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	Intake Form/Consent




PERSONAL INFORMATION
Name: ____________________________________________________ Date: _____________________ 

Address:  ____________________________________________________________________________

Date of Birth:  ___________________   		Telephone:  ___________________  

Email Address: ______________________________________________________________________________________________

Employment/Profession: ___________________________________________________________________________________

Referred By: __________________________________________________________________________________________________

Reason/Intention for Visit: _________________________________________________________________________________
_________________________________________________________________________________________________________________
LIFESTYLE
Primary Care Physician: _____________________________________________________________________________________
Specialist:  _____________________________________________________________________________________________________
Other (Alternative/Complementary Therapies): ___________________________________________________________
Current Medications: __________________________________________________________________________________________


Eating Habits / Diet: ______________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

Daily Intake: Water ___________ Caffeine ___________ Alcohol ___________ Cigarettes ___________

Exercise Routine: _________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________  


Spiritual Practice: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
HEALTH HISTORY
Mark the following areas of disease or symptoms. Use: C = current, P = past, or R = recurring. Explain if necessary.

	EMOTIONAL/PSYCH
	ENDOCRINE
	CARDIOVASCULAR
	REPRODUCTIVE

	Depression
	Adrenal Insufficiency
	Angina
	STD(s)

	Eating Disorders
	Pituitary Dysfunction
	Heart Attack
	Endometriosis

	Substance Abuse
	Hyperthyroid
	Hypertension
	Miscarriage(s)

	Mood Swings
	Hypothyroid
	Stroke
	Abortion

	AUTO-IMMUNE
	NEUROLOGICAL
	RESPIRATORY
	OTHER:

	HIV / AIDS
	Epilepsy
	Bronchitis
	Skin Disorder 

	Allergies
	Dizziness
	Emphysema
	Pacemaker

	Cancer
	Insomnia
	Pneumonia
	Defibrillator

	Fatigue
	Migraines
	Tuberculosis
	High/low Blood Pressure

	MS, Guillain-barré , Polio
	MUSCULAR-SKELETAL SYSTEM
	DIGESTION
	Any Surgeries?  

	Fibromyalgia
	Arthritis
	Constipation
	

	Fungal Infection
	Back Pain
	Diabetes
	

	Herpes
	Carpal Tunnel
	IBS
	

	Lyme Disease
	Gout
	Indigestion
	

	Mononucleosis, spinal Spina bifida, cerebral palsy
	Osteoporosis, RA
	Hypoglycemia
	

	URINARY
	EAR, NOSE, THROAT
	Hepatitis
	Hospital Admissions?

	Bladder Infection
	Ear Ache/Infection
	Ulcer
	

	Kidney Stones
	Jaw Pain, TMJ
	Liver Disorder 
	





List present complaint 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Past injuries:



Any surgical interventions scheduled? ______________________________________________________________________________________________________________________________

List any traumatic or life-threatening events that occurred in your life, and when they happened:               ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________   

PERSONAL BACKGROUND
Have you experienced Hypnotherapy/PT/CranioSacral Therapy/Shamanic Healing or Energy work before?  How?  When? 
______________________________________________________________________________________________________________________________
What are the major stresses in your life? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What is your passion in life?  What gives you the most pleasure and joy? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What are your goals for this session and long term? __________________________________________________________________                         
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is there anything else you’d like me to know? Any other medical illness not mentioned above? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
ACKNOWLEDGEMENT AND CONSENT FOR TREATMENT SESSION(S)
I have read and understand the information provided by Minsu Healing Oasis and freely elect to have the practitioners hired by this center to work with me in the described manner.  It is acceptable to me to have the information about my treatment session(s) shared when there’s a concern, issue or I request it.  I agree to update them on changes in my health status and medical history and understand that no liability on the therapist or healer’s part shall exist if I should neglect to do so.  I understand that physical therapy/hypnotherapy/energy healing/shamanic healing/CranioSacral therapy/ or any other treatment modalities offered by this company should not be construed as a substitute for full medical examinations, diagnosis, and treatment and that I should see a medical physician, or other health care specialist to address concerns that are outside the scope of my session.  I agree to voluntarily engage in treatment and not to hold Minsu Healing Oasis or any of their practitioners liable for any outcome of my session.
Signed: ____________________________________________________________________	Date: ___________________________________
Waiver of Image and Likeness
As a client of Minsu Healing Oasis, I hereby irrevocably grant this company and any parties contracted by Minsu Healing Oasis the full rights to use, for promotional and all other legal purposes, any photographs, videos, recordings and any other record of myself created by my participation in any programs and services of Minsu Healing Oasis.   Initials___________
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Waiver and Release of Liability For fitness Classes

I ____________________________________, (hereinafter referred to as “client”) acknowledges that the activity I am to undertake is physically challenging and that by participating in it I am exposed to certain risks and I do so voluntarily.  I agree to hold Minsu Healing Oasis and its fitness instructors harmless and will not sue, in the event of any action(s) or claim(s) made by client(s) (and/or other parties) results in injury, loss, damage or death. We recommend that all participants consult a physician prior to engaging in any physical or strenuous activities. Initials________						
Termination of Contract For Fitness Classes and Membership program 
I hereby agree that Minsu Healing Oasis has the right to suspend or terminate my enrollment due to non-payment of dues or fees, or for behavior that interferes with the enjoyment of client(s) and/or of other participant(s), trainers or for any reason deemed sufficient with the sole discretion of Minsu Healing Oasis.  In addition to other rights, Minsu Healing Oasis reserves the right to; (A) collect and charge client(s) a service fee on all balances which are 30 days past due; (B) recover from client(s) the applicable collection fees, court cost(s), and reasonable attorney’s fees; (C) and finally collect from client(s) a service fee for any check or draft payable to Minsu Healing Oasis which is not honored.
Initials______________
Prior to signing this document, I have read and understood all conditions, responsibilities and risks and know that it affects my legal rights.  Also, I have completed the above-listed screening questions to the best of my knowledge and ability. Initials____________

Participant’s Signature:  ________________________________________________ Date:  ________________________________
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