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COMPREHENSIVE CLIENT HEALTH HISTORY & INTAKE FORM
Please complete all sections honestly and thoroughly. Your safety depends on accurate disclosure.
SECTION 1 — CLIENT INFORMATION
	CLIENT INFORMATION

	Full Name
	___________________
	Preferred Name
	___________________

	Date of Birth
	___________________
	Age
	___________________

	Phone (Cell)
	___________________
	Phone (Home/Work)
	___________________

	Email Address
	_________________________________________

	Street Address
	_________________________________________

	City
	___________________
	State / Zip
	___________________

	Emergency Contact
	___________________
	Relationship
	___________________

	Emergency Phone
	___________________
	Physician Name & Phone
	___________________



SECTION 2 — PRIMARY REASON FOR VISIT
	PRIMARY REASON FOR VISIT

	Primary Goal
	_________________________________________

	Secondary Goal
	_________________________________________

	Referred By
	_________________________________________

	How Long Has This Been a Concern?
	_________________________________________

	Previous Treatments Received
	_________________________________________

	Results from Previous Treatments
	_________________________________________



SECTION 3 — SURGICAL & COSMETIC HISTORY
	SURGICAL & COSMETIC PROCEDURE HISTORY

	Procedure / Surgery
	Date
	Surgeon
	Complications / Notes

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Physician Clearance Received (required if post-operative):  ☐ Yes   ☐ No   ☐ N/A     Clearance Date: _______________   Physician: ___________________________

SECTION 4 — MEDICAL HISTORY
	MEDICAL HISTORY — Check all that apply

	☐
	Heart disease / cardiac conditions
	☐
	Hypertension (high blood pressure)

	☐
	Hypotension (low blood pressure)
	☐
	Pacemaker or implanted device

	☐
	Vascular disease
	☐
	History of blood clots / DVT

	☐
	Lymphedema diagnosis
	☐
	Lymph node removal (where: _________)

	☐
	Cancer — active
	☐
	Cancer — in remission (type: __________)

	☐
	Autoimmune disease
	☐
	Diabetes (Type: ____)

	☐
	Thyroid disorder
	☐
	Kidney disease / failure

	☐
	Liver disease
	☐
	Epilepsy / seizure disorder

	☐
	Neurological disorder
	☐
	Neuropathy / impaired sensation

	☐
	Fibromyalgia
	☐
	Chronic fatigue syndrome

	☐
	Osteoporosis / osteopenia
	☐
	Rheumatoid arthritis

	☐
	Inflammatory bowel disease
	☐
	GERD / digestive disorders

	☐
	Depression / anxiety
	☐
	PTSD or trauma history

	☐
	Eating disorder history
	☐
	Bleeding / clotting disorder

	☐
	Hemophilia
	☐
	Anemia

	☐
	Respiratory condition (asthma, COPD)
	☐
	Sleep apnea

	☐
	Skin disorders (eczema, psoriasis)
	☐
	Keloid scarring history

	☐
	Melanoma or suspicious skin lesions
	☐
	Implants (breast, hip, etc.)

	☐
	Active infection or fever
	☐
	Open wounds or unhealed incisions

	☐
	Pregnancy
	☐
	Currently nursing

	☐
	Photosensitivity disorder
	☐
	Use of Accutane within 12 months



	Explain any YES answers above
	_________________________________________

	
	_________________________________________



SECTION 5 — MEDICATIONS, SUPPLEMENTS & ALLERGIES
	CURRENT MEDICATIONS & SUPPLEMENTS

	Medication / Supplement
	Dose / Frequency
	Prescribing MD
	Relevant to Treatment?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



	ALLERGIES & SENSITIVITIES

	Drug Allergies
	_________________________________________

	Food Allergies
	_________________________________________

	Skin / Topical Sensitivities
	_________________________________________

	Known Sensitivities (nickel, zinc, latex, fragrances)
	_________________________________________



SECTION 6 — LIFESTYLE & WELLNESS
	LIFESTYLE & WELLNESS HISTORY

	Current Height / Weight
	_________________________________________

	Goal Weight (if applicable)
	_________________________________________

	Daily Water Intake (oz)
	_________________________________________

	Exercise Frequency & Type
	_________________________________________

	Diet / Nutritional Approach
	_________________________________________

	Alcohol Consumption (frequency)
	_________________________________________

	Tobacco / Nicotine Use
	_________________________________________

	Sleep Quality (1–10) / Hours per night
	_________________________________________

	Occupation / Physical Demands
	_________________________________________

	Stress Level (1–10) / Primary Stressors
	_________________________________________

	Bowel Regularity
	_________________________________________

	Swelling — Location, Frequency, Triggers
	_________________________________________



SECTION 7 — LYMPHATIC, ONCOLOGY & POST-SURGICAL SCREENING
	LYMPHATIC, ONCOLOGY & POST-SURGICAL SCREENING

	Have you ever been diagnosed with lymphedema?
	_________________________________________

	Affected limb(s) / body region
	_________________________________________

	Stage of lymphedema (if known)
	_________________________________________

	Lymph nodes removed? Location & number
	_________________________________________

	Radiation history? Sites treated
	_________________________________________

	Chemotherapy? Type & completion date
	_________________________________________

	Current oncologist or lymphedema specialist
	_________________________________________

	Do you wear a compression garment?
	_________________________________________

	Fibrosis areas noted
	_________________________________________

	Breathing pattern (diaphragmatic / restricted)
	_________________________________________

	Breathwork tolerance — any dizziness, anxiety?
	_________________________________________

	Breathwork clearance given?
	☐ Yes   ☐ No   ☐ Modified protocol   Notes: ________________________________

	Post-surgical concerns (fibrosis, seromas, cording)
	_________________________________________

	Current drainage pattern — subjective report
	_________________________________________



SECTION 8 — SESSION-DAY PRE-SCREENING
	SESSION-DAY PRE-SCREENING — To Be Completed at Each Visit

	Check YES if any apply today:
☐  Currently pregnant or could be    ☐  Currently sick / active infection / fever in the past week    ☐  Active cancer treatment
☐  History of blood clots / DVT / heart failure / kidney or liver disease    ☐  Skin lesions, open sores, undiagnosed rashes
☐  Filler or Botox in the last 2 weeks    ☐  Vaccination in the last 72 hours    ☐  Currently on antibiotics, antifungals, or immunosuppressants
If YES to any above, explain: _______________________________________________________________________________



INFORMED CONSENT & ACKNOWLEDGMENT
1. I confirm that all information provided above is accurate and complete to the best of my knowledge.
1. I understand that failure to disclose relevant medical conditions releases Atlanta Body Retreat, LLC and its practitioners from liability for adverse outcomes.
1. I understand that the services provided are non-medical cosmetic and wellness therapies and do not constitute medical diagnosis or treatment.
1. I agree to notify my practitioner of any changes to my health, medications, or surgical status prior to each session.
1. I understand that treatment may be declined or modified based on my health status, and that this decision is made for my safety.
1. I have been given the opportunity to ask questions and all questions have been answered to my satisfaction.

	Client Signature: ________________________________
Printed Name: ____________________________________
	Date: ___________________
Practitioner: ____________________________________
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