MindBody Health ( Mindful Living Studio (Diane Barnes, M.Ed., E-RYT-500

1407 Cherokee Drive ( West Columbia SC  29169 ( 803-739-8701

Confidential Health Profile 

Name: _______________________________________________________________________

Address: _____________________________________________________________________

Phone:  W/_____________  H/ ______________ Email _______________________________

Reason for appointment/class:  ___________________________________________________

____________________________________________________________________________

Describe present state of health.  Physical: __________________________________________ Mental:__________________________ Emotional: __________________________________

Spiritual:_____________________________________________________________________

Height:  _____  Weight ______  Age: _______   Martial status:  ________________________

Amount of Exercise weekly :_______________   Kind:  _______________________________

Hours of sleep per night:  _______Quality of sleep: __________________________________

Describe your diet, eating, smoking and drinking (alcohol) habits:  ______________________

____________________________________________________________________________

Medications and nutritional supplements:  __________________________________________

____________________________________________________________________________

Kind and Frequency of self medication; ie OTC pain medication, alcohol, food, etc.:

____________________________________________________________________________

Circle any of the following that apply to you and provide any additional information when indicated.   Indicate "C " for current or "P"  for past condition:

__Heart condition: _______________________

__High/Low blood pressure ________________

__Asthma

__Ulcers

__Arthritis

__Epilepsy

__Hypoglycemia

__Chronic sinus condition

__Recent surgery:  _______________________

__Urinary/Sexual difficulties

__Past or present allergies:_________________

__Psychological therapy

__Diabetes

__Sleep Difficulties:______________________

__Back Condition: _______________________

__Digestive/Eliminatory condition

__Stress:  Level/Source____________________

__Hernia

__Other:  _______________________________

_______________________________________

_______________________________________

Indicate previous mind/body programs, when and where: ____________________________

______________________________________________________________________________________

Referring Physician/Therapist:_______________________________________________

Please describe any other health condition on back of form.

Please share your reason for interest in this program on back of form.

RELEASE  - I certify that the above information is true and complete to the best of my knowledge and that I will not hold Diane Barnes, Mind-Body Health, Mindful Living Studio or any of its associates liable for any condition that may result from my participation in this program. MBH services are not a substitute for medical treatment.
Signature: ____________________________________  Date: _____________________ 

