HEALING WITH HEART INTAKE FORM, PAGE 1

Name:







Date of Visit:
Address:






Date of Birth:









Height:


Weight:

Occupation:






Work Phone:

Relationship Status:


Children:

Home Phone:

Ever been married, how many times:



Email Address:

Referred by:






(If you were referred by a doctor, do I have your permission to contact them about our session, if I feel it would be helpful?)
What are the names, addresses and phone numbers of your…

Therapists:

Physicians:

Alternative Healers:

What is the reason for your visit:

What was the date of onset:




Sudden?


Slow?

What previous treatments have worked/have not worked:

(PLEASE BRING YOUR MEDICATIONS AND SUPPLEMENTS, HERBS, ETC. WITH YOU)

What medications/non-medicinals are you taking currently:

Have you ever been admitted to a hospital psychiatric ward?
How long ago and for how long?

Have you ever had shock therapy treatments?

Are you now/ever been on psychotropic drugs?

Have you ever attempted suicide?

How many times?
Ever thought about suicide?

What’s your alcohol intake? (how much & often)


Do you smoke (daily amt.)

Any problems with your senses (vision, hearing, taste, touch, smell)?

Please list any accidents, injuries, surgeries/fractures you’ve had, including dates/descriptions:

Do you have a family medical history of diabetes, cancer, blood pressure, heart disease, stroke, seizures, asthma, allergies, alcoholism or anything missed?  Please explain.

Please describe a typical daily menu for you:

Breakfast:

Lunch:

Dinner:

Snack:






Beverages:

Do you exercise?  (what kind, length and frequency)

What is your deepest pain (physical, emotional, mental or spiritual) in your body right now?

