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A New Start of Healthy Living


PLEASE NOTE: The health information given during this consultation is for general education and is not in attended to be specific medical advice.  No medical care, diagnosis, or treatment is provided during this consultation.  It is advisable to consult with one’s personal, health. Care provider before implementing any lifestyle changes.

I release Dwelling at the Tree of Life, Lifestyle counselor and/or associated organizations from any/all liability resulting from accepting this assessment.  

My participation in this assessment indicates acceptance of these terms.

____________________________________		____________________________________
 Signature 						Date

[bookmark: _Hlk132981288]General Information (To be filled out by the Client):

	[bookmark: _Hlk132978422]NAME:
	Click here to enter text.
	ADDRESS:
	Click here to enter text.
	TELEPHONE NUMBER:
	Click here to enter text.	WORK:
	Click here to enter text.
	EMAIL ADDRESS
	Click here to enter text.



	CHURCH AFFILIATION
	Click here to enter text.
	HOW LONG HAVE YOU BEEN A MEMBER
	Click here to enter text.


List any health concerns presently: (physical, mental, social, or spiritual: Click here to enter text.

When did you last consult a physical  Click here to enter text.
[bookmark: _Hlk132980673]Are you currently being treated for any ailments? Yes or No  Click here to enter text.
If yes, which ones
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

 ______________________________________________________________________


(Please click and type Yes or No)
[bookmark: _Hlk137662530]Where you ever diagnosed with COVID?:  Click here to enter text.

Did you take the COVID Vaccine?:  Click here to enter text.

Please list date and type of any surgery you have had:  Click here to enter text.

What health conditions have you been diagnosed with? (Please list all)  Click here to enter text.



Do you presently experience any of the following (please click and type Yes or No)

	[bookmark: _Hlk132980495]Dizziness
	
Click Here 	Numbness
	
Click Here	Bad Breath/
Body Order
	Click Here

	Fainting
	Click Here 	Clammy 
Skin
	
Click Here	Excessive Seating
	Click Here

	Nausea
	
Click Here	Cold/Tingling 
Heads or Feet
	
Click Here	Hair Loss
	Click Here

	Pain
	
Click Here 	Constipation
	
Click Here	Fever
	Click Here

	Heart Palpitations
	Click Here	Diarrhea
	
Click Here	Infections
	Click Here

	Memory Loss
	
Click Here 	Indigestion/
Acid Reflux
	
Click Here	Bleeding
	Click Here

	Insomnia
	Click Here	Cold/Flu
	
Click Here	Weight Loss
	Click Here

	Difficulty Breathing
	Click Here	Blurred Vision
	
Click Here	Weight Gain
	Click Here

	Fatigue
	Click Here	Swelling Anywhere
	
Click Here	Sexual Dysfunction
	Click Here

	Headaches
	Click Here	Parasite/Worms
	
Click Here	Anemia
	Click Here



Do you suffer from any of the following emotional/mental disorders: (please click and type Y or N)

	Depression
	
Click Here 	Chronic Anxiety
	
Click Here	Bipolar
	Click Here

	Co-dependency
	Click Here 	Manias
	
Click Here	Schizophrenia
	Click Here

	Phobias
	
Click Here	Obsessive Compulsive Disorder
	
Click Here	Neurosis
	Click Here



What specific condition(s) would you like this consultation to address?

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________




	Age:
	
Click Here 
	Sex:
	
Click Here 
	Marital Status – (1st, 2nd/3rd 
how many years)
	
Click Here	Divorced
	Widowed
	Click Here

	How long have you been married, divorced, or widowed
	
	Click Here

	Weight:
	Click Here 	Height:
	Click Here 	Sedimentation Rate
	
	Click Here

	Blood Pressure:
	
Click Here	Pulse
	
Click Here	Glucose:
	
	Click Here

	Cholesterol
	Click Here
	HDL
	Click Here
	LDL
	Click Here

	BMI
	Click Here
	WAIST CIRCUMFERENCE
	Click Here
	





[bookmark: _Hlk137737994]Please list all medicines or pills you are currently taking:

______________________________________________________________________


______________________________________________________________________

Please list all supplements and/or herbs that you are taking (vitamins, minerals, nutritional drinks etc.) 

______________________________________________________________________


______________________________________________________________________

______________________________________________________________________




Nutrition

Please Click One where applicable
[bookmark: _Hlk137662595](Please click and type Yes or No)
	[bookmark: _Hlk132985920]1.Do you eat any meat or flesh items (Chicken, Turkey, Pork, Fish, Shrimp, etc.)
	Click Here
	2. Do you eat any dairy items or eggs (Milk, Cheese, Yogurt, Chocolate, etc.)
	Click Here
	3. Which ones?
	Click Here
	4. Do you eat refined white products (White Bread, White Rice, White Flour Products, etc.?
	Click Here
	5. How many servings of fruit per day
	Click Here
	6. How many servings of vegetables
	Click Here
	7. Do you use condiments (Ketchup, Mustard, Mayonnaise, Barbeque Sauces, Vegenaise, Mayonnaise
	Click Here
	8. Do you add any of the following spices to your foods: Cinnamon, Nutmeg, Cloves, Curry, Hot Sauces, Cayenne Peppers, Black and White Peppers, etc.?
	Click Here
	9. Do you eat Fried Foods?
	Click Here
	10. Do you use Margarine or Butter?
	Click Here
	11. Do you use Baking Powder or Baking Soda?
	Click Here
	12. Do you eat Fresh Bread?
	Click Here
	13. Do you eat Bread less than 48 hours after baking?
	Click Here
	14 Do you eat or drink any Cocoa, Chocolate or Ice Cream
	Click Here
	If so, how often?
	Click Here
	15. Which oils do you cook with?
	

