[image: ]  Newberry Holistic Health Center   749 Springhill Dr     Newberry, SC  29108    (803) 944  9803

New Client Health Information sheet.                                          Account # ______________________________

Name ___________________________________________________________     Date__________________

Sex ________________          Day phone _________________                   Cell __________________

Email _________________________________________     Preferred method of Contact ________________

Address: _________________________________________________________________________________

City: _______________________________________    State if not SC _______________________________

Date of Birth _________________________    Occupation ________________________________________
    **    We share no private information with anyone.  Ever.
Determine if client has special needs: _________________________________________________________


Prior to appointment                                                     Date:                                                                       Staff Initials.

Welcome packet mailed if necessary              ___________________                           __________
Insurance if any applied                                     ___________________                           __________
Confirmation call if placed                                ____________________                         __________
Previous records Received/checked                ____________________                        __________ 

First Appointment
Intake Forms Completed:				______________________		_________
Financial arrangements made/settled		______________________		__________

Client check in – out				_____________________		__________
Fee received					______________________		__________
Samples and Educational Material dispensed______________________		__________
Next Appointment scheduled ? 			_______________________		__________
Products sold  List any   	________________________________________________________
                                             ________________________________________________________

Follow up 
Cient check in call: 			_________________________	____________________
Referral Letter Sent			______________________________________________
Progress Notes Sent 			______________________________________________


Newberry Holistic Health Center     

NHHC Practitioner Informed Consent.

I, _______________________________________________(client)     understand

That Holistic Health provided  by __________________________________(therapist)  is 

Intended to enhance relaxation, reduce pain caused by muscle tension, increase range of 

motion, improve circulation and offer a positive experience of touch.  Any other intended 

purposes for this therapy are Specified below:






The general benefits of holistic health and the treatment procedures have been explained to me.  I understand that this session is not a substitute for medical treatment or medications, and that is is recommended that I concurrently work with my Primary Caregiver for  any condition that I may have.     I am aware that the therapist does not diagnose illness or disease, does not prescribe medications, and that spinal manipulations and/or
 Touch of genital areas or other areas is not a part of Procedure or Policy.

I have informed the Therapist of all known physical conditions, medical conditions and medications, and I will keep the therapist updated on any changes.


I have received a copy of the Therapists polities; I understand them and agree to abide by them.

_______________________________________________    _________________
Client signature                                                                                Date
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AI-generated content may be incorrect.]             Newberry Holistic Health Center     803. 944. 9803
Client Health Information Sheet:
Name ___________________________________________________  Date________________
Sex  _________________  Contact information ______________________________________
Email _______________________________________  
Address ______________________________________________________________________
City  _____________________________  State _______________   zip  ___________________ 
Date of birth ______________________________  Occupation  ________________________

** We share No private information with anyone.   Ever.  Determine if client has special needs
    
Present Symptoms:  What is your major complaint or condition you want to improve?

When did you first notice major complaint? _________________________________________
 ____________________________________________________________________________

Do you know what brought this on? ______________________________________________

What activities aggravate the condition? _________________________________________

Is the condition getting worse?   Explain._________________________________________
 

Does this condition interfere with Work?       ________       sleep ? _____________________


Daily routine ?   Explain: _________________________________________________________ 

What have you done for relief? ___________________________________________________




Has there been a medical diagnosis? _______________________________________________

What are you intentions or expectations for this visit? _________________________________

List your Care Provider or Spouse  and phone number  In case of emergency.______________

____________________________________________________________________________     

Any other comments, accidents, or operations which may have an impact? 
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