Signature date

Consent To Treatment

�ŽŶƐƟƉĂƟŽŶ

Diarrhea

�ďĚŽŵŝŶĂů�' ĂƐͬ �ůŽĂƟŶŐ

Hemorrhoids

Fistulas or Fissures

/ŶĚŝŐĞƐƟŽŶ

WĂƌĂƐŝƟĐ�ŝŶĨĞĐƟŽŶƐ

͚ ^ƉĂƐƟĐ͟ �Žƌ�͚>ĂǌǇ͛�ĐŽůŽŶ

�ŝǀ ĞƌƟĐƵůŝƟƐ

�Žǁ Ğů�ƉĞƌĨŽƌĂƟŽŶ

/ŶĨĞĐƟŽƵƐͬ /ƐĐŚĞŵŝĐ��ŽůŝƟƐ

hůĐĞƌĂƟǀ Ğ�ĐŽůŝƟƐ�Žƌ��ƌŽŚŶ͛ Ɛ

GI bleeding

Colon cancer

Colon or rectal surgery

Abdominal surgery

, ĞƉĂƟƟƐ

Liver cirrhosis

HIV / AIDS

ZĞĐƚĂů�ŝŶĐŽŶƟŶĞŶĐĞ

Muscle/joint pain

Skin problems

Headaches

Anemia or Blood Thinners

Asthma

>ŝŵŝƟŶŐ�ĨĂƟŐƵĞ

�ůĂĚĚĞƌ�ŝŶĨĞĐƟŽŶƐ

�ůĂĚĚĞƌ�ŝŶĐŽŶƟŶĞŶĐĞ

Kidney disease/failure

WƌŽƐƚĂƟƟƐ

Uterine prolapse

Stroke

, ĞĂƌƚ�ĂƩ ĂĐŬ

Heart failure

Hypertension

Aneurysm

Abdominal hernia

Other cancers

Pregnancy
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