HEALING WITH HEART INTAKE FORMS, PAGE 2

(Please place the appropriate letter beside any of the following that you have experienced (C for current; R for Recent past, last six months or P for Past (over six months)

Constipation




Back Pain



Fungal Infections
Diarrhea




Hypertension



Bronchitis

Flatulence




Depression



Emphysema

Indigestion




Mood Swings



Pleurisy

Gastritis




Insomnia



Pneumonia

Dysentery




Fatigue




Chicken Pox

Dizziness




Ulcers




Measles

Migraines




Allergies



German Measles

Headaches




Eczema



Mumps

Ear Aches




Psoriasis



Whooping Cough

Jaw Pain/TMJ




Dandruff



Jaundice

Carpal Tunnel




Anxiety



Skin Problems

Spine Problems



Anemia



Asthma

P. M. S.




High Stress



Hepatitis

Muscle Cramps



Leg Pains



Fibromyalgia

Rheumatic Fever



Syphilis



Scarlet Fever

Heart Disease




Malaria



Cancer

Mononucleosis



Epilepsy



Tuberculosis

Stroke





Rheumatism



Female Organ Problems

Arthritis




Male Organ Problems


Diabetes

Liver Problems



Herpes Simplex I


Kidney Problems

Herpes Simplex II



Pancreas Problems


Gonorrhea

Hypoglycemia




Eating Disorder


AIDS

Pregnant




Urinary Problems


Thyroid Problems

Lupus





Abortion(s)



Miscarriages(s)

Physical Abuse



Emotional Abuse


Mental Abuse

Spiritual Abuse



Sexual Abuse



Other – Specify:

What therapeutic or spiritual growth experiences have you had?
What practices, treatments or therapies are currently in your wellness program?

What is your favorite season?




Favorite taste?

What is your favorite temperature?



Favorite time of day?

Do you have siblings?  

What kind and how many?  

Where are you in the birth order?

How is your relationship with each parent?


Are they alive?

Are you close?

Do you feel you allow yourself enough time, space and patience? 

 (Heart disease, cancer, AIDS)

What does “getting healed” mean to you?  How long will it take?  How will you know when you’re there?  How will you be different?

