Fo]aritq Thera,pq lntakc ]:orm

Name: FPhone: (h) )
Address:

City, State, Zip:

I mail: Birthdate:
Physician: Fhys Phone #:

[F mergency Contact: FPhone Number:

HOW were 3OU I"CFCTTCCI l"ICFC?

Avre you receiving/r“]ave you received any other form of therapg. Please check all that applg.

| Counseling | Chiropractic O Physical Therapy
o Massage Therapy o Acupuncture/Chinese Med o Other
o Other Form of Bodywork o Nutrition/Homeopathy

Flease explain whg you are secking an E_ncrgg Bodywork Session? (Flease include any Phgsical,

emotional or mental symptoms that are currently present. (se the back of this page if necessarg)

Please list any majorillness, injury you have had.
Yy may vy Y

| ist any medications, vitamins, or herbs you are currcntb taking.

TheFo!aritg Center, www .TheFo]arithenter.com



