Avalon Natural Health

Renee Awad, ND
Adult Craniosacral Therapy Intake Form

LAST INGIME. o FIrst Name: e MU e
Other Names/Maiden NamME: ......ccovirireese e Birthdate: .o Sex:M/F

IMBIITING AGAIESS: ettt h ettt e e e e h s e e £ 2 s 2o e e 2 s 2o e e e e e e b2 s s e e e e e 2o s e e e e e e s 2 e s ettt etk e ettt es
Y L s SO e Zip Code: i
ML e HOME PRONE: o
Cell PRONE! ot WOTK PRONE:. o
OCCUPATION: i Full Time: Y /N

Emergency CONtACT: ..o Relationship tO Patient: ...
CONACE'S PRONE! . CONACE'S EMAIL i
Please List ANy Life TRre@teniNg AlIGIGIES: ..........ooo ittt bbbt
Referred t0 RENEE AWAL, ND DY: ..ottt s 2222 s 42 s sttt sttt enss

CURRENT HEALTH CARE TEAM

PrIMArY Care PRYSICIAN: oottt Phone: .
SPECIANIST: s SPECIAIY: oo PhONE: .o
SPECIANIST: o SPECIAIY: oo PhoNE: .o

OTHER HEALTH CARE TEAM MEMBERS (MASSAGE THERAPIST, NUTRITIONIST, ACUPUNCTURIST, ETC.)
PraCtiliONEr o SPECIAILY: i PhoNEe: ..o,

PraCtiliONEr o SPECIAIY: i PhONE: .o,

PRIMARY HEALTH CONCERNS (Please list your primary health concerns in order of importance.)

CONCERN ONSET FREQUENCY SEVERITY

Ex: Headache June 1978 4 times/week mild/mod/severe
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Have you ever received Craniosacral Therapy? Y /N If yes, when was your last treatment? ...

PERSONAL MEDICAL HISTORY

Today’s Date: ..o 1



Please mark any of the following you have now or have significant history of in the past. If a choice is given, circle one.

GENERAL RESPIRATORY/CARDIOVASCULAR

Now Past Comments Now Past Comments

O O HeadacChes ... O O Heart Condition ...

a O PAIN e O a BIOOA ClOLS oo

O O Sleep DiStUrbanCe ... O O High/Low Blood Pressure ...

a O FAtiQUE s O a SEITOKE i

a O SINUSTTIS 1o O a Irregular Heart Beat ..o

a O OO e O a POOT CirCUIAtION .o
O a Edema/Swollen ANKIES ..o

MUSCLES AND JOINTS O O Chest Pain/Short of Breath ..o

Now Past Comments O a ASTAMA oo

O O Bone or JoiNt DiSEASE ..o

O O OStEOPOIOSIS oo DIGESTIVE/ELIMINATION SYSTEM

a O Broken BONES ... Now Past Comments

a O TendonitisS/BUISItIS .. O a Constipation/DiarrNea ......cccccveeeeiveeeeeeeeeeeeee s

O O ATTATIEIS e O O GaS/BlOAING s

a O SCONOSIS oottt O a Irritable Bowel Syndrome ...

a O DisSC Problems ..o O O GaSENC UICETS i

a O Sprain/Strain ... O a Bladder/Kidney Dysfunction ...

a O Jaw Pain/TMJ O a ORI s

a O Neck/Shoulder/Arm Pain ...

O O Hip/Low Back Pain ..o REPRODUCTIVE

O O Knee/AnKIE PaiN ... Now Past Comments

O a Pregnancy
NERVOUS SYSTEM O O Menstrual problems
Now Past Comments O O Prostate problems ...
a O Head injuries/CONCUSSIONS ..o O a OFNET s
O O Dizziness/RINGING IN €8IS ..o
O O Numbness/Tingling ..... OTHER
a O Sciatica/Shooting pains Now Past Comments
a O PINChed NEerVe ..o O a CANCET o
a O BeIl'S PAISY i O a ANXIELY/SIIESS oo
a O OO e O a TODBACCO USE oo
O O Drugs ....
ENDOCRINE SYSTEM O m| AICONON o
Now Past Comments O O OFNET s
a O DiIGDELES e
a O Thyroid CoNAitioN ..o
a O OO e

I understand that Craniosacral Therapy is not a substitute for standard medical care and | have indicated all of my known medical
conditions above. | will alert the practitioner to any changes in my health status. It is my choice to receive Craniosacral Therapy with
an understanding of the risks and benefits and | give my consent for treatment. | understand that there is no stated guarantee for
effectiveness of treatment. | understand that my records will be kept in strict confidence.

PAYMENT POLICIES

Full payment is due at the time of service. Dr. Awad requests 24-hours notice for canceling or rescheduling appointments. For any visits
canceled with less than 24-hours notice, the client will be charged half of the original visit fee except in the case of family or medical
emergency. No-show appointments will be billed the full visit fee. This charge will be applied to the following visit or billed directly to the
client. Late arrivals will not receive an extension of scheduled service times and will be responsible for full service fee. In the event legal
action is required to collect payment, | agree to be responsible for attorney fees and costs.

SIGNATUME. e Date! e
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