Twelve Ways Healing Center

5562 Prospect Road

Longmont, CO 80503

(720) 329-3379

Confidential General Client Information

Name______________________________________Date of Birth_________ Age _____

Address_______________________________City, State, Zip______________________

Daytime Phone_____________Evening Phone_____________Cell Phone____________

Email address____________________________________________________________

How did you hear about us?_________________________________________________

Health History

What is your reason for seeing a health professional?  If you have a specific health condition, please describe it is detail including the first time you noticed your condition.  Please list any factors you suspect may have played a role in its onset and continuation.

How long has your main problem been troubling you?____________________________________________________

Are you currently working with an allopathic physician (MD or DO)?     Yes
No

If yes, Name__________________________________________________City_________________State___________

Have you ever seen a naturopathic physician, chiropractor, or other healthcare provider?
Yes
No

If yes, Name__________________________________________________City_________________State___________

How would you describe your state of health?
Excellent    Good    Average    Fair    Poor

What is your average energy level from 1 – 10? (1 is lowest)____________

What is your blood type?__________ What is your height? ___________  What is your current weight?____________

Do you now, or have you ever had the following: (circle all that apply)

Anemia

Mitral Valve Prolapse
Stroke


Hepatitis

Bladder Infections

Chickenpox
High Blood Pressure
Migraine Headaches
Epilepsy

Ulcer

Hemorrhoids
Low Blood Pressure
               Diabetes
                            Bleeding Tendency
Blood Transfusion

Thyroid Disease
Cancer


Hives or Eczema

Asthma

Anorexia/Bulimia

Glaucoma 
Hernia


Heart Disease

Arthritis

Allergies

Any other conditions (please list) 

Previous Hospitalization/Surgeries/Serious Illnesses

Date

City/State

 Medications:  (Please give full name and how long you have been taking the medication.  Include Chemotherapy)

1.______________________________________________________________________________________________

2.______________________________________________________________________________________________

3.______________________________________________________________________________________________

4.______________________________________________________________________________________________

Vitamins, Herbs, Supplements:  (Please give full name, strength, dosage, and how long you have been taking)

1.______________________________________________________________________________________________

2.______________________________________________________________________________________________

3.______________________________________________________________________________________________

4.______________________________________________________________________________________________

Do you have any known allergies to medications?

Yes
No

If yes, please list medication and your reaction to it______________________________________________________

Family History
Please list ages, health problems, and if deceased indicator cause of death



Age
Health Problems




Age at death  Cause

Mother

____
___________________________________________        
_________    ____________

Father

____
___________________________________________
_________    ____________

Brother (s)
____
___________________________________________
_________    ____________



____
___________________________________________
_________    ____________

Sister (s)

____
___________________________________________
_________    ____________



____
___________________________________________
_________    ____________

Grandparents
____
___________________________________________
_________    ____________



____
___________________________________________
_________    ____________



____
___________________________________________
_________    ____________



____
___________________________________________
_________    ____________

Typical Daily Diet
Breakfast:

Lunch:

Dinner:

Snacks:

Beverages:

Favorite Foods:

Least Favorite Foods:
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