Wellness Of Life

5120 J. Street, Suite G                Sacramento, CA 95819                          (916) 731-5111
6910 Douglas Blvd., Suite C        Granite Bay, CA 95746                          (916) 771-0717
(All Questions Must Be Answered)
Name______________________________Male/Female____Date________________

Address_____________________________City__________St.______Zip___________

Phone (Hm)__________________(Wrk)________________(Cell)_________________

Email_______________________Occupation_________________________________

Date of Birth:___/___/___ Height___Weight____Drivers License Number___________

Expiration Date____/__/_____Marital Status_______Do You Have Children_________
If So How many____Ever Had a Colonic before? Y / N If so ,when__________________
Other Forms of Detox/Cleanse______How did you learn about colonics_____________

Are you under a Doctors care?  Y/  N  If yes, explain_____________________________ Referral Source__________________________________________________________
Doctor’s Address____________________ 

________________________City__________________ST___________Phone________Have you been a patient in the hospital during the past two years? Y / N Describe________________________________________________________________

Have you been under the care of a medical doctor during the past two years? Y / N Describe________________________________________________________________

Have you taken any medicine or drugs in the past two years? Y / N Describe________________________________ Major Physical complaints_________ _______________________________________________________________________
If you  are a woman are you pregnant? Y / N  If so, what trimester___________________

List any surgeries you have had ___________________________________________

List all medications & supplements you take regularly (including over the counter):____

_______________________________________________________________________

Have you ever had excessive bleeding requiring special treatment? Y / N_____________
Are you allergic to (i.e. itching ,rash, swelling of hands, feet or eyes) or made sick by latex, penicillin, aspirin, codeine, medications or drugs? Y / N_____________________

List all known allergies____________________________________________________

How many bowel movements (per day) do you usually have?_______________________

Do you have to strain to have a bowel movement ________________________________

Do you use a stool softner or laxative______Herbal Laxative?_____Suppository_______

Do you have hemorrhoids or other rectal problems? Y / N_________________________ 

Have you ever had rectal bleeding?___________If so, when_______________________ Have you ever had a barium enema?________________If so when?________________

Have you had a colonoscopy or sigmoidoscopy________If so When?_______________

What would you to receive from this appointment? Is there anything specific you would like to work on during the session, what is your goal____________________________
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                                            MEDICAL

Past   Present





Past     Present

____   _____ Heart Failure



_____   _____Tuberculosis (TB)

____   _____Heart Disease


            _____   _____Asthma

____   _____Angina Pectoris



_____   _____Hay Fever

____   _____High Blood Pressure


_____   _____Sinus Trouble

____   _____Heart Murmur



_____   _____Allergies or Hay Fever

____   _____Rheumatic Fever


_____
______Diabetes
____   _____Congenital Heart Leisons

_____   _____Thyroid Disease

____
_____Scarlett Fever



_____
_____X-Ray Cobalt Trtmnt.

_____  _____Artificial Heart Valve


______  _____ Chemotherphy (Cancer)

____   _____Heart Pacemaker


_____
_____Leukemia

____   _____Heart Surgery



_____
_____Arthritis

____   _____Artificial Joint



_____
_____Rheumatism

_____
____Anemia




_____
_____Cortisone Medicine

_____
____Stroke




_____
_____Glaucoma

_____
____Kidney Trouble



_____
_____AIDS/HIV Positive
 _____
____Ulcers




_____
_____Hepatitis A (Infectious)

_____
____Tumors




_____
_____Hepatitis B (Serum)


_____
____Emphysema



_____
_____Hepatitis C

_____
____Cough




_____
_____Liver Disease

_____
____Yellow Jaundice



_____
_____Blood Transfusion

_____
____Drug Addiction



_____
_____Hemophilia

_____
____Venereal Disease (Syphilis, Gonorrhea)
______
_____Cold Sores
______
_____Genital Herpes



_____
____Epilepsy or seizures

_____
____Fainting or Dizzy Spells


_____
____Nervousness

_____
____Psychiatric Treatment


_____
____Sickle Cell Disease

_____
____Bruise easily



_____
____Lupus

_____
____Universal Reactor


_____
____Environmental Illness

_____
____Chronic Fatigue



_____
____Circulatory System
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Intestinal Condition
Past
Present




Past
Present

____
_____Anal/rectal itching/burning

____
_____Esophageal reflex

____
_____Black Stools



____
_____Fatigue After Eating

____
_____Bloating




____
_____Fissure

____
_____Celiac Disease



____
_____Fistula

____
_____Colitis 




____
_____Flatulence

____
_____Constipation



____
_____Gas

____
_____Diarrhea



____
_____Gripping

____
_____Diverticulosis



_____
_____Hard Stool

____
_____Heartburn



_____
_____Hernias

____
_____Hungry after eating


_____
_____Irritable Bowel Syndrome

____
_____Impaction



_____
_____Indigestion

____
_____Intestinal/rectal bleeding

_____
_____Lactose intolerance

_____
_____Mucus in stool



_____
_____Parasites

_____
_____Prolapsed Colon


_____
_____Spastic Colon

_____
_____Ulcer




_____
_____Gastric Bypass Surgery 

Health Concerns/Chief Complaints:

__________________________________________________________________________________________________________________________

Fluids:



Amount of water per day ___________Caffeine ______________Alcohol________​​​_____

Soda ____________________Do you drink with meals? ________What______________

What is your workout routine? ________ Types of exercise________________________

Eating Behaviors:

Circle any behaviors you have experienced:  Overeating, binging, anorexia, bulimia, late night eating, eating when fatigued, emotionally upset.  Do you eat slowly and chew well? 
Y / N

Emotional Mental States:  Circle all that apply to your life now
Generally happy and confident,  occasionally  moody, frequently moody, anxious, depressed, nervous or agitated.
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Drugs:

Past
Present



Past
Present

____
______Marijuana


____
______Bartbiturates

____
______Cocaine


____
______Sedatives

____
______Heroine


____
______Hormornes

____
______Methamphetamines

____
______Steroids

____
______Nicotine


____
______Birth Control Pills
Do you have any disease, condition, or problem not listed?________________

When you walk up stairs or take a walk, do you ever have to stop because of pain in your chest, shortness of breath, or because you are very tired?  Y / N

Do your ankles swell during the day?  Y / N

Are you frequently thirsty?  Y / N

Do you have to get up frequently at night to urinate?  Y / N

Do you use more than two pillows to sleep?  Y / N

Have you lost or gain 10 or more pounds in the past year?  Y / N

Do you ever wake up from sleep short of breath?   Y / N

Are you on a special diet?  Y / N 

Describe any feelings, symptoms, or problems with regard to your health that you feel should be noted______________________________________________________
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Cancellation Policy:  We understand that circumstances can and do occasionally arise which would make you unable to attend a scheduled appointment.  To prevent any late charges, our policy requires that you give us 48 hour notice of any cancellation at which time, we would be happy to reschedule your appointment.  We feel this is the fairest policy for all concerned, and appreciate your cooperation in this matter.

I clearly understand and agree that all services rendered me are charged directly to me and that I am personally and individually responsible for payment at the time of service.  I hereby approve that the colon hydro therapist will not be held responsible for any medically diagnosed conditions, and I understand that the colon hydrotherapist does not diagnose or prescribe. The information being given is true and accurate to the best of my knowledge.

Signature____________________________________________Date________________

If you are a Federal, State or Local Agent upon entering these premises, you must declare same or under the Bivens Act Article #42 be held individually and  personally responsible
