Homeopathic Intake Form

Whispers of the Spirit, LLC

Donna Lozito, CCH  
Certified Classical Homeopath
928 776 8516    dl@donnalozito.com
A homeopathic consultation is dedicated to gathering information that leads to a complete picture of the individual’s mental, emotional and physical states of wellness.  This includes symptoms that affect both physical sensations (what does it feel like), and function (how it impacts you) and what improves or aggravates each symptom.  We focus on you as an individual and the way in which your experiences have shaped who you are.
Date: _____________________

Name ___________________________ Age___ Birth date _______Sex ___

Address_______________________________________________________

City_______________________ State ________________ Zip __________

Phone (home)_______________(work)_____________ (cell)____________

E-mail ________________________________________________________

Occupation _____________________Full-time/Part-time _____Retired____

Employed by__________________________________________________

Education_____________________________________________________

Married ____ Separated _____ Divorced_____ Widowed _____ Single_____ 

Child under 18 _________

Are you familiar with or have you ever had Homeopathic treatment? ______.

If yes, what remedies have you taken and what remedies have helped?

___________________________________________________________

____________________________________________________________.
In your opinion, what are your most important health problems?  List as many as you can in order of importance:

1) ___________________________
4) ____________________________

2) ___________________________
5) ____________________________

3) ___________________________
6) ____________________________

Past Medical History:

When did your complaint or ailment begin?
____________________________________________________________________________________________________________________________________

__________________________________________________________________

__________________________________________________________________






















Initials:___

Page 2

Have you had an experience (traumatic, illness, vaccine or other) that did or still affects you deeply?  Explain.  ____________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________List all medications you are presently taking and the reason you are taking them.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List all supplements you are presently taking.

_____________________________________________________________________________
_____________________________________________________________________________

_____________________________________________________________________________
_____________________________________________________________________________
Hospitalizations:   List as best as you can. 

Type of illness/operation

  Date:           Where:

__________________________          ______        ___________________     

__________________________          ______        ___________________

__________________________          ______        ___________________
Are you allergic to any drugs (penicillin, etc.) Are you allergic to foods or other substances?_______________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________

What happens when you have an allergy attack?
______________________________________________________________________________
______________________________________________________________________________
Family History

Please list ages, and if deceased, what was the cause and at what age:

Relation
            Living    Deceased               Cause
          
     Age  

Your mother     
_____      _____     _____________________    _____

Your father

_____
    _____     _____________________    _____

Your brother (s)
_____      _____     _____________________    _____




_____      _____     _____________________    _____

Your sister (s)             _____      _____     _____________________    _____




_____      _____     _____________________    _____
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Mother’s side
Your grandfather         _____      _____     _____________________    _____

Your grandmother       _____      _____     _____________________    _____

Father’s Side  

Your grandfather        ____
    ____      ___________________    ____
Your grandmother      _____      _____     _____________________     _____

______________________________________________________________________________

Symptoms:  Please mark 1 (mild), 2 (moderate), 3 (severe) if any of the following apply to you NOW or in the PAST.

Skin
Now
   Past
____     ____ skin: rough, dry, scaly, bumpy, itchy (circle)

____     ____ rashes, warts, moles, cysts (circle)

____     ____ light or dark patches of skin (circle)

____     ____ increased hair growth in unusual places

____     ____ pimples

____     ____ hives

Nail & Hair
Now       Past

____     ____ color changes in nails

____     ____ loss of hair

____     ____ ridges, pits or spots on nails

____     ____ infections, fungal symptoms

Blood, Lymph, Immune

Now
Past

____     ____ Swollen or painful lymph nodes

____     ____ Wounds heal slowly

____     ____ Difficulty stopping bleeding

____     ____ Swollen glands

____     ____ Bruise easily

Endocrine

Now      Past

____    ____ Excessive hair growth                    ____    ____ Prefer cold weather 

____    ____ Cold hands or feet                          ____    ____ Unexplained thirst 

____    ____ Weakness                                       ____    ____ Increased hunger

____    ____ Can’t stand cold                             ____    ____ Can’t stand heat

____    ____ Chronic fatigue                               ____    ____ Profuse sweating
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Symptoms:  Please mark 1 (mild), 2 (moderate), 3 (severe) if any of the following apply to you NOW or in the PAST.
Head

