The Healing Room/Dr. DancingLion

Client Health History Intake Form

404-316-0153

www.TheHealingRoom.info
DrDancingLion@TheHealingRoom.info

(Please print this form, fill it out by hand and bring to first visit or mail beforehand)

PLEASE PRINT CLEARLY

Name____________________________________________________     

Date of Visit______________________E-mail Address___________________________

Address______________________________________________________________

Date of Birth_________________     Occupation__________________     

Referred by_______________________

Work Phone_________________     Home Phone_________________    

 Relationship Status__________________

Physician (name, address, phone)

__________________________________________________________ 

Therapist (name, address, phone)

________________________________________________________________

Reason for visit:

______________________________________________________________________

Date of Onset__________________________     

Sudden________________     Slow______________________ 

Previous Treatment_______________________________________________________________

________________________________________________________________________

Medications Currently Taken

_______________________________________________________________________

Supplements/Homeopathic Remedies/Aromatherapy_______________________________________________

Alcohol Intake_________________     Tobacco/Cigarettes__________________     Drugs________________

Daily Water Intake___________________    

General Diet___________________________________________

Exercise____________________________     Contacts/Glasses____________________________________

Therapeutic/Spiritual Growth Experience_________________________________________________________

Meditation/Yoga___________________________________________________________________________

Please mark "C" to indicate current symptoms or "P" for symptoms you have had in the past.

___ Constipation   ___ Back Pain   ___ Fungal Infections   ___ Rheumatic Fever   

___ Syphilis   ___ Diarrhea   

___ Hypertension   ___ Bronchitis   ___ Fever   ___ Heart Disease   ___ Cancer   

___ Flatulence   ___ Depression

___ Emphysema   ___ Malaria   ___ Indigestion   ___ Stroke   ___ Mood Swings  

___ Pleurisy   ___ Mononucleosis

___ Epilepsy   ___ Gastritis   ___ Insomnia   ___ Pneumonia   ___ Tuberculosis   

___ Dysentery   ___ Fatigue   

___ Ulcers   ___ Chicken Pox   ___ Rheumatism   ___ Female Organ Problems  

 ___ Dizziness   ___ Migraines

___ AIDS   ___ Measels   ___ Arthritis   ___ Pancreas Problems ___ Allergies   

___ German Measles

___ Diabetes   ___ Liver Problems   ___ Headaches   ___ Eczema   ___Mumps 

___ Herpes Simplex I

___ Herpes Simplex II  ___ Herpes Simplex III  ___ Kidney Promlems   ___ Earaches   ___ Psoriasis   ___ Jaundice

___ Whooping Cough   ___ Dandruff   ___ Gonorrhea   ___ Hypoglycemia

Current Health History:

Mental__________________________________________________________________________________________________________________________________________

Emotional______________________________________________________________________________________________________________________________________

Spiritual_________________________________________________________________________________________________________________________________________

Past Health History:

Mental__________________________________________________________________________________________________________________________________________

Emotional______________________________________________________________________________________________________________________________________

Spiritual_________________________________________________________________________________________________________________________________________

Please list any injuries you have or have had:

________________________________________________________________________________________________________________________________________________

Please list any surgeries you have had or know you will have:

________________________________________________________________________________________________________________________________________________

Please list any traumatic or life threatening events that occurred in your life and when the occurred

________________________________________________________________________________________________________________________________________________

What do you hope for and what are your expectations from this healing today and long term?

________________________________________________________________________________________________________________________________________________

Is there anything else you would like to share with me?_

_______________________________________________________________________

________________________________________________________________________ 

