SCHWARZ WELLNESS CENTER
CLIENT INTAKE FORM

Please Print           









Date:





Name:

_____________________________

Home #: (                )_______________________                                           

Address:
_____________________________

Work #:  (                )_______________________                                             
City/State/Zip:
_____________________________

Cell #:    (                )_______________________                                             
Email Address:  (block print please):_____________________________________________________________

Chief Complaint that brought you here?: __________________________________________________________
Sex:  ____  Height:  ______   Weight: _______    Age:  ____    Date of Birth: ___________Married or Single:  _____

Occupation:  _______________________________     Referred by: ___________________________________

Religious Affiliation:  _____________________   Do you attend a church regularly and have a church family:_______
List of Medications: _________________________________________________________________________

Any organs removed? If so, which ones: __________________________________________________________
Have you ever had an Anaphylaxes Reaction in your life?   _____ Yes         ______No  (if Yes) to what? _______________

Have you ever had or been diagnosed as having problems with any of the following:

[ ]  Anemia

[ ]  Kidneys

[ ]  Hypoglycemia

[ ]  Weight

[ ]  Cancer

[ ]  Fainting

[ ]  Bleeding

[ ]  Allergies


[ ]  Diabetes

[ ]  Menopause

[ ]  Prostate

[ ]  Ovaries

[ ]  Lungs


[ ]  Asthma

[ ]  Ulcers

[ ]  Heart

[ ]  Arthritis

[ ]  Hiatus Hernia

[ ]  Coffee

[ ]  Thyroid

[ ]  Heart Burn

[ ]  Breast

[ ]  Skin/Acne


[ ]  Headaches

[ ]  Burping/Gas

[ ]  Bloating

[ ]  Spleen

[ ]  Gallbladder

[ ]  PMS

[ ]  Edema

[ ]  Fibromyalgia
[ ]  Weight 

[ ]  Pancreas


[ ]  Tumors

[ ]  High Blood Pressure

[ ]  Stroke 

[ ]  Heart Attack
[ ]  Seizures


[ ]  Migraines

[ ]  Low Blood Pressure

[ ]  Numbness in hands/feet



 

Is there any other aspects of your health history which we should be aware of, please indicate:  ___________________

_______________________________________________________________________________________
Please list diseases or conditions which your parents and grandparents have or had:

Grandmother:_____________________________________________________________________________

Grandfather:  _____________________________________________________________________________

Mother:  _________________________________________________________________________________

Father:  _________________________________________________________________________________

What time do you normally go to bed:   ____________  
What time do you wake up in the morning:  _____________

Do you wake up rested:  _______________________      Do you sleep sound/without interruptions: _____________

Describe your normal meals:

Breakfast: _______________________________________________________________________________

Lunch:  _________________________________________________________________________________

Dinner:  _________________________________________________________________________________

Snacks:  ________________________________________________________________________________

Please list your normal day’s intake of the following:

Water:
________________


Alcohol:  _______________
Coffee/Tea:   _________________



Juice:
________________


Soda:
________________
_
Diet Drinks:  _________________


What type of water do you drink?  ______________________________________________________________

How many bowels movements do you have a day: ________________   

Describe your energy level:  __________________________________________________________________

What is your favorite food? ___________________________________________________________________

Client’s Signature: ____________________________________________________________________

Name and address of legal guardian if client is a minor:

Relationship to minor:  ______________________________________________________

Name:  ________________________________________________________________________________

Address:  ______________________________________________________________________________

Contact telephone number:    _____________________________________________________________

