Awakening Wellness Centre Clinical Intake Form – 250-412-5445 – info@awakeningwellnessvictoria.com
Name_____________________________________________________Date_____________Email_________________________________

Complete Address____________________________________________________________________Postal Code___________________

Phone (home)____________________(work)__________________Occupation___________________________________Age__________
Sex__________Birthdate_____________________Birthplace________________________Height_____________Weight_______________
List the major events in your health history and age at the time (illness, surgery, accidents, toxin exposure) Attach sheet if necessary:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List the current health challenges you are facing (include recent surgeries or injuries or pregnancy)_________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you experience fatigue and if so at what time of the day? _______________________________________________________________

Do you tend towards feeling hot or cold?__________________Where?_______________________________________________________

Digestion: Constipation?______ Loose Stools?______Bloating?______Gas?________Other?_____________________________________

Do you have any food or medication allergies?  Please list:_________________________________________________________________

Health care providers seen in the last year:_____________________________________________________________________________

Describe your major use of drugs including prescription, recreational (alcohol, marijuana, etc), herbal medicine, etc. both past and present.  Include length of use and age (eg. 10 months of antibiotic use at age 15, 4 years of alcohol addiction at age 23): _________________________________________________________________________________________________________________________ ______________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any prescription or over the counter medications, herbal medicines, vitamins or other supplements you are currently taking:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Number of root canals?_________ Number of fillings: ________Other dental considerations_______________________________________

Describe your exercise habits (stretching, aerobic, resistance, core, etc.):______________________________________________________ ________________________________________________________________________________________________________________

Describe any regular spiritual or relaxation practices: _____________________________________________________________________

________________________________________________________________________________________________________________

Rate your use of the following on a scale of 1-4 (1 = often; 2 = sometimes; 3 = seldom; 4 = never):
Coffee_____ Black or green tea:_____ Tobacco_____ Marijuana_____ Other intoxicants_____ Describe:____________________________

Margarine or shortening?_____ Microwave_____ Aluminum Cookware_____ Computer_____ Tetrapak Drinks______ Canned food:______
Please describe your diet in detail (include specific foods and how many times per week you eat them):

Red Meat:_______________________________________________________________________________________________________

Dairy Products and Eggs:___________________________________________________________________________________________

Fish and Fowl:____________________________________________________________________________________________________

Grains: pasta types:_________________________________ bread types:____________________________________________________

Whole grains (millet, barley, oatmeal, etc):______________________________________________________________________________

Beans & soy products:______________________________________________________________________________________________

Vegetables frequently eaten:_________________________________________________________________________________________

Vegetables Avoided:__________________________________________________ Daily servings (1/2 cup size):________% raw_________

Nuts and Seeds:__________________________________________________________________________________________________

Fruits:_____________________________________________________________ Daily servings (1/2 cup size):________% raw_________

Condiments (salt, seaweed, vinegar, etc)_______________________________________________________________________________

Junk Foods and desserts:___________________________________________________________________________________________

Oils (type and brand):______________________________________________________________________________________________

Other foods or considerations:________________________________________________________________________________________

Common Breakfast meals:__________________________________________________________________________________________

Common Lunch or Dinner meals:_____________________________________________________________________________________

Briefly summarize any past diets:_____________________________________________________________________________________

Eating Habits (Please rate 1-4 1 being 1 often, 4 being never): Overeat:_____ Skip meals:_____  Distracted eating (TV, reading, working etc):_____ Compulsive/emotional eating:_____  Eat late at night: _____ Chew food well: _____ Frozen or chilled food or drink: _____
Drink liquids with meals: _____  Fry foods:_____ Eat desserts:_____ Snacks:_____  Describe other habits:__________________________
Cravings for particular foods or flavours (sweet, salty, spicy, bitter, sour):______________________________________________________

	Please check symptoms you experience or tend towards (Please check every time it appears)

	Digestive Deficiency

	Fatigue, especially after eating or eating sweets

	Abdominal Bloating 

	Tendency for loose stools

	Lack of strength in the limbs

	Dizziness when standing up

	Easy bruising

	No appetite

	Weak or nervous digestion

	Nausea

	Sweet cravings

	Blood sugar imbalances

	Weight problems

	Digestive problems

	Diarrhea

	Ulcers

	Pain in upper abdomen

	Hemorrhoids

	Prolapses 

	Food allergies/sensitivities

	Digestive Def. with Cold

	Watery stools

	Aversion to cold 

	Cold hands and feet

	Copious, clear urine

	Digestive Def. with Damp

	Feeling of heaviness

	Damp skin eruptions 

	Sluggish stagnant feelings

	Edema

	Cysts

	Tumors or cancer

	Overgrowth of yeast/fungus

	Viral infection

	Profuse phlegm

	Dig. Def. with Damp Heat

	Burning anus after defecation or acid, hot stools

	A curd-like white or yellow creamy abnormal vaginal discharge


	Vaginal itching/inflammation

	Damp hot or red skin lesions 

	Burning, yellow or red urine

	Yellow or green phlegm

	Anal itching

	Stomach and Intestine Damp Heat

	Hot, acid stools or anal burning after defecation

	Loose stools or diarrhea which is either very dark or bright yellow in colour, foul-smelling, possibly explosive stools

