   Essential Healing/ Intake Form



Name_________________________________________________________________________

Address___________________________________________________________________________________

City___________________________________________________________     ZIP_____________________

Telephone____________________________________________________________

Birth date_____________________________________________  Age___________________________________

Occupation___________________________________________________________________

Emergency Contact_________________________________________ Phone_________________________

Insurance Company_______________________________________________________________

Primary Insured’s name________________________________________________D.O.B______________

Insured’s Employer______________________________________________________________________


Physician_____________________________________________________________________________


Primary Reason for Visit____________________________________________________________________

Areas of complaint___________________________________________________________________________

Who referred you/ How did you hear about me__________________________________________

Pregnant     YES        NO        If so……  Due Date_____________________________________________

 Heart or Blood Pressure issues    YES        NO

Any recent injuries            YES        NO     Type______________________________________________

Any recent surgeries    YES        NO           Type_____________________________________________

Signature_____________________________________________________   Date_____________________
[bookmark: _GoBack]**Please note- all missed appointments require a 24 hour notice or you will be charged at $50.00 fee      __________________  initial here.


