Center of Symmetry
COLON HYDROTHERAPY 

 CONFIDENTIAL HEALTH INTAKE FORM
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All information is kept strictly confidential and will become part of your personal file. 

In order to provide the best possible care and to insure optimum results from your colon hydrotherapy sessions, the following information is essential and should be completed completely and accurately.
Contact Information
Name: __________________________________________________________________   Date: ____________________
Address: __________________________________________________________________________________________
City: ________________________________________________ State: _________________   Zip: _________________

Phone: (1) ______ - _______ - __________ (2) ______ - _______ - __________ (3) ______ - _______ - __________ Email: ____________________________________________________________________________________________
Age: _________   Date of Birth:
_____ / ______ / ________  Height: _______________ Weight: ________________
Sex:
    Male
  Female

Marital Status: _________________
Occupation: _______________________________________________________________________________________ Hobbies & Activities: ________________________________________________________________________________
Emergency Contact Information
Name: 
___________________________________________________________________________________________
Relationship: ___________________________   Phone: (1)  _____ - _____ - _________   (2)  _____ - _____ - _________   

How did you hear about us?    Relative/Friend/Co-Worker ______‌‌‌‌‌‌‌‌‌‌‌‌__________________‌‌‌‌
 Internet _________‌____‌‌‌‌‌‌‌______________ ‌‌
 





        

(name)


‌               (website)

 Health Provider__________________________  Other Business  _______________________  Newspaper/Magazine ____________________



         (name)


  
                (name)

  

                (name)

 Mailing/Coupon ________________________    Other, Please specify:   _________________________________________________________


   
         (name)







(name/source)

Have you ever had colon hydro-therapy before?      No  Yes, when/where: ______________________________________
 

How did you first learn about colon hydro-therapy? ________________________________________________________

Women Only
Is there a chance you are you pregnant?  No    Yes
Do you suffer from PMS?

No    Yes 
Are you taking hormone supplements? 
No    Yes
Are you taking birth control pills?
No    Yes 
Are your periods regular? 
No    Yes
Note: Colon hydrotherapy may be very beneficial in relieving uncomfortable 
period symptoms. If you have your period, removing a tampon for the duration 
of your session will reduce pressure felt during abdominal massage.
Men Only
Do you have difficulties urinating?
No    Yes
Are you experiencing ED difficulties? 
No    Yes
Are you taking hormone supplements? 
No    Yes

Daily Habits
What is your typical: 
Breakfast//Lunch//Dinners//Snacks//: ________________________________________________________
____________________________________________________________________________________________________________

Daily Water consumption: _____________________________ Other Beverages: ___________________________________

Alcohol consumption, what and how often: _________________________________________________________________
Type of dietary intake: (vegan, vegetarian, food combining, non-vegetarian, home cooking, fast food, seafood, beef..etc). ____________

___________________________________________________________________________________________
Do you exercise?   No    Yes, type and how often: _________​​​​​​​____________________________________________________
On a scale of 1-5 (1-low, 5-high), what is your daily activity (excluding exercise) level? (circle one)     1  
      2         3         4         5
On a scale of 1-5 (1-low, 5-high), what is your usual daily stress level? (circle one) 

       1
      2
  3
4         5

Are circumstances in your life increasing your usual stress level?   No    Yes, Please provide any information your 
comfortable sharing about your increased stress level: ________________________________________________________
Vital Health Information
Have you ever been treated for any of the following conditions? (Check all that apply)

Rectal Bleeding

Cancer


Appendicitis

 Abdominal Surgery
Low Blood Pressure

 Ileitis


 IBS


 Cohn’s Disease

 Ulcerative Colitis
 Leaky Gut Syndrome

 Severe Anemia

 Diverticulitis

 Renal Insufficiency
 High Blood Pressure
 Colitis


 Fissures/Fistulas

 Cardiac Disease

 GI Hemorrhage/Perforation   Cirrhosis

 Abdominal Hernia

 Aneurysm

 Hepatitis (what type)
 HIV


 AIDS


 Liver Trouble


 Gall Bladder Disease
 Swollen Joints

 Vomiting Blood

 Headaches

 Insomnia (sleep loss)

 Dizziness/Fainting Spells
 History of Seizures
 Fatigue


 Depression

 Enlarged Thyroid

 Shortness of breath
 Chronic Cough

 Emphysema

 Bronchitis

 Asthma (wheezing)
 Arthritis

 Bursitis

 Low Back Pain

 Neck Pain

‌
 Kidney Infection

 Kidney Stone

 Kidney Failure

 Other:  _______________________________________

Please explain all checked conditions: ___________________________________________________________________

__________________________________________________________________________________________________

Prescription Medications: _____________________________________________________________________________

Supplements/Over the Counter medications:______________________________________________________________

List all known allergies: ______________________________________________________________________________

Are you currently under a doctor’s care?     No
 Yes, Physician: _________________________________________________ 

Phone: _______ - _______ - ___________  Date of last complete physical exam: ______ / _______ / __________ 
Results: _____________________________________________________________________________________________

Is your physician aware of you receiving colon hydro-therapy?    Yes    No 

Have you ever had? (Check all that apply and put date)

 Colonoscopy ______ / _______ / __________



 Sigmoidoscopy ______ / _______ / __________

 Barium Enema ______ / _______ / __________

 Rectal Surgery ______ / _______ / __________

 Hemorrhoid Surgery ______ / _______ / __________

List recent (in past 6 months) or previous relevant surgeries, major illnesses, or other hospitalizations:
	Reason
	Date
	Additional Comments

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Has anyone in your family had colon cancer?    No   Yes (relationship) ________________________________________
Has anyone in your family had cancer?  No   Yes (relationship/type) ___________________________________________
Do you suffer from constipation?  No  Yes, How long? _________________________________________________________
Do other members of your family suffer from constipation? (Parent, siblings etc.) No    Yes
Do you suffer from Diarrhea?
No    Yes, How long? __________________________________________________________

Do you suffer from alternating periods of constipation and diarrhea?  No    Yes, How long?__________________________

Do you suffer from hemorrhoids?     No    Yes
        Internal   External  Both 
         Mild   Moderate   Severe

Do you take laxatives? 
      
No   Yes,  What type?___________________ Since When/How often? __________________
Do you take diuretics? 
   
No   Yes,  What type?___________________ Since When/How often? __________________

Do you take fiber? 

No   Yes,  What type?___________________ Since When/How often? __________________

Do you take stool softeners? 
No   Yes,  What type?___________________ Since When/How often? __________________

Have you ever taken pysllium?  No   Yes,  What type?___________________ Since When/How often? ___________________

Do you strain to have a bowel movement?  No   Yes, Since When/How often? ______________________________________

How often do you have a bowel movement? ______________________________________________________________
Please list your ‌reason  for and expectations from receiving colon hydro-therapy:  ________________________________
__________________________________________________________________________________________________

Colon hydrotherapy can assist in building or restoring optimum health.  Multiple sessions combined with good eating habits and regular exercise is necessary to achieve optimum results. It is advised before beginning diet, exercise or complimentary modality, to discuss it with your physician.
Please understand that in answering questions we do not diagnose or prescribe, but offer nutritional information only to help you to cooperate with your doctor in your mutual quest of building optimum health. It is your choice to use this information without your doctor’s approval, which is your constitutional right, but we assume no responsibility.  
I agree and understand the information presented to me.  I declare the information I have disclosed herein to be true and accurate to the best of my knowledge.
_____________________________  /   _____________________________________ / _________________

Client Name (Print)
                          /

Client Signature


           / 
Date
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