

WELLNESS GOALS INTAKE

1-Full Name: __________________________________________________
2-How Old: ______________________________________3-Gender: F / M
4-Hight_____________________5-Weight___________________________
6-Occupation: __________________________________________________
7-Telephone____________________________________________________
8-E-mail_______________________________________________________ 
9- Do you use Biomedis Devices: Trinity/ Zenwave/Actiway/Biosky/BRIS
If YES:  How long____________________________________________ 
What complexes: _____________________________________________
______________________________________________________________
10- Circle if you have Pacemaker/ Epilepsy/ Pregnancy/Surgeries/ Injuries
If Yes: Explain ______________________________________________________________

11- What is your primary complaint(s)_______________________________
______________________________________________________________
Circle&Highlight what apply to you: 
12-Nerve System: Irritability/ Insomnia/ Sleep disturbance/ Fatigue/ Headaches/ Poor Memory/ Nervousness/ Dizziness/ Stress/ Other_________________________________________________________

13-Digestion: Regular / Constipation / Loose / Indigestion / Gas / Bloating / Nausea / Vomiting / Heartburn / Hunger / No Appetite/ Stomach Ache/ Bitter Taste in the Mouth/ Tongue Coating/ Other__________________________
14-Sleep Patterns: Insomnia / Sleep Aids / Naps / Wake up at Night/ Sleep more than 10 hours a day/ Other____________________________________
15-Blood Circulation: Anemia/ Lightheaded/ Pale Skin/ Cold Hands&Feet/ Fainting/ Other__________________________________________________
16-Skeletal&Muscles: Bone Pains/ Joint Pains/ Spine Pain/ Scoliosis/ Joint Deformation/ Fractures/ Broken Bones/ Muscle Spasms/ Osteoporosis/ Teeth Problems/ Other_______________________________________________
17-Ear&Hearing Problems: Hearing Loss/ Hearing Impairment/Otitis/ Tinnitus/ Balance Problem/ Vertigo/ Other________________________________________________________
18-Eye&Vision Problems: Cataract/ Glaucoma/ Blepharitis/ Astigmatism/ Strabismus/ Farsighted/ Nearsighted/Dry Eye Syndrome/ Conjunctivitis/ Pink Eye/ Red Eye/ Other_____________________________________________
19-Lungs&Breathing Problems: Frequent Cough/ Sinuses Congestion/ Running Nose/ Breathing Spasms/ Frequent Colds/Asthma/Other_________________________________________________________
20-Cardio System: Heart Pain/ Arrhythmia/ Tachycardia/ Blood Pressure High/ Blood Pressure Low/ Fast Pulse/ Varicose Veins/ Hearth Defects/Other________________________________________________________ 
21-Urogenital System: Bad Urine Laboratory Test/ Lumber Pain/ Erection Disfunction/ Prostatitis/ Prostate Enlarged/ Infertility/ PMS/ Menstrual Cycle Disturbance/ Menopause/ Hot Flashes/ Other__________________________
22-Skin Condition: Itchiness/ Dry Skin/ Fragile Nails/ Hair Loss/ Dandruff/ Skin Allergies/ Psoriasis/ Acne/ Pimples/ Infections/ Nail Fungus/ Other________________________________________________________
23-Endocrine System: Hyperthyroid/ Hypothyroid/Thyroid Enlarged/ Lump/Dry Mouth/ Thirsty/Weight Gain/ Weight Loss/Other______________________________________________________
24-HAVE YOU BEEN SICK OR SEEN A DOCTOR IN THE LAST 2 YEARS Yes / No 
If Yes: Explain_________________________________________________
______________________________________________________________
25-DIAGNOSES&CHRONIC CONDITIONS_________________________ 
______________________________________________________________
26-MEDICATIONS&SUPPLEMENTS&HERBS_____________________
______________________________________________________________ ______________________________________________________________
27-WHAT DO YOU WANT TO IMPROVE: _________________________
______________________________________________________________
28-WHAT IS THE REASONS OF THE HEALTH PROBLEM: 
Poor Diet/ Lack of Sleep/ Lack of Exercise/ Poor Water Intake/ Stress/ Tobacco/ Alcohol/ Drugs/ Professional/ Emotional/ Spiritual/ Mental/ Others_________________________________________________________

29-Client signature:_____________________________________________
30- Date:______________________________________________________ 


