PAGE  

	
	Kosho Shorei Energy Medicine

Client Information & Assessment Form
	


Patient Registration
	Patient Name
	Gender:  
 M        F
	Soc Sec No. (internal use only)

	Street Address
	City, State Zip

	Date of Birth
	Age
	Height
	Weight
	Marital Status:   S   M   W   Sep   Div

	Patient’s Phone Numbers (home, cell, work)
	Emergency Contact
	Emergency Telephone

	Patient’s E-mail:
	Referred By:


Patient Background, Medical Information, History, and Current Status
	# Children
	# Siblings
	Occupation(s)

	Job Description
	Employer
	For How long?

	Primary Reason(s) for Consultation:  (describe situation and symptoms)


	What other treatments have you tried for this/these conditions?  Indicate if you are currently receiving other treatment.



	Date of my last comprehensive physical exam by a primary-care physician:

Results, findings and recommendations given:



	Type of Discomfort:   (circle or describe)

sharp, dull, achy, burning, heavy, distended, etc.
	Do you seek treatment for holistic wellness –or- to address symptoms only? (circle one.)

	When/how often is discomfort felt?


	How long does discomfort last?
	When did problem start?

	What makes it feel better?  (circle or describe)
rest, activity, eating, drinking (or  not), cold, heat,...


	What makes if feel worse?  (circle or describe)
rest, activity, eating, drinking (or  not), cold, heat,...

	Do you have warm or cold sensations?  If so, describe.


	Is abnormal perspiration (sweating) present?

	Describe appetite, thirst, taste sensations, and cravings


	Describe any numbness or tingling sensations

	Describe defecation /urination, if irregular/abnormal.


	How many BMs per average day?


Patient Medical Information, History, and Current Status (continued)
	Patient Name


	Describe pattern of sleep, and normal times of sleep  (Is sleep restless, disturbed, broken, or 

deep, restful, and rejuvenating?)
How many hours per night?


	How many ounces of caffeine do you consume daily/weekly?

CIRCLE: coffee, tea, cola, red bull …

(list others)
	How much refined sugar (candy, processed foods, etc.) do you eat daily/weekly?  What kinds?

	Have you ever had a consultation of this type before?  (please circle)        yes    no

	Are you currently under the care of a physician?  please circle: (yes / no)  Doctor(s) names?
   for?



	Are you currently on medication?  If so, please list names of all medications or supplements (including over-the-counter) you currently take, and the condition your MD/practitioner/(self) prescribed them for.  use back of this page if necessary.


	Do you drink water daily?  (please circle)        yes    no

How many OUNCES?
	List allergies or skin problems, if any:



	Do you have any current injuries, bruises, infections, or contagious diseases?

 (please circle)        yes    no      Explain.



	Do you have a history of infection or contagious diseases, such as Hepatitis, HIV, or AIDS?

 (please circle)        yes    no      Explain.



	* It is important that you answer these questions fully and correctly.  Information is STRICTLY CONFIDENTIAL.  

Do you work in a healthcare field where there is any exposure to blood?   (please circle)      yes    no.
Have you ever shared needles?   (please circle)      yes    no.

 What manner of pregnancy prevention do you use?


	Do you have HIGH blood pressure?  (circle)     yes    no
	Do you have LOW blood pressure?  (circle)     yes    no

	Circle any/all that apply:  I wear:  corrective eyewear, dentures, mouthpiece.

	Hospitalization/Surgery History:  Please list dates and any types of hospitalization or surgeries you’ve undergone:




Obstetrical/Gynecological History (Females Only)
	Are you currently taking birth control pills?       yes    no
	Are you or do you suspect you are pregnant?      yes    no

If yes, how many months?                   Due date?