	16. Do you read the labels or food items that you buy from the store
	Click Here
	17. List any sweeteners you consume (i.e. Sugar, Honey, Splenda, Sweet& Low, Equal or additional Artificial Sweeteners, etc.)
	Click Here
	18.  How much and/or how often do you eat nuts?
	Click Here
	19. Do you eat any canned items (Beans, Veggies, Fruits, Veggie Meats etc? 
	Click Here
	20. Which ones?
	Click Here
	21. Are you on any special diet?
	Click Here
	If so, please list:
	Click Here
	22. Do you eat out
	Click Here
	If so, how often:
	Click Here
	23. Do you use salt
	Click Here
	24. Does the salt contain iodine
	Click Here





Exercise

	1. Do you exercise? Yes/No
	Click Here
	2. How many times per week?
	Click Here
	3. How many minutes per day?
	Click Here
	4. How would you rate your exercise?   Mild, Moderate or Vigorous
	Click Here
	5. What are your favorite exercise?
	Click Here
	6. How do you feel after you exercise?
	Click Here
	7. Do you experience any pain while you are exercising? Yes/No
	Click Here


Water

	1. How many glasses of water do you usually drink per day?
	Click Here
	2. What kind of water do you commonly drink, Bottled or Tap
	Click Here
	3. Is your water filtered? Yes/No
	Click Here
	4. At what temperature do you drink your water? Hot, Cold or Room Temperature
	Click Here
	5. Do you eat ice? Yes/No
	Click Here
	6. How many glasses of juice do you drink per day?
	Click Here
	7. How many cans/bottles of soda per day?
	Click Here
	8. What other liquid do you drink? (i.e., Tea, Wine, Alcohol, Beet, Soda, Milk, Vitamin Water, etc)
	Click Here
	9. Do you drink with your meals Yes, No or Sometimes
	Click Here
	10. What color is your urine normally? (Clear, Pale, Slight Yellow, Yellow or Dark Yellow)?
	Click Here


Sunlight

	1. How much sun exposure do you get per day?
	Click Here
	2. Do you sunbathe? Yes/No
	Click Here
	If so, how long
	Click Here
	3. Do you wear short sleeves? Yes/No
	Click Here
	4. Do you use sun block?  Yes/No or Sometimes
	Click Here
	5. Do you have any abnormal sensitivity to the sun naturally or due to any medications? 
	Click Here
	6. Do you take Vitamin D Supplement? Yes/No
	Click Here
	7. Do you have any family history of skin cancer? Yes/ No
	Click Here


Temperance

	1. What is your current occupations?
	Click Here
	[bookmark: _Hlk137305439]2. Please list your last five jobs and the years of service.
	Click Here
	Job #1

	Job #2

	Job #3

	Job #4

	Job #5

	[bookmark: _Hlk137305693]3. Do you smoke/use tobacco products in any form?  (i.e., chewing tobacco)? Yes/No 
	Click Here
	[bookmark: _Hlk137305720]4. Have you used tobacco products in the past? Yes/No  
	Click Here
	[bookmark: _Hlk137305748]If so, how much and for how long?
	Click Here
	5. Do you/have you used alcohol ln any form? Yes/No
	Click Here
	6. If so, how much and for how long?
	Click Here
	[bookmark: _Hlk137305839]7. Do you ingest caffeine in any form? Yes/No (e.g., coffee, teas, energy drinks, etc.)
	Click Here
	If so, please list
	Click Here
	8. Do you overeat? Yes/No 
	Click Here
	9. Do you eat too fast? Yes/No
	Click Here
	10. Do you chew your food thoroughly? Yes/No
	Click Here
	11. Do you snack between means (this includes any food items and juice? Yes/No
	Click Here
	12. List any desserts you eat? (Include candies, cakes, or pies)
	Click Here
	13. Do you eat at set mealtimes? Yes/No
	Click Here


Air

	1. Where do you live? City/Suburbs/Country Yes/No
	Click Here
	2. Do you sleep with your windows open? Yes/No
	Click Here
	3. Do you open your windows/doors daily to air out the home? Yes/No
	Click Here
	4. Do you live or work in a smoke-filled environment? Yes/No
	Click Here
	5. Do you have any smokers living in your home? Yes/No
	Click Here
	6.  Do you have live plants throughout your home? Yes/No
	Click Here
	7.  Are there any environments that you are in that do not have a good supply of fresh air? Yes/No
	Click Here
	8. If so, what are they?
	Click Here
	9. Do you wear tight fitted clothing that restricts your lung expansion? Yes/No
	Click Here


Rest

	1.  What is your usual bedtime?
	Click Here
	2.  Do you wake up during the night? Yes/No or Sometimes
	Click Here
	3.  Do you snack before you go to bed? Yes/No or Sometimes
	Click Here
	4.  Do you sleep with the lights on? Yes/No or Sometimes
	Click Here
	5.  Do you work the night shift or swing shift? Yes/No or Sometimes
	Click Here


Trust

	1.  Do you have a daily devotional time? Yes/No
	Click Here
	2. If not, would you like to have one? Yes/No
	Click Here
	3. Do you spend time reading the Bible daily? Yes/No
	Click Here
	4.  Do you return a faithful systematic title, plus offering? Yes/No
	Click Here
	5.  Do you suffer form any remorse, guilt, anger, worry, or fear? Yes/No
	Click Here
	6.  Do you believe that you have experienced the forgiveness of God in your life? Yes/No
	Click Here
	7.  Do you struggle with knowing God’s will for your life? Yes/No
	Click Here
	8.  Would you consider your family as having good relationships with each other? Yes/No
	Click Here


9. Is there any more information you would like to share?
___________________________________________________________________
___________________________________________________________________
Client Intake Form
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Revitalize your spirit . reconnect with nature’s healing power