	Yeast /Fungal Overgrowth

	Digestive problems

	Hormone imbalances

	Weak immunity

	Autoimmune illness

	Chronic tiredness/fatigue

	Mental sluggishness

	Chronic vaginitis

	Prostatitis

	Bad breath

	Sensitivity to tobacco smoke and chemical fumes

	Food sensitivities/allergies

	Mucus in the stools

	Craving for sweets

	Cravings for yeasted bread

	Recurrent fungal infections

	Athletes foot

	Parasites

	Weight Problem

	Voracious appetite

	Anal itching (esp. at night)

	Fretful/disturbed sleep

	Grinding the teeth at night

	Cravings for dried food, raw rice, dirt or burnt food

	Changeable or strange bowel movements

	Mucus in the stools

	Digestive problems

	Mental fog

	Memory problems

	Joint or muscle aches/pains

	Chronic post nasal drip

	Frequent sinus infections

	Allergies 

	Skin rashes/acne/eczema

	White spots around mouth

	Anxiety

	Hyperactivity

	Recent foreign travel

	Pets in the home

	Sleep with or kiss pets

	Raw food consumption

	Drinking unclean water

	Dig. Def with Dampness and Stagnation

	Stuffiness and fullness of chest/stomach/epigastrium

	Nausea

	No appetite

	Loose stools or diarrhea

	Feeling of heaviness

	Chronic indigestion

	Jaundice

	Bitter taste in the mouth (particularly in morning)

	Stomach Heat

	Increased or rapid hunger

	Mouth and/or tongue sores

	Bleeding gums


	Bad breath

	Stomach Fluid Dryness

	Thirst with a desire for chilled drinks

	A dry mouth and throat

	Tendency to chapped lips



	Stagnation

	Abdominal, rib-side, or breast distension or pain

	Depression

	Menstrual aggravation of these symptoms in women

	Feeling lump in throat or difficulty in swallowing

	Swelling or lumps in neck, groin, sides of body, and lateral portion of thighs

	Tumors/ cancerous growths

	Tendon tears inflammations

	Eye or visual problems

	Digestive problems

	Nausea

	Allergies

	Menstrual problems 

	Stress

	Neck and back tension

	Inflexible body

	Emotional repression

	Anger, frustration, resentment or impatience

	Moodiness

	Muscle aches or pain

	Stagnation with Heat

	Very irritable


	Aggravating heat in chest

	A bitter taste in the mouth primarily in the morning when waking


	A dry mouth and throat

	Red dry eyes

	Splitting headaches

	Insomnia

	Menopausal disorders

	Low backache

	High blood pressure

	Indigestion

	Constipation

	Frequent anger outbursts

	Kidney Deficiency Type 1

	Urinary disorder (frequent, dribbling, inability)


	Dripping nasal mucus and/or vaginal mucus

	Heavy menstrual flow or bleeding between cycles

	Chronic illness

	Involuntary seminal emission

	Low back pain

	Knee problems

	Kidney Deficiency Type 2

	Night Sweats


	Hot flashes


	Heat in the palms of the hand, soles of the feet and/or head

	High-pitched ringing in the ears and/or dizziness


	Thirst or dry mouth 

	Scanty, yellow urination 

	Poor memory

	Ache in bones

	Constipation

	Underweight

	Agitation, irritation, restless

	Nervousness/insecurity/fear

	Drug use

	Overwork

	Kidney & Liver Deficiency

	Dull occipital headache

	Insomnia

	Dream-disturbed sleep

	Numbness of limbs

	Dry eyes

	Blurred vision

	Difficult-dry stools

	Scanty menstruation or amenorrhea

	Delayed menstruation cycle

	Female infertility.

	Lung Deficiency Type 1

	Unproductive cough

	Blood-tinged sputum

	Low-grade afternoon fever

	Dry mouth and throat

	Hoarse voice

	Tickly throat

	Kidney Deficiency Type 3

	Low back and/or knee soreness, pain, or weakness

	Frequent nighttime urination

	Cold feet (not hands)


