Females

New Client Intake Form

CONTACT INFORMATION TODAY'SDATE: __/ [/
Name: Date of Birth:___/ /  Biological Sex: CIMale CIFemale
Street Address: City: State: Zip:

Primary Phone Number: L1 Check Here if this number can receive text messages
Email Address: Occupation:

Emergency Contact: Name Phone Relationship

HEALTH BACKGROUND
Health & Wellness Providers seen in the last year (please check all that apply): [Medical Doctor [1Chiropractor

LJAcupuncturist [Dentist [JOptometrist [INaturopath/Natural Medicine [1Physical Therapist [1Psychotherapist
LJEnergy Practitioner [Other

Number of medical office visits in the last year: Number of hospitalizations:

Please select ALL implants that you may have [1Pace Maker [Iimplantable cardioverter defibrillator (ICD)

Linsulin pump/ glucose monitor  [JPressure sensor in vascular system [lCochlear Implant CINeurostimulator
Ointraocular lens OArtificial joints CIBreast or other cosmetic implants [ClHearing Aids Cintrauterine contraceptive
devices (IUD) [Other bioelectronic device(s):

Major Surgeries (please list with approximate date):

Significant Traumas (please list with approximate date):

Known Allergies:

Weekly Exercise Habits (check all that apply): [ILow Activity (less than 60 minutes per week) [IModerate Activity
(Between 60 — 120 minutes per week) [High Activity (>120 minutes per week) [Weight Lifting/Resistance Training
LWalking/Running [Biking [IDance/ Movement [IMartial Arts/ Gymnastics [Yoga/ Pilates [JQi Gong [1Other

Please describe your typical diet/eating habits:

Are you currently dissatisfied with any of the following social aspects of your life: [JWork/Income [JEducation [Home
[IMarital/Love Relationship [IFriendships/ Sense of Community & Belonging [1Other:

Are you currently pregnant? [lYes [INo [dUnsure LINot Applicable (male)
Age of first period Dateof LastPAP___/ /  Date of Last Mammogram __ / /

1st day of last period /__/  Days between periods Days of Bleeding Date of Menopause Onset

Please check any conditions that you have had in the past or current. P=past C=current

P C Condition P C Condition P C Condition P C Condition

LI Pain in extremities L1 Grinding teeth/jaw pain |11 Large weight gain/loss |[J[] Desiring drugs/alcohol
IO Cold hands or feet L1 Excessive thirst IO Craving sweets/sugar |10 Overly emotional

IO Swollen ankles or feet |11 Excessive sweating/urination [[J[J Craving salty foods L1 Bored/Lonely

LI Restless legs L1 Racing heart/Breathing |10 Lethargy/fatigue L1 Thoughts of harm

LI Neck/shoulder tension |11 Dizziness/light headed |1 Sleep difficulties 10 Fever/Chills

LI Abdominal issues L1 Sinus/Allergy Issues LI Low libido L1 Vision problems
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Please indicate, using the below images, where your current symptom(s) are located.

MAJOR HEALTH COMPLAINTS
Please list up to six (6) major health concerns that you would like to discuss, in order of significance to you.
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Date issue Known Describe Attempted | What Makes |What Makes| members that
Concern Frequency . .
4 began Triggers Symptoms | Treatments | Issue Worse |Issue Better| experience
these issues?
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Have you ever been diagnosed with any of the following health problems? Check all that apply.

LlEpilepsy or Seizures [ISchizophrenia LIBi-Polar [1Depression

L]Anxiety or Panic Attacks [JAttention Deficit Disorder ~ [1Obsessive-Compulsive CIHIV/AIDS/STD
[JOsteoarthritis LIFibromyalgia [Lou Gehrig’s Disease (ALS)  [JHeadaches (with aura)
[LIRheumatoid Arthritis [ICancer or Tumors CIMultiple Sclerosis LTuberculosis

CIPolio or Mononucleosis  [1Pneumonia or Bronchitis [JStroke or ATI CJHigh/ Low Blood Pressure
[1Raynaud’s Disease [ISkin Disorder LIThyroid Disorder [IDiabetes/ Hypoglycemia
[IGastrointestinal Disease [ISpleen or Lymphatic Disorder [1Gall Bladder Stones/Disorder [1Kidney Stones/Disorder
LJUrinary/Bladder InfectionLiver Disease/ Hepatitis LJLung/ Respiratory Disorder  [JCoronary /Heart Disease
[IShingles (Herpes Zoster) [Peripheral Neuropathy LIFrozen Shoulder/Tennis Elbow[1Carpal Tunnel Syndrome
ClParkinsons L]Alzheimer’s (early onset) [JEye Disease LIPCOS/Endometriosis/PMS
Linfertility/Perimenopause L1Pre-menstrual Syndrome [JConcussion [Bone Break/Fracture/Sprain
[IMuscle Spasms/Tremors [1COVID-19 [LIChronic Fatigue Syndrome  [Other:

For any items checked above, please feel free to provide additional details below including date of diagnosis, current status,
treatment plans, etc.

Please list current medications, including supplements and herbal remedies below:

Please indicate whether you practice any of the below activities by checking the box and include frequency.
Activity Never OnceorTwice Yearly Monthly Weekly Daily
Breathwork
Guided Meditation
Mindfulness
Binaural Beats/ Sound Healing
Other Frequency/Microcurrent Treatment
Autogenic Training
Biofeedback
Intermittent Fasting/Extended Fasts
Specific Diet Practices
Cold Thermogenesis
Other:

D|o|o|o|o|ojoo|ojg|o)|g

Ogo|ogoogo|ioid
Oigoiogoogo|oig
Oigoiogoogo|oig
Oigoiogoogo|oig
Ligo|oigooigo|oi
Ogoiogooigo|ois

In addition to addressing the Major Health Concerns listed, do you have any other goals that you would like to focus on?
L] Rediscover peacefulness/joy [ Establish physical well-being via ONutrition or CJPhysical Movement
[ Enhance wellness education [ Establish/deepen spiritual practices [ Achieve goals:

L1 Other:

Please acknowledge which services you are comfortable receiving by checking the respective box.

