Date

/)

FULLY ALIVE

INTEGRATIVE HEALTH

Zerona Program Intake

Client name: Preferred Name:

Age: Birth Date: / /

Address:

City: State: Zip code:

Occupation:

Home/Cell Phone #:

Email address:

Height: Current Weight:

Emergency Contact Name & Phone:

Who may we thank for referring you to our office?

What are your health goals?

Circle the areas of interest for Zerona treatment: Abdomen/Hips Back Thighs Arms Neck/Chin

How many ounces of water do you currently drink per day?

How many alcoholic beverages in a week? How many caffeinated beverages per day?

Do you exercise? Yes/No How many minutes do you exercise per week?

What types of exercise are you currently doing?

How many hours of your typical day is spent sitting?

Rate your health on a scale 1-10. 1 is poor and 10 is exceptional. /10 Explain:

How many meals do you eat daily? How many snacks?

What time do you go to bed on average? What time do you wake up?

How many times do you wake up during the night? How many minutes does it take for you to fall asleep

at night? Do you feel rested when you wake up in the morning? Yes /No

Do you have any habits that you may need help with (diet, exercise)?

Have you had repeated or prolonged exposure to toxins or mold? Circle Yes/No Please list exposures and dates:



Do you currently smoke tobacco, marijuana, or vape?

Have you had surgery? Yes/No Procedure performed:

Are you currently undergoing treatment for cancer (radiation, chemo, immunotherapy)? Yes / No

Are you currently pregnant? Yes /No Are you currently breastfeeding? Yes /No

Please check all that apply:

_ Diabetes _ Ulcers _ Chronic Fatigue
_____Autoimmune _____ Hearing Loss Congestive Heart Failure
____ Chronic Illness ___ Cancer _ Asthma

____ High Blood Pressure ___ History of Heart Attack N ©0)33))

____ Dizziness/Fainting _____ Prostate Issues _ Anxiety

_ Insomnia _ Tremors _ Grind Teeth

_ Liver Disease _ Speech Difficulty Seasonal Allergies

__ Headaches ___ Depression Pacemaker/Defibrillator
____High Cholesterol ___ Kidney Disease Other:

____ Fatigue _ Seizures

Please list any known allergies (food, environment, medication/supplement):

Please list your current
supplements:

Medication Name Dose (mg, IU, tsp)

How many times you take it

Reason you take it




