Peaceful Winds Client Intake
Please note all information is confidential & private. Fill out form to the best of your ability & remember the more information you provide; the better Peaceful Winds can benefit you. 

Name ________________________________________________________________________

Address_______________________________________________________________________

If minor, name of Minor__________________________________________________________

Date of Birth ____/____/________ Referred by (name) or how you heard of us? 


Primary Phone (______)_______________________________________Receives text? Yes / No

Secondary Phone (_______)____________________________________Receives text? Yes / No

Email _________________________________________________________________________

Gender ________________ Age _______ Marital Status & length _______________________

Please rate your relationship, 1-10 (10=best)________________ Stressful? Yes / No _________

Children? Yes / No     How many, ages, & gender are children if yes?



Reason for visit:________________________________________________________________

Primary complaint______________________________________________________________



Duration of issue________________________________________________________________

Current treatment(s) ____________________________________________________________

Exacerbating factors contributing to complaint, if known (Example, foods, stress, heat, exercise, etc.)__________________________________________________________________________

Any past history of complaint not covered above? ____________________________________

Medical History

Previous illnesses, hospitalizations, trauma, surgeries, etc. (Please give approximate date / age)


Pregnancies (List type of birth & birth experience)_____________________________________


Abortions or miscarriages not covered above?  How many? _______
Allergies to drugs, herbs, or oil? Please list: ___________________________________________


Allergies to foods or foods you avoid (please note if allergy or just an avoided food) __________


Current Medications, PRESCRIPTION name, with purpose (list SUPPLEMENTS on next item)




Current SUPPLEMENTS, name, with purpose




Family medical history such as Diabetes, High Blood Pressure, Cancer, etc. – Please state relationship to you, including paternal or maternal designation as warranted.


______________________________________________________________________________

Do you: (check all that apply & how much, kind, or how long if applicable) 
Smoke (  )______________________________________________________________________
Drink alcohol? (  )________________________________________________________________
Consume any recreational drugs? (  )________________________________________________
Eat meat? (  )___________________________________________________________________
Vegan? (  )_____________________________________________________________________
Exercise? (  )___________________________________________________________________
Count calories (  )_______________________________________________________________
Eat gluten? (  )__________________________________________________________________
Eat sugar? (  )___________________________________________________________________
Count carbohydrates? (  )_________________________________________________________
Do yoga or stretching (  )__________________________________________________________
Meditate or pray daily? (  )________________________________________________________
Describe your sleep (disturbed, light, deep, how many hours average, wake up with alarm, etc.)
_____________________________________________________________________________
Hours of  TV / Computer use daily__________________________________________________
Height _____________________Weight _______________Desired Weight ________________
Body Weight Distribution _________________________________________________________

Type of cleaners you use (all natural, chemical based, etc.)


ISSUES YOU WANT TO DISCUSS, EMOTIONAL OR PHYSICAL
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

WAIVER OF LIABILITY
I understand I am working with a consultant who makes no claims at being a health care worker but is a Holistic Health Consultant. I have chosen Peaceful Winds at my own free will & understand no diagnosis or prescriptions will be given. I understand that personal at Peaceful Winds are energy, nutritional, herbal, energy, Ayurveda, movement, and other holistic modality practitioners & not medical doctors. The suggestions given are only suggestions and I must take further responsibility for further educating myself and making myself aware of any of my body’s health issues & receiving proper medical care. I also understand this is not a medical appointment and only a medical doctor can provide that kind of care. Peaceful Winds & Bonnie Palmer Reed accepts no responsibility for my actions upon leaving her place of business, financial or otherwise, for the outcome of herbal treatment recommended by the above-mentioned consultant. I also understand that Peaceful Winds nor Bonnie Palmer Reed accept no responsibility for the effects of said advice. I also understand any accidental injuries incurred at Peaceful Winds is not the responsibility of Peaceful Winds or Bonnie Palmer Reed.

Signature responsible adult or self_________________________________________________

Printed name_______________________________________________ Date______________

If minor, name of minor_________________________________________________________

