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Date:
Name:




Home Address:





City:
Zip:
Home Phone: (       )


Work Address:





City:
Zip:
Work Phone: (       )


Cell Phone:

E-mail:



Occupation:

Male
Female


Date of Birth:

Age:
Marital Status:


What do you hope to gain, what are your goals in working with IHT? 



How did you find out about us? 




What exercise or physical activities do you participate in and with what frequency?
Do you have a diagnosis by a physician?  If so, please describe:


Do you have any precautions we should be aware of? 



Are you taking any medications at this time?  





If so, please explain: 




Do you have a religion or spiritual belief?  If so, please explain: 


Name and telephone number of person to be notified in case of emergency:


PLEASE MARK AREAS OF PAIN ON THE FIGURE BELOW:
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INTEGRATIVE
HOME THERAPY



 

Type of pain you experience:


////  Sharp pain


XXX  Burning, radiating pain


===  Numbness


OOO  Dull ache

Adjacent to each area noted, please rate the severity of your pain using a scale of 1-10, with 1 being the lowest amount of pain and 10 being severe.

Is there a particular time of day that you experience pain or discomfort? 



If so, please explain (including time, type and location of pain) 


Has your pain or discomfort interfered with: 





Emotional Well-Being
Sleep




Family Responsibilities
Daily Self Care



Diet
Sex Life




Social Activities
Work



What do you do to help relieve the pain? 




What makes the pain worse? 




What health professional have helped you the most?

Name 
Title
Location

Name 
Title
Location

Thank you.







