NEW CLIENT INTAKE FORM
CONFIDENTIAL CUSTOMER INFORMATION

PLEASE PRINT ALL INFORMATION AND SIGN AT THE BOTTOM
Date:_________________






Sex: M  F        
Last Name:____________________________ First Name:________________________ M.I.__________

Address:______________________________________ City/State/Zip:___________________________

Phone: (H)_____________________ (W)_______________________ (C)__________________________

Occupation:_____________________ Email:________________________________________________

Birthdate:________________  Referred By:_______________________________________________
Marital Status:  S  M  D  W      Spouse:_____________________     # Of Children:______

Purpose of this visit:____________________________________________________________________

**Primary Physician:____________________________ Last Physical Exam:______________________

Medications:___________________________________________________________________________

Surgeries and dates:____________________________________________________________________

HAVE YOU EVER SUFFERED FROM:

__Allergies

__Digestive

__Insomnia

__Skin Conditions
__Anemia

__Dizziness

__Numbness

__Stroke
__Arthritis

__Fatigue

__Osteoporosis

__Surgical Pins/Plates
__Asthma 

__Fibromyalgia

__Pregnant

__Swelling


__Bruise Easy

__HBP High/Low

__Sciatica

__TMJ
__Cancer

__Headaches

__Scoliosis

__Tuberculosis
__Depression

__Heart


__Seizures

__Varicose Veins
__Diabetes

__HIV//AIDS

__Sinus Trouble
OTHERS NOT LISTED___________________________________________________________________

What is your blood type?____ Miscarriage(s): Y  N     Abortion(s):  Y  N     Last Menstrual Cycle:___

If yes to the above questions how many and approximate date(s)?____________________________

THE PROBLEM THAT MOST CONCERNS YOU:_____________________________________________

I, the undersigned, hereby acknowledge that the Hygienist, Aroma Therapist, Iridologist, Herbalist, or Massage Therapist is not prescribing (ordering for use as a medication) at any time and will not be held accountable to provide such a service. I understand the above mentioned professional(s) is/are helping me with natural hygiene, nutritional supplementation, essential oils, massage, and/or Iridology reading at my request. The name I am signing is my true and legal name and I am not representing any agency or person other than myself. I understand that I am seeking information for my own health awareness. 
Signature________________________________________    Date: ________________
