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                                                  New Client Consultation Intake Form 
 
Today’s Date: ___________ 
Name: ______________________________________________________ Sex:  F ___  or  M___ 
Country _______________________________________________________________________ 
City: ________________________ State: _________  Age: ____  Weight: _____  Height: _____
Landline Phone: _____________________________ Mobile Phone: _______________________ 
E-mail: _____________________________________   (Your email will be used for communicational purposes only)
Your personal information is completely confidential. We will never share it with anyone. 

Place  an “X” beside each symptom you have experienced or currently experiencing: 
 
Nervous System: 
Memory Loss     ___      
Fatigue       ___  
Depression     ___      
Headaches      ___ 
Insomnia     ___  
What would you rate your level of stress (0= no stress, 5 = maximum stress)  _____ 
How many hours of sleep do you get on an average night? ________ 
 
Heart: 
High Blood Pressure     ___      
Varicose Veins    ___ 
Heart Problems    ___      
High Cholesterol   ___ 
 
Skin:  
Acne       ___      
Eczema      ___ 
Skin Rashes     ___      
Psoriasis      ___ 
Skin Fungus     ___ 
 
Digestive/Liver: 
Constipation     ___ 
Diarrhea      ___ 
Bloating      ___ 
When was the last time you took antibiotics? ________________________________________________ 
_______ 
Food Allergies/Sensitivities Yes ___  No ___
If so, what are you allergic/sensitive to? ________________ 
Have you ever done a fast or liver cleanse?  Yes ____   or  No ____
If so, when? __________________________ 
 



Kidney: 
Kidney Problems   ___ 
Urinary Tract Infections  ___ 
Fainting Spells    ___ 
How much water do you drink every day? ____________________ 
 
Immune:      
Frequent Cold or Flu   ___    
Wounds Heal Slowly   ___  
Frequent Cold Sores   ___    
Swollen Lymph Nodes   ___ 
 
Women’s Health:
Have you had an irregular Pap Smear Test in the past 2 years?   Yes ____   or  No ____ 
Do you currently suffer from fibrocystic breast?   Yes ____   or  No ____
Do you currently have fibroids and/or cysts?      Yes ____   or  No ____  
Do you currently suffer from endometriosis?    Yes ____   or  No ____      
Are you having difficulty getting pregnant?  Yes ____   or  No ____    
Are you currently experiencing any menopausal symptoms?   Yes ____   or  No ____  
Are you currently experiencing any hot flashes?    Yes ____   or  No ____     
Are you currently pregnant?   Yes ____   or  No ____    If yes, how many weeks are you? ______________
Are you currently suffering from bacterial vaginosis or infection?     Yes ____   or  No ____
Have you had your thyroid removed?    Yes ____   or  No ____
Have you had any surgical procedure on your breast, uterus, or ovaries?     Yes ____   or  No ____
If you answered “Yes” please explain what, when, and why? 
 
Men’s Health: 
Frequent Urination   ___ 
Reproductive Issues   ___ 
Prostate Problems   ___ 
Painful Urination   ___ 
Erectile Dysfunction   ___
 
Respiratory: 
Sinus Problems     ___ 
Do you currently smoke cigarettes?     Yes ____   or  No ____
When was the last time you smoked marijuana?   _____________________
Do you smoke or inhale in other substances?  Yes ____   or  No ____  
If you answered “Yes” please list them?    __________________________________
Lung Problems     ___  
Air-borne Allergies   ___ 
Asthma      ___ 
 
Metabolic: 
Diabetes   ___ 
Hypoglycemia  ___
Hold Extra Weight in Torso/Stomach       ___ 
Feel Agitated/Low Functioning if Not Eating Regularly  ___ 
 








List any medications you are currently taking: _

___________________                   ____________________

___________________                   ____________________

___________________                   ____________________

___________________                   ____________________

___________________                   ____________________



List all the supplements you are currently taking:

___________________                  ____________________

___________________                  ____________________

___________________                  ____________________

___________________                  ____________________

___________________                  ____________________


Please Note: 

We are not medical doctors nor are we a medical facility and do not diagnose, treat or prescrib medication. Our services are strictly educational, offering clients the tools to enhance their own well-being and help them make educated decisions about their own health care. Herbal remedies are not meant to replace medical diagnosis or treatment. If you have any medical conditions please consult with your medical doctor or physician. 
 
[bookmark: _GoBack]If you are a female consulting with Dr. Akilah Schäfer

I understand that if I have been diagnosed with uterine fibroids, ovarian cysts, endometriosis, infertility, bacterial vaginosis, STDs, HPV, fibrocystic breast, menopause, or any other disease, illness, or symptoms related to the female reproductive system, I should consult with another health care professional or medical physician. I am fully aware that Dr. Akilah Schäfer will not address, acknowledge, or discuss anything related to the above diseases or symptoms connected to the female reproductive system. I am fully aware that I will not receive any health suggestions, health programs or information related to the female reproductive system (including the breast), nor will I request for any.

I understand and agree to the above terms and conditions. 
 
Name: ________________________________________________ Date: _______________________
___             Please type your electronic signature Above 
__
Please email this form to Mrs. Michelle Jones-Nelson services@celestialhealing.net for review.  
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