	First day of last period
	Was it normal?    yes   no
	Is your period regular?    yes   no


	Frequency


	Average number of days/menstruation
	Date of last PAP Smear

	Results of PAP Smear



	Number of pregnancies


	Number of living children and ages

	Have you ever had a female disorder that required medical or surgical treatment?    yes    no    (if so, please explain)



	Have you noticed any breast changes?  (discharges, lumps)    yes    no    (if so, please explain)



	Are you in need of family planning or birth control?    yes    no


Patient Medical Information (continued)
	Patient Name


Lifestyle & Health Status

	Do you suffer from tension, migraine, or sinus headaches?  (circle)

describe:


	List other stress impact sites in body

	Do you exercise/play sports?    yes    no


	What kind?
	How often?

	Do you smoke?      yes    no

-Or use tobacco products?
	How many cigarettes/day?
	How long?                        years

	Do you drink alcohol?    yes    no


	How often and how much?

	What is the overall stress level in your life?        none    low    intermittent/varies    high    extreme    intolerable

Type(s):     emotional    time/money issues    lack of control    responsibilities    depression    anxiety   work    family

Which describes you best?   worried    depressed    anxious    over-worked    angry    frustrated    obsessive   fearful  happy

Describe your emotional disposition & predominant “stressors” below:
Historically, how do you deal with conflict, stress?

Do you have any daily or regular practices which promote holistic wellness?



	Do You Use:
Never
Occasionally
Frequently
Daily

	Laxatives
	
	
	
	

	Vitamins or Supplements
	
	
	
	

	Sedatives
	
	
	
	

	Tranquilizers
	
	
	
	

	Sleeping Pills
	
	
	
	

	Aspirin/Tylenol
	
	
	
	

	Cortizone
	
	
	
	

	Appetite Depressant
	
	
	
	

	Thyroid Medication
	
	
	
	


Family History
	Age & Health Status of the following individuals:

Father                                                                 Mother                                                       Spouse

	Children

	Please indicate the relationship of any family member having any of the following diseases:

	Cancer/Tumor
	Epilepsy/Seizures

	Diabetes
	Asthma/Allergies

	Heart Disease
	Tuberculosis

	High Blood Pressure
	Bleeding Disorders/Fibroids/Menstrual

	Stroke
	Kidney Disease

	Anemia
	Pneumonia

	Arthritis/Gout
	Polio

	Alcoholism/Drug Abuse
	Prostate Disease

	Eczema
	Thyroid Disease

	Emphysema
	Scoliosis/spinal disorders

	Hepatitis
	Ulcers

	Migraine
	Venereal Disease

	Psoriasis
	Weight Problems/Eating Disorders

	Nervous breakdown or other psychiatric disorder


Comprehensive Personal Medical History
	Have you ever or do you now have problems with the following?  (check/circle below)
Past
Present
Never

	Periods of passing out
	
	
	

	Dizziness
	
	
	

	Visual changes
	
	
	

	Chest pain or irregular heartbeat or heart disease (circle where appropriate)
	
	
	

	Heart Palpitation or other chest/heart symptoms (circle)
	
	
	

	High blood pressure
	
	
	

	Low blood pressure
	
	
	

	Shortness of breath or difficulty breathing  (circle)
	
	
	

	Coughing of blood, or vomiting of blood (circle)
	
	
	

	Heartburn or ulcers (circle)
	
	
	

	Diarrhea, constipation, incontinence, stool color change  (circle)
	
	
	

	Frequent or painful urination, bloody urine, or weak stream (circle)
	
	
	

	Night sweat or other abnormal perspiration
	
	
	

	High blood sugar or frequent urination, excessive thirst or sweating (circle)
	
	
	

	Swollen or painful joints (circle)
	
	
	

	Chronic back, neck, or muscle pain (circle)
	
	
	

	Loss or partial loss of use of arms, legs, speech, hearing (circle)
	
	
	

	Difficulty sleeping
	
	
	

	Depressed or sad most of the time, hopeless outlook
	
	
	

	Weight loss or gain of 10 pounds
	
	
	

	A sore that is not healing properly
	
	
	

	Difficulty swallowing
	
	
	

	Nagging or persistent cough or hoarseness
	
	
	

