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Confidential Health Questionnaire                                    Date____________
Name _______________________________________________________DOB__________________
Address____________________________________________________________________________
City________________________________________State________Zip________________________

HOME Phone Number: (______)_______________CELL Phone Number(______)________________
For future appointments, would you like to receive text message reminders?_________
If YES, please list your cell phone carrier:_________________________________________________
Weight________Height_________Occupation_____________________________________________
E-Mail ____________________________________________________________________________
Who referred you to Healthy Connection?________________________________________________

Blood Type if known_________________
Have you received colon hydrotherapy before? _____Date____________Results _________________

What is your overall health goal? _______________________________________________________

What is your reason for treatment? ______________________________________________________

Have you had a barium X-ray? _____Colonoscopy? _____Dates? _____________________________

Reason and results ___________________________________________________________________

What other therapies are you using? _____________________________________________________

Are you under the care of a physician?____________________________________________________

Fluids

What is your total fluid intake per day in ounces? __________________________________________

Circle your main beverages:  

Water:       tap         distilled         reverse osmosis        other

Other:       Herb teas         other tea         raw juices         bottled juices         coffee         beer         wine       
other alcohol         soft & diet drinks         dairy
Do you have a juicer?   Y  N



Do you drink with meals?   Y  N  
What? _________________ Quantity? ____________________

Exercise
What is your workout routine?
Types of exercise _____________________________________
Length of workout _______________________ Days practiced ______________________________

Does exercise come easy or hard? ​​​___________  
Diet

Have you fasted?   Y  N       How long? __________ How often? _________

Percentage of diet from fruits and vegetables? ____%   raw/living foods ____%
Do you practice food combining?  Y  N  
  Circle what you crave:   sugar        salt        carbonation

                 chocolate     fat

What percentage of the time do you eat food not prepared at home?    _______%

Do you eat any of the following on a regular basis?  Circle for Yes.
beef

cheese


pizza


white bread

Worcestershire
pork

cream cheese

ice cream

waffles


artificial sweetener

lamb

sour cream

pie


popcorn

MSG
chicken
cottage cheese

candy


cereal


Splenda
fish

whipping cream
cookies

French toast

ranch dressing

turkey

miracle whip

doughnuts

English muffins
soy sauce

cold cuts
mayonnaise

cake


bagels


olestra or olean
eggs

kefir


pastries

French fries

tartar sauce

butter

yogurt


pancakes

chips


catsup

margarine
milk


pretzels

salt


mustard
Eating Behaviors
Circle any behaviors you experience:
constipation       overeating       bingeing      anorexia      bulimia      bulimorexia      late night eating     
eating when fatigued     in pain     emotionally upset     not hungry     vegetarian/vegan     diet programs

Do you feel food addicted?   Y  N  

Do you eat slowly and chew well?   Y  N

Are you able to eat and drink what you intuitively feel is right for you?   Y  N

Typical Breakfast ___________________________________________________
Time ___________

Typical Lunch _____________________________________________________
Time ___________

Typical Dinner _____________________________________________________
Time ___________
Typical snacks _____________________________________________________
Time ___________

Intestinal Conditions
Initial any you experience:   (N = Now and P = Past)
	__fatigue after eating
	__diarrhea & constipation
	__prolapsus/redundancy
	__ulcer

	__hungry all the time
	__atonic colon
	__colitis/mucus/ulcerative*
	__perforation

	__lactose intolerance
	__gripping/cramping
	__diverticulosis/itis*
	__fissure**

	__indigestion
	__acute fecal impaction*
	__spastic colon
	__fistula**

	__gas
	__hard stool
	__IBS
	__hernias**

	__bloating
	__parasite infection*
	__celiac disease
	__rectal pain

	__reflux/heartburn
	__black stools
	__Crohn’s disease*
	__hemorrhoids**

	__constipation
	__intestinal/rectal bleeding
	__colon/rectal carcinoma
	__other conditions

	__diarrhea
	__anal/rectal itching/burning
	__colon/rectal surgery**
	


How often do you eliminate? _____ times daily _____ times weekly

Initial any of the following you use:   (N = Now and P = past)
fiber___bentonite___laxatives___enemas___enzymes___probiotics___stool softeners ___antacids___
Brand names and types: ____________________________________Dates ______________________
Circle the appropriate. My bowel movements are:

Spontaneous     occur only after eating     effortless     require straining     painful      incomplete

Do you have any family history of intestinal problems?   Y  N   What? _________________________
Other Conditions
Initial any you experience:   (N = Now and P = Past)
	__Swollen glands
	__prostate problems
	__nail fungus
	__Parkinson’s
	__Cancer

