Alive! An Energy Plan For Life
Health Assessment

Name: ________________________________Address: ________________________________

City: _________________________Pro/State: _____________________Pcode/Zip: ________

Occupation: __________________________________Employer: _______________________

Home Phone: ____________ Work Phone: _____________ Email: _____________________

Age: ____ Birth Date: _______________ No. of Children: ____ Blood Type if known: _____

If you are taking medications presently, please list: _________________________________
_____________________________________________________________________________

_____________________________________________________________________________
Please list any natural supplements you are presently taking: _________________________
______________________________________________________________________________

______________________________________________________________________________

If you are presently under the care of other medical or alternative practitioners please list them by profession: ____________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Please indicate the following conditions that apply to your family history. Please note side of the family by indicating M for mother’s side, F for father’s side, and an additional S for self:

________ allergies

________ fatigue

________ back pain

________ mononucleosis

________ diabetes

________ depression

________ neck pain

________ sexual diseases

________ blood clots

________ headaches

________ hands/feet cold or numb

________ skin disorders

________ varicose veins

________ sinusitis

________ sciatica

________ deep fatigue

________ heart condition

________ dizziness/vertigo

________ disc problems

________ nephritis

________ high blood pressure

________ gastrointestinal disorder

________ hernia

________ cirrhosis of the liver

________ low blood pressure

________ cancer; type: _______________

________ tuberculosis

________ fibromyalgia

________ stroke

________ arthritis

________ edema

________ bursitis

________ autoimmune diseases

________ other: _____________________

Limited range of movement in any joints, please specify:  _____________________________

______________________________________________________________________________
Operative procedures and dates: __________________________________________________

Are you pregnant or could you be ?________________________________________________

Who referred you or how did you find me? _________________________________________

I understand that the purpose of the type of natural healing consultation given here is to reduce stress, relieve muscular tension or spasm, increase circulation and energy flow, and assess imbalances in the body and the etheric field. I understand that the therapist is not a physician and does not treat, prescribe, or cure illness. The therapist does not provide medical treatment or pharmaceutical drugs, or perform chiropractic adjustment. It has been made clear to me that this work is not a substitute for a medical examination or the treatment by a physician, and it is recommended that I see a physician for any physical complaint that I might have. Because a healing consultant must be aware of existing physical conditions, I have stated all my known medical conditions and take it upon myself to keep the therapist updated on my physical, mental, and emotional health.

Signature: _______________________________________ Date: ________________________
FOR A TELEPHONE CONSULTATION PLEASE SUBMIT THE ABOVE FORM FILLED OUT AS AN ATTACHMENT AS PART OF A CONFIRMING EMAIL. 

PLEASE SEND A PAYPAL PAYMENT FOR $180.25 (PLUS 13 % HST IN CANADA)