	Decreased sexual desire

	Sexual Dysfunction

	Excessive sexual activity

	Cold knees or back

	Loose teeth

	Aversion to cold

	Irregular menses

	Clear vaginal discharge

	Inability to urinate

	Abundant clear urination

	Edema of the legs

	Infertility in women

	Poor spirit

	Lack of willpower and direction

	Inactive, indecisive, apathetic or unproductive

	Kidney Deficiency Type 4

	Softening of bones

	Poor memory

	Loose teeth

	Falling hair or premature graying of hair

	Weak sexual function

	Lung Deficiency Type 2

	Shortness of breath

	Cough

	Weak voice

	Weakness

	Fatigue

	Daytime sweating

	Dislike speaking 

	Propensity to catch colds

	Excessive sadness

	Heart Deficiency

	Insomnia


	Anxious, restless

	Agitated and/or aggravated

	Impaired memory

	Depressed


	Heart palpitations

	Fatigue

	Blood Deficiency

	Pale or dry, brittle nails

	Dry skin


	Decreased night vision

	Dizziness

	Insomnia

	Amenorrhea or scanty menstruation

	Unusual hair loss

	Premature graying

	Thin, dry hair

	Trembling or numbness in the arms or hands.

	Anemia

	Recent serious hemorrhage

	Deficient Liver Blood

	Tendon/ligament/muscle spasms or numbness

	Weak tendons and sinews

	Spots or "floaters" in visual field

	Dry eyes or unclear vision

	Irregular, scanty or absent menstruation

	Blood Stasis


	Fixed, sharp or severe pain

	Blood clots in menstruate

	PMS, painful or absent menstruation

	Fixed lumps in the breast or abdomen that are painful

	Worse symptoms at night

	Visible engorged varicosities, including small, mole-like hemangiomas

	Spider veins, and chronic hemorrhoids

	Headache

	Energy Damp Impediment

	Non-traumatic joint or muscle pain accompanied by redness, swelling & heat

	

	Energy Damp Cold Impediment


	Painful joints and muscles which may be swollen but are not red or hot to the touch.  

	Pain is aggravated by cold and relieved by warmth


Women:  Please describe your menstruation and reproductive history:

	Regular
	PMS
	Light flow
	Pregnancies:__________

	Irregular
	Pain/cramps
	Heavy flow     Clots
	Live births:____________

	Post-menopause
	Headaches
	Pale blood     Dark Blood
	Miscarriages:__________

	Usual Vaginal Discharge:
	Spotting
	Lumpy           Odorous
	Abortions:_____________

	Light
	Moderate
	Heavy
	Birth control pills:_______

	Clear
	White
	Yellow/clear
	


Where in your body do you experience pain/stiffness/numbness or tension?__________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

In the following sections, please feel free to attach additional sheets for answers to the following questions.  Detailed and well thought out answers to the following questions will allow Roots of Health to optimize your health care and action plan.  All answers remain in strict confidentiality. 
What are your major emotional tendencies: (eg. tendency towards anxiety, anger, fear, impatience, sadness, manic, happy, feeling resentful, lonely etc)________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________
What are the major emotional traumas or unresolved relationships you have experienced: (trauma, issues with authority, parents, friends etc.)_____________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________
Main stress factors in your life:______________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________What are the main supportive relationships you have in your life?:_________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________What are the major highlights of your life?___________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your future dreams and goals:______________________________________________________________________

______________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________
How does your health relate to these goals?:__________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________

What do you feel your next steps around improving your health are:________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What changes would you like to make to your diet?______________________________________________________________

______________________________________________________________________________________________________

What changes would you like to make to your exercise routine?____________________________________________________

______________________________________________________________________________________________________

What changes would you like to make around relaxation or spiritual practices?________________________________________

______________________________________________________________________________________________________

What are your goals around health long term? _________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________

Any additional perspectives about the state of your health:________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________

What you would like this consultation to accomplish:____________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
---------------------------------------------------------Clinic Use only beyond this point----------------------------------------------------------------------
	Body Type
	Colors
	Tones
	Odors

	Excess/Deficient
	Hot/Cold
	Interior/Exterior
	Spirit


Tongue:
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Body: (color/pattern)_____________________________________________


______________________________________________________________
Moss: (amount/color)_____________________________________________

______________________________________________________________

	Dry
	Moist
	Wet

	Greasy
	Peeled
	Lolling

	Prickles
	Hard
	Loose

	Curled
	Rough
	Swollen

	Ulcerated
	Shaky
	Other



Pulses: Quality:_________________________________________________________________


Rate:__________________________________________________________________

                        Left                                                                                     Right

	Front 
	Middle 
	Rear
	Location
	Front 
	Middle
	Rear

	
	
	
	Superficial
	
	
	

	
	
	
	Middle
	
	
	

	
	
	
	Deep
	
	
	


Fingernails: (color/shape/lines)____________________________________________________

Face: (color/shape/lines/blemishes)_________________________________________________

Test Points:___________________________________________________________________

	LU1
	LI4
	LI10
	LI11
	HT3

	SI
	SP6
	SP9
	K3
	GB41

	LV3
	ST25
	BL23
	Shoulders
	Other


Abdominal:____________________________________________________________________

Back:_________________________________________________________________________

Body:________________________________________________________________________
