	
	Constipation 
	
	Back Pain 
	
	Fungal Infections
	
	Rheumatic Fever
	
	Syphilis

	
	Diarrhea
	
	Hypertension
	
	Bronchitis
	
	Fever
	
	Heart Disease

	
	Flatulence
	
	Depression 
	
	Emphysema
	
	Malaria
	
	Cancer

	
	Indigestion
	
	Mood Swings
	
	Pleurisy
	
	Mononucleosis
	
	Epilepsy

	
	Gastritis
	
	Insomnia
	
	Pneumonia
	
	Tuberculosis
	
	Stroke

	
	Dysentery
	
	Fatigue
	
	Chicken Pox
	
	Rheumatism
	
	Female Organ Problems 

	
	Dizziness
	
	Ulcers
	
	Measles
	
	Arthritis
	
	Pancreas problems

	
	Migranies
	
	Allergies
	
	German Measles
	
	Diabetes
	
	Liver Problems

	
	Headaches
	
	Eczema
	
	Mumps
	
	Herpes Simplex I
	
	Kidney Problems

	
	Earaches
	
	Psoriasis
	
	Whooping Cough
	
	Herpes Simplex II
	
	AIDS

	
	Jaw Pain 
	
	Dandruff
	
	Jaundice
	
	Gonorrhea
	
	Hypoglycemia


	CLIENT INTAKE FORM 

	Name :                                                                                                  
	Date :    

	Address :

	

	Home Phone:
	Cell Phone:
	Email:

	PERSONAL INFORMATION

	Date of Birth :
	Height : 
	Weight:

	Relationship Status:
	No. of Children:
	Occupation:

	Physician :                                                                                                                 Phone :

	Medications & Vitamins Currently Taken :

	Surgeries:

	Accidents/Injuries or Traumas:



	Describe General Type Diet :



	Are You bothered by or sensitive to burning of sage, scented candles etc…?                     Yes                   No         (circle one)


Do you have or have had any of the following Symptoms? :   Mark C  for Current and  P  for Past
	CLIENT INTAKE FORM 


1.What are your goals/expectations from this healing today?  Long Range?
	

	

	

	

	

	

	

	


2. Is there anything else you want to share or want me to know about you or your life?
	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