	__sinus problems
	__vision problems
	__dry skin/acne
	__Bell’s palsy
	__Colitis

	__Earache
	__arthritis
	__eczema
	__MS
	__Hepatitis/cirrhosis**

	__Headache
	__stroke
	__yeast infection
	__Chronic Fatigue
	__HIV/Aids

	__Migraine
	__aneurysm**
	__antibiotic use
	__Epstein Barr
	__Hiatal Hernia

	__Body odor
	__fatigue
	__varicose veins
	__Fibromyalgia
	__Diabetes

	__Bad breath
	__insomnia
	__water retention
	__Kidney Disease
	__Hypoglycemia

	__Belching
	__anemia
	__nausea
	__Herpes
	__Hypertension

	__impaired hearing
	__allergies
	__cysts/tumors
	__Cardiac Disease
	__Endometriosis

	__gall bladder
	__infections
	__difficult
    menstruation
	
	


Are you pregnant at this time? ________ Previous pregnancies? ________

Do you have any mercury fillings in your teeth? ________ How many? ________
Surgeries

Circle and date operations: 

gall bladder            uterus              ovaries               prostate             intestines             spleen

C-section               laparoscopy               liposuction               appendix               tonsils               

rectocele             cystocele             back               cyst               tubal ligation             vasectomy             ectopic pregnancy
               other_______________________________________________________
__________________________________________________________________________________________________________________________________________________________________________

Emotional Mental States
Circle any you experience excessively:
depression     irritability     restlessness     codependency    grief     anger     hurt     sadness     forgetfulness   anxiety   fearfulness   despair   mental confusion     obsessive compulsive behavior    bipolar disorder


Are you under excessive stress?   Y  N
How do you respond to stress? ____________________
Supplements and Drugs
List herbs, vitamins and supplements used: _________________________________________________________________________________
__________________________________________________________________________________

__________________________________________________________________________________

List any over the counter medications used:  ___________________________________________________________________________________
____________________________________________________________________________________

List prescription medications used:

_____________________________________________________________________________________
_____________________________________________________________________________________

_____________________________________________________________________________________

Does any of your medication slow or speed your elimination?  
Name _________________________ Effect _____________________________________________
     Name _________________________ Effect _____________________________________________

Rates, Policies and Disclaimer for Colon Hydrotherapy
Rates for Sessions

$79 for One-Hour Session

$35 for Consultation

Consultation fee is waived with the purchase of a prepaid package!

Package Prices for Payment in Advance

$225 for 3 Colonics ($75 per session)

$420 for 6 Colonics ($70 per session)

$780 for 12 Colonics ($65 session)

Prepaid Packages are non-refundable and non-transferable. Expires after 1 year of date purchased.
Additional Policies

$25 Return Check Fee

Appointment Policy and Agreement:

· A credit card is required to hold a scheduled appointment time. When you arrive for your appointment, you may change the form of payment if that is more convenient (we also accept checks and cash).
· Cancellations / Missed Appointments: We require a minimum of 24 hour notice if you need to cancel any scheduled appointment; our Scheduling System will send a reminder e-mail 48 hours before your appointment time. 

· Missed Appointments or Cancellations made less than 24 hours prior to the scheduled time will be charged 50% of the fee.  
· For pre-paid packages, a session will be deducted from your package plan in the instance of a missed appointment or last minute cancellation.

· Late Policy: If you are more than 15 minutes late for your colon hydrotherapy appointment, the time will be deducted from your session as we cannot extend the allotted appointment time. It is very important to us to meet the needs of ALL of our clients by keeping waiting times to a minimum.
We would like to thank you in advance for your cooperation with our appointment policy; allowing us to maintain a prompt, professional schedule in order to best meet all of our client’s needs.

Disclaimer – Colon Hydrotherapy is not intended to replace the relationship with your primary health care providers and consultations are not intended as medical advice. They are intended as a sharing of knowledge and information from our Colon Hydrotherapist’s education, research, experience and community. Our Colon Hydrotherapists encourage you to be open to new information on the effectiveness of colon hydrotherapy and the foundational role of diet, exercise, supplementation, stress management and emotional and mental work. We encourage you to make your own health care decisions based upon your research and in partnership with your primary health care providers.

The information and service provided is not used to prescribe, recommend, diagnose or treat a health problem or a disease. It is not a substitute for medical care. If you have or suspect you may have a health problem, you should consult your primary health care providers. 

Name __________________________________________________  Date ____________________
HC Wellness Center & Spa           717 N. New Hope Road         Gastonia, NC 28055
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