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Low –Level Laser HEALTH QUESTIONNAIRE  - PLEASE PRINT CLEARLY

	Name
	_____________________________
	Date:
	_________________________

	Address
	_____________________________
	Weight:
	_________________________

	City & State
	_____________________________
	Height:
	_________________________

	Phone
	(h)___________  (w)____________
	Date of Birth
	_________________________


Cell Phone   ___________________________

Occupation   _________________________________    Email                   ______________________________   
Do you have any of the following conditions/illnesses/problems? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you presently under the care of a medical physician/chiropractor/therapist?   Y   N

If yes, for what? _____________________________________________________________
___________________________________________________________________________

If not, date of last physical_____________________________________________________

What medications have you taken in the past 6 months? _____________________________ 

Do you have any chronic bodily discomfort?  _____ _______________________________
__________________________________________________________________________
What is your current exercise program and diet? __________________________________

________________________________________________________________________________________
________________________________________________________________________________________
What do you hope to gain from your Treatments?                                       _________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How did you learn about Whole Body Balance? 
Google ___   Yahoo ___   City Search___    Dex Online ___   Dex Yellow Pages____  

Yellow Book Yellow Pages_____       Other Online Search or Online Yellow Pages _______   

Other__________________________

Please number the areas of the body that you have had injuries, accidents, and surgeries?
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Please explain…

	No
	Year
	Description

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	5.
	
	

	6.
	
	

	7.
	
	

	8.
	
	


I understand that if I need to reschedule an appointment for any reason, I will give at least 24 hours notice or be responsible for half the session fee.  If I don’t call or show up, I will be responsible for the full session fee.

I certify that the above information is true and accurate to the best of my knowledge.

________________________________________________     _____________________

Signature of Client                                                                       Date
    

________________________________________________     _____________________

Signature of Client or Guardian if under 18 yr. of age               Date
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