L1 Wellness Evaluation ] Microcurrent Therapy — Ear L] Sound Healing/ Toning/ Mantras/Mudras
L1 Auricular Qi Gong/ Massage ] Microcurrent Therapy — Body ] Breathwork/Relaxation/ Autogenic Training
L] Reiki (Hands-ON or OFF) [ Essential Oils — Topically L] Cupping

[J Bodywork & Acupressure [J Herbs/Qils - Aroma & Energetics [J Gua Sha
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PLEASE CHECK IF YOU EXPERIENCE ANY OF THE FOLLOWING ON A REGULAR BASIS:
Head, Eyes, Ears, Nose, Throat

[Glasses CEye Strain/Pain [IRed Eyes CIDry/Itchy Eyes OBumps on Eyes  [Night Blindness
[ISpots In Vision  [Halos in Vision [(IBlurred Vision (Teeth Grinding [IMany Cavities = CMouth/Lip Sores
[Bleeding Gums  [Dental Work 7MY [OHeadaches OGum Problems  [Earaches
OEnlarged Thyroid COMigraines CIRinging In Ears (Throat Tickle [OConcussions [ONosebleeds
[OHearing Loss OThroat Drainage [ClExcessive Saliva  [IFacial Pain OLump In Throat [CIHeavy Head

O Sore Throat OSwollen Glands ~ [Sinus Problem OSinus Drainage  [Facial Numbness
Respiratory

[Difficulty Breathing (Tight Chest  [Pleurisy Shortness of Breath OAsthma [Phlegm/Congestion
[Rattling with Breath CIPneumonia  [Chronic Cough [Acute Cough OWheezy [ICan’t Sleep Lying Down

Cardiovascular
[OHypertension (High Blood Pressure)  [IChest Pain [JRapid Heart Rate [Palpitations [Ollrregular Heart Rate
OHypotension (Low Blood Pressure) CIFainting (ISlow Heart Rate [Blood Clots  [dEdema (Swelling)

Gastrointestinal

[ONausea [Diarrhea [IDark Colored Stool CVomiting [IConstipation [Light Colored Stool
[OJAcid Regurgitation/Reflux CUse Laxatives CMucus in Stools  [Gas/Flatulence  [Use Antacids
[OBlood in Stools CIHemorrhoids CHiccups CUse Fiber [CIRectal Pain/lItching
[JBloating [(Use Digestive Enzymes [Fissures [IBad Breath Ointestinal Pain
[OVomiting Blood [IPoor Appetite OBowel Movement < 1X/Day [Bowel Movement > 1X/Day
Genito-Urinary

[Pain with Urination [IBed Wetting Oimpotence CIFrequent Urination Oincomplete Urination
[Dribble with Urination OWake to Urinate OUrgent Urination OFrequent UTls CNocturnal Emissions
[JKidney Stones [IBlood in Urine Oincreased Libido [Decreased Libido ~ [OPremature Ejaculation

Musculo-Skeletal
COMuscle Weakness [Muscle Spasms [IMuscle Cramps  [OMuscle Atrophy  OFalls  OLimited Range of Motion

Chronic Pain ClAcute Pain [IGeneral Aches Joint Pain OArthritis ClJoint Instability
Neurological

OSeizures/ Epilepsy CFainting/Syncope  [IDizziness OVertigo CIDrowsiness CLoss of Balance
[Poor Memory OTremor [IConvulsions OParalysis CIStroke/CVA/TIA° CONumbness
Neurophysiological

[ODepression OWorry Easily — Anxious [JAbuse Survivor Olrritable OUnresolved Grief [Receiving Counseling
[JEasily Stressed OFrightened Easily [JReceived Counseling [Easily Frustrated CINumbness [IPoor Memory
Skin and Hair

[ORashes  [Psoriasis CIHair Loss OHives [OAcne [Hair Changes [Ulcerations Oltching [CIHair Breaking
OEczema [ODandruff OThin/Slow Growing Nails CIFungal Infection [dSkin Changes OPremature Graying

Vitality and Immune System
OFrequent Colds  [IChronic Mental Cloudiness  [Slow Wound Healing  OFrequent Flu [OLow Energy
OLethargic OTender/Achy All Over CLess Ability to Adapt

Gynecology CIN/A

OCurrently Pregnant [Past Pregnancies#  [Pre-Mature Births#_ [Miscarries# _ [lAbortions #___

[ODecreased Libido [ Increased Libido [Hysterectomy [JExcess Vaginal Discharge [IPMS [dPain Before Menstruation
[Pain During Menstruation [dPain After Menstruation  [dVaginal Itching [CHeavy Bleeding [IBlood Clots

[Spotting Between Cycles [dVaginal Sores [Vaginal Odor  [Vaginal Dryness [IMenopausal [IPeri-Menopausal

[OUse HRT  [Bone Density Changes [lBreast Tenderness/Lumps [Lumpectomy [CIMastectomy CFibrocystic Breasts
Contraceptive Use: CINone [IPill [OPatch [ORing OIUD [OShot [ODiaphragm/Condoms [OWithdrawal [OOther
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