HEALTHY LIVING

Wholistic Detox Spa


Client Information:



Date: _______________________________________
I am here for a: Colonic   FORMCHECKBOX 

     Iridology   FORMCHECKBOX 

 BioFeedback   FORMCHECKBOX 

    Stress Management   FORMCHECKBOX 

Detox Foot Bath   FORMCHECKBOX 

         The Total Body Detox   FORMCHECKBOX 

Name: ________________________________________________________________________________

Address:  ______________________________________________________________________________

City: _______________________________________ State: _____________ Zip:  ___________________

Home Phone: __________________________ Work Phone: ____________________________________ 

Occupation: ____________________________________  Email: ________________________________








     
   (email addresses are used strictly for Healthy Living announcements)
Height: _________ Weight: ___________ Date of Birth: __________________ Age: ________________ 

Referred By: ___________________________________________________________________________

Allergies: Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  If yes then list: ____________________________________________________

_______________________________________________________________________________________
Have you ever had a Colonic?  Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
  
Iridology?  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

If yes, when was the last date of the Colonic or Iridology? ________________________________

I understand that the only therapy I am to receive will be administered by a graduate Colonic Therapist and I have made my current and past conditions known to my referred physician and/or therapist.  I agree that the therapist; referring to Doctor, and other staff members or manufacturer of the equipment used are not held responsible of conditions resulting from the treatment or procedure involved. I further understand that no representation or attempt is made involving prescription or diagnosis ore treatment of any specific disease. 

If you are a minor under the age of 18, you must have a consenting adult or guardian be present and give permission to receive treatment, service and also including purchasing of supplements.
Signature: _______________________________________________ Date: ________________________

Relation to Minor: __________________ Guardian Name: _____________________________________ 



      (Parent, Uncle, Grand Parent, etc.)

COMPANY POLICY: IF THERE IS NOT A 24 HOUR CANCELLATION OF APPOINTMENT NOTIFICATION, YOU WILL BE CHARGED A FEE OF $35.00 DUE ON OR BEFORE YOUR NEXT VISIT.
PLEASE CHECK WHERE APPLICABLE

	GENERAL
	GASTRO INTESTINAL
	RESPIRATORY

	
	
	

	 FORMCHECKBOX 
  Headaches
	 FORMCHECKBOX 
  Colitis
	 FORMCHECKBOX 
  Shortness of breath

	 FORMCHECKBOX 
  Insomnia (Loss of sleep)
	 FORMCHECKBOX 
  Constipation
	 FORMCHECKBOX 
  Chronic cough

	 FORMCHECKBOX 
  Loss of weight
	 FORMCHECKBOX 
  Crohn’s Disease
	 FORMCHECKBOX 
  Vomiting of blood

	 FORMCHECKBOX 
  Dizziness
	 FORMCHECKBOX 
  Ulcerative Colitis
	 FORMCHECKBOX 
  Emphysema

	 FORMCHECKBOX 
  Fainting spells
	 FORMCHECKBOX 
  Diverticulitis
	 FORMCHECKBOX 
  Bronchitis

	 FORMCHECKBOX 
  History of seizures
	 FORMCHECKBOX 
  Diverticulosis
	 FORMCHECKBOX 
  Asthma (wheezing)

	 FORMCHECKBOX 
  Fatigue
	 FORMCHECKBOX 
  Gall Bladder Disease
	

	 FORMCHECKBOX 
  Depression
	 FORMCHECKBOX 
  Hemorrhoids
	

	 FORMCHECKBOX 
  Enlarged thyroid
	 FORMCHECKBOX 
  Fissures/Fistulas
	

	 FORMCHECKBOX 
  Double/blurred vision
	 FORMCHECKBOX 
  Liver trouble
	

	 FORMCHECKBOX 
  Other
	 FORMCHECKBOX 
  Cirrhosis
	

	
	 FORMCHECKBOX 
  Rectal bleeding
	

	
	 FORMCHECKBOX 
  Vomiting of blood
	

	
	 FORMCHECKBOX 
  Cancer
	

	
	 FORMCHECKBOX 
  Family History–colon cancer
	

	
	
	

	MUSCLE AND JOINT
	CARDIOVASCULAR
	SKIN

	
	
	

	 FORMCHECKBOX 
  Arthritis
	 FORMCHECKBOX 
  High blood pressure
	 FORMCHECKBOX 
  Bruise easily

	 FORMCHECKBOX 
  Bursitis
	 FORMCHECKBOX 
  Hardening of the arteries
	 FORMCHECKBOX 
  Dryness

	 FORMCHECKBOX 
  Low back pain
	 FORMCHECKBOX 
  Angina
	 FORMCHECKBOX 
  Itching

	 FORMCHECKBOX 
  Neck pain
	 FORMCHECKBOX 
  Poor circulation
	 FORMCHECKBOX 
  Rash

	 FORMCHECKBOX 
 Other pain
	 FORMCHECKBOX 
  Rapid heart beat
	

	 FORMCHECKBOX 
 Swollen joints
	 FORMCHECKBOX 
  Irregular heart beat
	

	
	 FORMCHECKBOX 
  Congestive heart failure
	

	
	 FORMCHECKBOX 
  Swelling of ankles
	

	
	
	

	GENITO - URINARY
	WOMEN
	

	
	
	

