CONFIDENTIAL HEALTH QUESTIONNAIRE
Please be advised that Life Vessel sessions will not be scheduled until receipt of this form

Personal Information:	

Name: _______________________________________Referred by: ______________________

Address (city, state, zip) _____________________________________________________________

Telephone Home: __________________________ Cell: _______________________________________ 

Work: _____________________________ Email: _____________________________________

*For Follow Up calls, do you prefer text_______ email________ or phone call _______ and what hours 

are best? _______________________ Preferred call back number: _______________________________

DOB: ________________ Age: ______________ Height: ______________ Weight: ________________

Emergency Contact: _______________________________ Relationship: _________________________

Phone: ___________________________________

Relationship Status:  Single _____ Married _____ Partner _____ Separated ____ Divorced ____ 

Widow ____ Widower _____

Spouse/Partner: ______________________________________ # of Children: _________________

Occupation: _________________________________________ Do you enjoy your work?     Y       N

Water Consumption:

Optimal Life Vessel results require drinking up to one gallon (16 cups / 128 oz.) of water daily starting your first Life Vessel session and for the subsequent 14 days.

Do you anticipate any difficulty with this?     Y     N

If yes, please explain: __________________________________________________________________

Health Questions:

Please describe your current state of health: _________________________________________________

_____________________________________________________________________________________

Primary reason(s) for seeing us: ___________________________________________________________

Other health concerns: __________________________________________________________________

_____________________________________________________________________________________

Please describe how stress currently affects your life: _________________________________________
	
_____________________________________________________________________________________

Health Goals: _________________________________________________________________________

_____________________________________________________________________________________

Describe any special medical attention or assistance you will need while visiting our center: ___________

_____________________________________________________________________________________

Allergies and Sensitivities: ______________________________________________________________

_____________________________________________________________________________________

Family Medical History:

		Age:		Age Deceased:		Health Issues:

Father:		_______	____________		_______________________________________

Mother:		_______	____________		_______________________________________

Siblings:	_______	____________		_______________________________________

Other relevant family medical history: _____________________________________________________

General Question:

Do you generally feel supported in your relationships?    		Y	N    

Is your home environment stressful?                       	 	Y	N	    

Are you in fear regarding your health?				Y	N	

Do you wear contact lenses?	 				Y	N

Any metal in your body?					Y	N

Do you practice meditation or relaxation techniques?		Y	N 

Do you smoke?      				   	  	Y	N			

Use Recreational Drugs?				 	Y	N
	
Drink more than one alcoholic beverage a day?		   	Y	N

Do you adhere to a particular diet?				Y	N

What inspires you, drives you, gives you a sense of purpose? ___________________________________

_____________________________________________________________________________________

Please describe your exercise/activity routine: _______________________________________________

_____________________________________________________________________________________

Regaining wellbeing usually requires a strong personal commitment.  How ready do you feel you are to make some lifestyle changes, diet changes and possibly attitude changes in your pursuit of better health?

Ready ________	Somewhat ready _________  	Not looking to make any changes ___________

Are there any obstacles you can identify to making these kinds of changes? ________________________                                                                            

Please list the medications and/ or supplements you are currently taking and how often: 
[bookmark: _GoBack] 
	Start Date
	Medication / Supplement
	Dosage
	Quantity

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 


(FOR ADDITIONAL MEDICATIONS/SUPPLEMENTS, PLEASE LIST ON THE BACK)

Payment Policy:

Payment is expected for all services at the time they are rendered.  We accept payment in the form of cash, check or credit card.  If you must cancel or reschedule an appointment, please do so at least 24 hours before your scheduled appointment time.  Your signature below indicates your understanding and willingness to comply with these policies.

LIFE VESSEL DISCLAIMER:

I have read the above information and have completed this form to the best of my knowledge.  I understand that the questions on this form are being asked to better assess my current condition and their relationship to my well-being.  I further undertand that I am voluntarily agreeing to have relaxation therapy session(s) in the Life Vessel and that no medical claims or promises of healing have been given.  Lastly, I acknowledge that the Life Vessel treatments do not supersede the recommendation of my personal physician nor are they intended to replace the conventional standard of medical care.

Signature: ___________________________________________________________________________

Printed Name: ____________________________________________ Date: _____________________
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