	Obvious change in warts/ moles
	
	
	

	Unusual bleeding or discharge
	
	
	

	Masses or lumps in breasts or discharge (circle)
	
	
	

	Libido changes or sexual dysfunction (circle)
	
	
	

	Black or tarry stools
	
	
	

	Smoker, consistent drinker of alcohol, user of chemical substances
	
	
	

	Enlarged/swollen glands (circle)
	
	
	

	Liver, Gall Bladder, Kidney, Thyroid, Bladder, Prostate, Bowel, Lung disease (circle)
	
	
	

	Hepatitis A, B, C, or other, HIV, or AIDS
	
	
	


	Do you have any other medical condition we should be aware of before beginning the consultation?        yes    no

Describe:




I, (print name:)                                                                           take full and sole responsibility for any food supplements, herbs or plant products that I/my child may decide to ingest or apply as a result of this consultation and treatment process.  I am aware that these herbal products or supplements may not work as efficiently, or might produce unwanted side effects if taken in conjunction with other herbs, supplements or medications, or if taken improperly.  I understand that Ms. Anna Fahy does not diagnose illness, disease, or any other physical or mental disorder within the realm of western medicine.  Likewise, the Ms. Fahy does not prescribe medical treatment or pharmaceuticals.  I understand that this Asian medicine consultation is not a substitute for a medical examination or western medical diagnosis, and that it is recommended that I seek the care of a primary care physician in conjunction with this treatment.  I understand that if I am presently under the care of a physician and/or currently taking medications, I may consult my physician before making any changes in my current medical regime.  I certify that I understand no claims or guarantees are given regarding particular medical outcomes of treatment by Ms. Fahy.  Understanding that the Ms. Fahy must be aware of all of my existing health conditions, I have stated all my known health and medical conditions and take it upon myself  to keep  Ms. Fahy updated on my physical health and medical status.  I hereby agree to assume all risk connected with having this consultation and Asian energy-medicine treatment, and to hold Ms. Fahy harmless for any problems that might arise after this consultation and treatment.

	Signature:  Patient, parent, or guardian
date


Personal Vitality Assessment Form

“Health” is not merely the absence of pain or disease, but True Personal Vitality— 

Living life to the fullest each day, not simply existing... waiting to die.

All illness can ultimately be traced back to disharmony in the Mind and Spirit.
The finest medical minds in Cancer research say that the difference between those who live

 and those who die can be attributed to Strength of Spirit— Personal Vitality.

How are you doing?

1.
On a Scale of One to Ten, how would you rate your body’s present condition, and how happy are you with your rating?

2.
If you could wake up tomorrow having changed one thing about yourself, what would it be?  Why?

3.
If you were required to die after having accomplished five more things in life, what would they be?

1.

2.

3.

4.

5.

4.
Name five specific long-term goals.

1.

2.

3.

4.

5.

5.
In your Life, are there more things you’re doing because you “Have To”, or more things you’re doing because you “Want to”?  Make two lists here.  Use the back of the page if necessary. 

6.     If you knew you were going to die in one year, would you change anything about how           

       you are living now? 

   If so, what?

7.
Is there something you have dreamed of doing for a Long time?  


If so, why haven’t you done it?

8.
Personal Insights:  What do I notice about myself as I review my answers to these questions?

Many people become very upset when they answer these questions.  That is because these questions have been inside of them for a long, long time.  They are frustrated.  They have reached this age and still have yet to do much...   

These questions are behind the symptoms many people run from doctor to doctor to resolve.  Whether or not this is true on a large scale for you, it is always a good idea to take stock once in a while; To get back to the basics of what Health is.  

Do you really want just not to be sick?  Or do you want to LIVE A VITAL LIFE?  Start now.  Give yourself permission to be Fully Healthy.  You have the power to move mountains.  Use it!

9.
Based on this assessment, what advice would you give yourself to help you become who you want to become?

10.
Based on your own advice, what commitment are you making for the next DAY? 

WEEK? 

month?  

Year?

