Healing Body Therapeutics

Barry Krost, Bodywork & Energy Healing
312-288-6139• BarryKrost@mac.com

Client Intake Form

Name: __________________________________________ Phone: ___________________ Date of Birth: 

Address: _________________________________________ City: _____________________ State: ______ Zip:

Referred by: _____________________ In case of Emergency: _____________________ Telephone: 

Occupation: _______________________ Email: ______________________________________ Marital Status: 

What is the primary reason for today’s appointment?  What are your expectations?

What has been your previous experience with massage, body therapy or other alternative or complimentary therapies?

	Symptoms and Conditions

	Abdominal Pain

Allergies 

Anxiety or Depression

Arthritis

Asthma

Auto Immune Illness

Back Pain

Blood Clots

Broken Bones

Bursitis

Cancer 

Car Accident

Carpel Tunnel
Circulation Problems

Challenging Birth

Coccyx Injury

Contagious Diseases

Diabetes

Digestive Issues

Difficult Labor

Dizziness or Vertigo

Edema

Epilepsy or Seizures

Eye Twitch

Fainting

Fatigue

Family Trauma 

Fibromyalgia Syndrome

Headaches or Migraines

Head Trauma 
	Heart Problems 

Herniated Disk 

Hormonal Problems 

High Blood Pressure

Hysterectomy

Joint Replacement

Laminectomy

Ligament Tears

Lymph Node Removal

High or Low Blood Pressure

Neck Injury or Whiplash

Nervousness

Osteoporosis 

Respiratory Illness

Sciatica

Scoliosis

Sinus Congestion

Skin Disorders 

Spinal Injury

Sprains, Falls or Stitches 

Stress

Stroke

Surgery

Swelling or Edema

Tendonitis

Thyroid Problem

TMJ

Tuberculosis

Varicose Veins

Other: _______________
	If you have had any of the conditions to the left, please circle and explain.



	Additional Health Information

	Are you currently taking any medications or supplements? 
	How would you describe your overall level of stress?  

___ Low   ___ Medium   ___ High

	___ Birth Control

___ Aspirin/ibuprofen/etc.

___ Antibiotics
___ Anti-anxiety
___ Anti-depressant

___ Probiotics
	___ Diuretics

___ Blood pressure

___ Thyroid 

___ Vitamins/supplements

___ Other: _____________
	In the past year, have you experienced trauma? 

___ Yes    ___ No   Explain: _______________________
Did you experience trauma as a child? 

___ Yes    ___ No   Explain: _______________________

	Are you pregnant or nursing? ___ Yes ___ No
Are you currently being treated by a physician for any conditions? ___ Yes ___ No / Explain: __________________
Do we have your permission to contact your physician should the need arise? ___ Yes   ___ No   

Physician: ________________ Phone: __________________
	Are you wearing contact lenses? 

___ Yes   ___ No 

Do you have a pacemaker? 

___ Yes   ___ No
Orthopedic device in shoes? 

___ Yes   ___ No
Do you wear hearing aids? 

___ Yes   ___ No
Do you exercise regularly? 

___ Yes   ___ No


What is your current living situation? Do you live alone, with a spouse, partner, children, parent or pets?
Please circle all areas of complaint below
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How often do you experience the above pain or discomfort?  What if anything relieves it?
Client Informed Consent Agreement
I _______________________________________, understand that the therapy given here is for the purpose of promoting: natural balance for body, mind and spirit, pain reduction, relief of muscular tension or spasm, stress reduction, and increasing circulation including lymph.  Techniques employed may include Ortho-Bionomy®, Lymph Drainage, Chapman’s Reflexes, Reflexology, Energy Healing or Family Constellations.  I understand that Family Constellations are intended for educational and informative purposes only. 
Information exchanged during any sessions is educational in nature and is intended to help me become more familiar and conscious of my own health status and is to be used at my own discretion. 

Because a therapist must be aware of existing physical conditions, I have stated all my known medical conditions.  I agree to keep the therapist updated as to any changes in my medical profile and understand that there shall be no liability on the therapist’s part should I fail to do so.  Any information exchanged during a therapy session is confidential and is only used to provide you with the best health care services.

I will indicate to the therapist anything that makes me feel uncomfortable or unsafe.  I understand that either I, or the therapist, have the right to terminate a session at any time. I have shared any past traumas or issues that might make getting a session or work on a specific body area challenging.  All the information provided above is, to the best of my knowledge, correct and current.
I understand that Barry Krost does not diagnose illness, disease or any other physical or mental disorder. I understand that Massage and Bodywork Therapists are not qualified to perform spinal or skeletal adjustments, diagnose, prescribe, or treat any physical or mental illness, and that nothing said in the course of the session given should be construed as such. I understand the services are designed to be a health aid and do not replace, the relationship that exists between a patient and his/her physician, psychiatrist, psychotherapist, or any medications such licensed individuals have prescribed to you.   

Signature: _______________________________________________________ Date: ________________

Policies & Fees

Cancelation Policy

You will be charged 50% of your session fee if you cancel less than 24 hours except for health, family and work emergencies. 

Payment

Payment for each session is due at the end of each session.  We do not participate in any medical insurance plans.

Privacy

Any information exchanged during a Bodywork, Energy Healing or Family & Systemic Constellations session is confidential and is only used to provide you with the best health care services.

I have read the above policies and understand them clearly. 

Signature: _______________________________________________________ Date: ________________
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