	 FORMCHECKBOX 
  Kidney infection or stone
	 FORMCHECKBOX 
  Painful menstruation
	

	 FORMCHECKBOX 
  Painful urination
	       Last menstrual cycle – Date: ________________________   

	 FORMCHECKBOX 
  Prostate trouble
	 FORMCHECKBOX 
  Vaginal discharge
	

	 FORMCHECKBOX 
  Kidney failure
	 FORMCHECKBOX 
  Breast pain
	

	
	      Are you pregnant  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No
	


SUBSTANCE SURVEY FORM

Name: ____________________________________________ Date: __________________

Please list prescription medications you are currently taking or have taken in the last year.
	Medications



	

	

	

	

	Diagnosis



	

	

	

	



Please list any over-the-counter medications you are taking or have taken in the last year.
	Product



	

	

	

	

	 Quantity & Frequency



	

	

	

	

	Symptom



	

	

	

	


Please list any vitamins, supplements, herbs or homeopathic medicines you are currently taking or have taken in the last year.

	Amount Taken Daily



	   

	

	 

	

	

	

	

	

	

	

	Product



	   

	

	

	

	

	

	

	

	

	

	How Long taken



	

	

	

	

	

	

	

	

	

	


Check the following items that apply to you and indicate the amount used:

 FORMCHECKBOX 
 Coffee _____________     FORMCHECKBOX 
 Antacids ________________      FORMCHECKBOX 
 Alcohol ________________

 FORMCHECKBOX 
 Tea ________________    FORMCHECKBOX 
 Laxatives ________________    FORMCHECKBOX 
 Cigarettes ______________

 FORMCHECKBOX 
 Soft Drinks __________   FORMCHECKBOX 
 Candy __________________     FORMCHECKBOX 
 Ice Cream ______________


 FORMCHECKBOX 
 Artificial Sweetener ___________   FORMCHECKBOX 
 Other Artificial Products _______________________

How many desserts on average, do you have in a week? _______________

Notice Designed to Comply with the State of California Guidelines in 

The Business and Professional Code of the State of California

Section 2053.6

*** All clients must read, understand and sign this disclosure ***

Colon Hydrotherapy services provided at this center comply with Section 2053.6 to the Business and Professionals Code of the State of California.  In compliance with this Code, you must be advised:

A. There are NO licensed physicians at this center and the individual performing colon hydrotherapy is ONLY a colon hydro therapist… and not a physician.  This means and implies that they cannot and will not:

1) Conduct surgery or any other procedure on another person that punctures the skin or harmfully invades the body.

2) Administer or prescribe X-ray radiation to another person.

3) Prescribe or administer legend drugs or controlled substances to another person.

4) Recommend the discontinuance of legend drugs or controlled substances prescribed by an appropriately licensed practitioner.

5) Willfully diagnose and treat a physical or mental condition of any person under circumstances or conditions that cause or create a risk of great bodily harm, serious physical or mental illness, or death.

6) Set fractures.

7) Treat lacerations or abrasions through electrotherapy.

8) Hold out, state, indicate, advertise, or imply to a client or prospective client that he or she is a physician, a surgeon, or a physician and surgeon.

B. Colon Hydrotherapy is alternative or complementary to healing arts services licensed by the state.

C. The services of Colon Hydrotherapy and the therapist that provide the services are not licensed by the state.

D. The sessions of colon hydrotherapy includes the following procedures:

1) The client will insert and retract the speculum.

2) Warm (temperature and pressure controlled) water will flow into the colon softening that fecal material which will be released through normal peristalsis into the sewer.

3) Your dignity and modesty will be maintained at all times.

4) The session will last approximately 30 – 45 minutes.
E. The theory of treatment upon which colon hydrotherapy predicated is more historical and intuitive than scientific as there have not been studies to validate the effectiveness of this modality. However, many cultures and societies believe that a clean colon can enhance the health of the individual. This started thousands of years ago with the simple enema and has evolved into the present day colonic. Many people simply report they feel better after a colonic. On the other hand, there is a growing number health care practitioners that believe in the concept of auto-intoxication; that a sluggish bowel (one that is not regular) allows the body to reabsorb toxins from the colon. This theory may or may not have validity depending on who you listen to, but we know there is an increased level of toxins in our environment and common sense tells us that anything we can do to assist the body in ridding itself of toxins should have some value.

F. I have been trained by I-ACT and follow the I-ACT Guidelines. I am currently certified by I-ACT at the Instructor Level 4 and have been in practice for 7 Years.  You may validate this information by checking with the I-ACT Office at (210) 366-2888 or go to the I-ACT web site at www.i-act.org and then check the referral section.

I acknowledge that I have read the above disclosure and have been given a copy of this document (upon request). This information was provided to me in a language I can read and understand.

______________________________________________

__________________________



       Client Signature





           Date

NOTICE
Please understand that in answering questions we do not diagnose or prescribe, but may offer nutrition information only to help you to co-operate with your doctor in your mutual concerns of rebuilding and maintaining a wellness state of being. In the event you use this information without your doctor’s approval, you are prescribing for yourself which is your constitutional right, but we assume no responsibility.

Management
Signature: X_____________________________________________
Healthy Living/Life Well
5835 W. Washington Blvd. 
Culver City, CA 90230

1

Tel: 323.937.7300  •  Fx: 323.939.7951

