
T{EART CENTERED BODYWORK, LLC
Joyce Eells, NCTM

12500 Morgan Roa4 yukon, 73099
40s-740-68t3

Date

Address D.O.B.

Phons Home Work Occupation

Emergency Contact (name & Phone)

Relationship Status- # Children Referred By

Physician (name & phone)

Height 
'Weight-

Therapist (name & phone)

Reason for Visit

Date of Onset

Current/Previous Treaturent (for above)

Current Medications

Current Complementary Therapies /SuPPlements

Eating Habits/Diet

Amount Daily ftrtake: Water Caffeine - Alcohol - Cigarefte/Tobacco-

Exercise Routine

Please mark the following areas of diseases or sryptoms as'C'fot cuten|'P' fot past, and'CI{ for chtonic.
Explain if necessary

EMOTIONAL/PSYCH. Hyperthyroid Heart Attack URINARY

Depression Hypothyroid Heart Failure Bladder Infection

Eat NEUROLOGICAL Hypertension Kidney Stones

MoodSwings Epilepsy Stroke REPRODUCTIVE

Substance Abuse (type) Dizziness RESPIRATORY Sex. Trans. Dis.(type)

AUTO.IMMUNE Insomnia Bronchitis Endometriosis

AID6/HIV Migraines Emphysema Pregnancies (# {. e f crntrt)

Allergies Musculo'Skeletal Pneumonia Miscarriage (#)

Cancer (type) Arthritis Tuberculosis Abortion (#)

Fatigue Back Pain DIGESTION

Fever(chronic) Carp"l Tunnel Constipation(chronic) OTHER:

Fibromyalgia Gout Dabetes

Fr.rngal Infections (type) Skin Disorder (tpe) Diarrhea(chronic)

Herpes(t1pe) ENT Gastritis

Lyme Disease Earaches(chronic) Hepatitis

Mononudeosis Headaches Hypoglycemia

ENDOCRINE Jaw Pain |aundice

Adrenal Insuf. CARDIOVASCT.JLAR Liver Disorder

Pituitary Dysf. Angrna tllcers

PTEASE CONTINT.JE...



CLIENT INTAKE FORM
(CONFIDENTIAL-for Practitioney'e use only)

PAGE zOF2
Please list any injuries you had and have:

Please list any surgeries you had or know you will have:

Please list any traumatic or life tfueatening events that occurred in your life, and when they happened:

What do you hope for and what are your expectations from this healing today and long-term?

Is there anything else you want to share or want me to know?


