LIFESPRING WELLNESS

Welcome to our detoxification program. We strive to make your experience as pleasant and convenient as possible. Please direct any questions about appointments, fees or sessions to your practitioner.  The information in this form is for your practitioner to evaluate the appropriateness of your requested program against your stated health goals.  All information is used only by your practitioner(s) and is held strictly confidential.

Confidential Client Data





Date: ___________________










Home Phone: ______________










Cell Phone: _______________

Name: _____________________________ 

Email: ___________________










Work Phone: ______________
Street Address: _____________________________

City: _________________State & Zip: ___________ Birth Date: ________ M__ F__
Occupation: _________________________ Employer: ________________________
Person to notify if emergency: _________________ Relationship: ________________

Address and phone number of emergency contact: 

__________________________________________________________________

Did someone refer you to us? ________ If yes, whom? _________________________

If not referred, how did you find us? ______________________________________

Consent 
I understand that payment in full is due at the completion of service and may be paid by check, cash, and credit or debit card.  A charge of $40 will be required for missed appointments if there is no notice.  A fee of $40 will apply for returned checks.  ______initials
I understand that LifeSpring Wellness provides health and wellness recommendations, diet suggestions and supplementary detoxification programs. I understand that these programs are not intended to diagnose, treat or cure illness and that it is my responsibility to consult a licensed health practitioner for conditions that require medical care.    ________initials.   

I exercise my right to choose these methods with the full understanding that there are no guarantees regarding my health status. __Yes __No
I agree to the preceding three paragraphs
____________________________________________________________                                                                  Signature                                        


       Date

Confidential Client History Information:

What prompted you to seek our services? ___________________________________
__________________________________________________________________
What is your goal for your health at this time? __________________________________________________________________

__________________________________________________________________

What have you done to obtain relief? ______________________________________

What makes your health concern worse? ____________________________________

What helps you improve? _______________________________________________

What do you believe is the problem? _______________________________________

How long have you had this health concern? __________________________________

Have you ever been hospitalized? ___Yes ___No.   If yes, for what reason(s)? __________________________________________________________________How long were you hospitalized? __________________________________________

List any drug, food or environmental allergies. ________________________________

__________________________________________________________________

Do you have a latex allergy? ____Yes ____No

Please check any of the following symptoms/diagnoses that you have experienced in the past, and circle those you are experiencing at this time.
	___Poor Digestion

	___Fatigue

	___HIV

	___Bad Breath

	___Hypothyroidism
	___Backache

	___Anal Itching

	___Hyperthyroidism
	___Candida

	___Eczema

	___Constipation
	___Coating on tongue

	___Skin Problems

	___Hemorrhoids
	___Indigestion

	___Colitis

	___IBD
	___Heart Disease

	___Anemia

	___Ulcers
	___Cancer

	___Body Odors

	___Stomach Cramps
	___Hypertension

	___Diarrhea

	___Gas and Bloating
	___Pregnancy

	___Headache
	___Crohns Disease
	___Diabetes

	___Fainting spells
	___Underweight
	___Gum Disease

	___Panic Attacks
	___Anorexia
	___Hernia

	___Overweight
	___Arthritis
	___Pneumonia

	___Sinusitis

	___Bronchitis

	___Asthma


	___Bladder Infection

	___Kidney Infection

	___Blood Infection


	___High Cholesterol
	___Mononucleosis
	___Chronic Fatigue 

	___Fibromyalgia
	___Communicable Disease
	___Colon Surgery

	___Other Surgery
	___Joint Pain
	___Neck Stiffness (Crick)

	___Food Intolerances

	___Liver Disease
	___Other_____________


	


General Lifestyle Habits
Please indicate whether the following statements are true or false concerning your habits 
	
	True
	False

	I use a microwave for my food or beverages.
	____
	____

	I drink regular coffee every day.
	____
	____

	I drink regular black tea every day.
	____
	____

	I eat items made with flour at least weekly.
	____
	____

	I drink sodas (diet or regular, caffeinated or not).
	____
	____

	I drink only filtered water or bottled water.
	____
	____

	I believe a meal is not complete without animal protein.
	____
	____

	I use sugar in my beverages and eat desserts at least once per week.
	____
	____

	I eat salty snacks such as chips or crackers.
	____
	____

	I eat at fast food restaurants often.
	____
	____

	I eat out often and find it hard to locate healthy foods.
	____
	____

	I eat a raw salad usually every day.
	____
	____

	I look for organic foods most of the time.
	____
	____

	I have mercury (silver metal) amalgams (fillings) in my teeth.  
	____
	____

	I exercise for at least 30 minutes 4 times weekly.
	____
	____

	I obtain 7 or more hours of sleep each 24 hours.
	____
	____

	I have a method of meditation which leaves me peaceful and calm.
	____
	____

	I have friends and/or family who love and support me.
	____
	____

	I love pizza and cannot go without it for more than a week.
	____
	____

	I drink at least 2 quarts of filtered water every day.
	____
	____

	I have one to three bowel movements every day (average 12 per week).
	____
	____

	My bowel movements are hard and I strain on the toilet.
	____
	____

	I use laxatives (herbal or over the counter) at least every 2 days.
	____
	____

	I eat a source of fiber every day.
	____
	____

	I have a pet that lives indoors.
	____
	____

	I eat at least 5 servings of vegetables per day.
	____
	____

	I eat a lot of fruit.
	____
	____

	I use organic produce and free range meat.
	____
	____

	I use pasteurized dairy foods.
	____
	____

	I eat no meat, (chicken, beef, lamb, pork, turkey, and others).
	____
	____

	I eat more vegetables than meat every day.
	____
	____

	I urinate often during the day and the color is light yellow.
	____
	____

	I get up often at night to urinate.
	____
	____

	I eat more grains than vegetables each day.
	____
	____

	I am emotionally balanced and do not feel depressed, panicky or fearful.
	____
	____

	There is an emotional stress in my life at the moment.
	____
	____

	I have some alcohol beverages, but in moderation
	____
	____

	Sometimes I party too hard.
	____
	____

	I must watch what I eat very carefully
	____
	____


Women Only:

Cycle details: ___Regular ___Irregular ___Pain/Cramps ___PMS ___NA (no cycle)

Hormone Status:  ____Hot Flashes ____Taking Estrogen ____Taking Natural Products


        ____Night Sweats ____Other Symptoms ____No Issues

Do you take birth control pills or use a patch or other prescription? ___Yes ___No

Are you pregnant? ___Yes ___No

Family History:

What significant diseases or problems have occurred in your immediate family?  (this includes siblings, mother, father, grandparents).____________________________

________________________________________________________________

________________________________________________________________

Elaboration on History

1. Describe any cancer diagnosis.  Indicate when you were diagnosed and what treatment you had.

2. Describe your weight issues.

3. Describe your joint pain.  Indicate if you have ever been treated for arthritis.
4. Describe how often and how much alcohol you drink 

5. Describe your liver disease diagnosis.
6. Describe any diagnosis of heart disease.  Describe when you were diagnosed with hypertension and what treatment you are currently on.

7. Describe your periodontal and dental treatments.

8. Describe the type of diabetes you have and how you manage your diabetes.
8. Describe any other diagnosis you have not mentioned above or any prescription medications that you are taking. 

I certify that the above statements about my health are true and complete to the best of my knowledge.  

__________________________________

______________________
Signed









Date