Now      Past

____    ____ Dizziness                                         ____    ____ Double vision

____    ____ Severe headaches                            ____    ____ Fainting spells

____    ____ Seizures/tics/spasms                        ____    ____ Injuries

Eyes

Now     Past

____    ____ Infections

                  ____    ____ Near/far sighted

____    ____ Blurred vision

                  ____    ____ Floaters

____    ____ Sensitive to light     
                  ____    ____ Injuries

Ears

Now     Past

____    ____ Discharge from ears
                  ____    ____ Infections

____    ____ Pain in ears

                  ____    ____ Injuries

____    ____ Hearing trouble

                  ____    ____ Noises in ears 

Nose

Now      Past

____    ____ Nose bleeds

                   ____    ____ Injury

____    ____ Sinus problems

                   ____    ____ Loss of smell

____    ____ Obstruction - difficulty breathing through nose

Mouth
Now      Past

____    ____ Sore mouth or tongue
                    ____    ____ Bad breath
____    ____ Infections

                    ____    ____ Gum disease

____    ____ Loss of teeth

                    ____    ____ Speech difficulties
Throat

Now      Past
____    ____ Persistent hoarseness
                    ____    ____ Pain

____    ____ Difficulty swallowing
                    ____    ____ Infections

____    ____ Loss of voice

                    ____    ____ Swelling
Neck

Now      Past

____    ____ Stiffness  
                                ____    ____ Swelling        

____    ____ Injuries
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Symptoms:  Please mark 1 (mild), 2 (moderate), 3 (severe) if any of the following apply to you NOW or in the PAST

Respiratory
Now     Past
____    ____ Unexplained fever
                    ____    ____ Night sweats

____    ____ Chest pain 

                    ____    ____ Shortness of breath

____    ____ Wheezing

                    ____    ____ Daily cough

____    ____ Infections

                    ____    ____ Difficulty breathing

____    ____ Difficulty breathing at night (wakes you up)
Cardiovascular

Now     Past

____    ____ Chest pain when walking                   ____    ____Varicose veins

____    ____ Ankle-swelling

                    ____    ____ Hypertension (HBP)

____    ____ Shortness of breath
                    ____    ____ Leg pain (walking)

____    ____ Heart palpitations (fluttering, pressure, skipping, rapid beat)  

Digestive System  
Now       Past  

____    ____ Frequent or severe symptoms
        ____    ____ Vomiting, nausea

____    ____ Blood in stools


        ____    ____ Hemorrhoids

____    ____ Change in bowel movements             ____    ____ Black stools

____    ____ Heartburn


        ____    ____ Vomiting blood

____    ____ Indigestion


        ____    ____ Anal itching

____    ____ Excessive belching

        ____    ____ Yellow jaundice

____    ____ Stomach pain


        ____    ____ Diff. swallowing      

____    ____ Distress from fats or greasy foods

____    ____ Stools yellow, clay-colored, foul odor, has undigested food

____    ____ Bad breath, bad taste in mouth; body odor (including feet)

____    ____ Indigestion after meals (fullness, bloating, sourness, etc.)

____    ____ Heavy, full feeling after eating

____    ____ History of constipation or diarrhea

____    ____ Excessive lower bowel gas
____    ____ Stomach pain occurs 5 or 6 hours after eating

____    ____ History of constipation or diarrhea

____    ____ Indigestion occurs immediately after eating

____    ____ Nervousness, shaky feelings, headaches, relieved by eating

____    ____ Irritable if late for meal, miss meal, or before eating breakfast

____    ____ Sudden, strong craving for sweets or alcohol

____    ____ Wake up at night feeling hungry

____    ____ Overweight

                    ____    ____ Loss of appetite

____    ____ Sudden weight loss
                    ____    ____ Sudden weight gain

____    ____ Infection


                    ____    ____ Injury

____    ____ Sleepy during the day?  When? __________________________________
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Digestive System Continued

How often do you have bowel movements?       _____________________
Do you strain at stool? _____   Have you had a change of appetite? __________
Increase/decrease? ______________Of what does your diet consist? ___________________ ____________________________________________________________________

____________________________________________________________________

Do you snack?_______  On what? ________________________________________

_____________________________________________________________What foods, condiments, or any other substances (i.e. chocolate, ice-cream, mustard, sour, spicy, etc.) do you crave? _________________________________________________________

Are you repelled by, or do you dislike any foods? _____________________________________________________________________ 

Are there any foods that trouble or aggravate or do not agree with you?  In what way? _____________________________________________________________________

Are you thirsty? ____ For hot drinks ______ For cold drinks______  

Ice in your drinks ____ Do you like to chew ice? ____
Urogenital System

Now    Past

____    ____ Frequent urination           
          ____   ____ Painful urination

____    ____ Night urination




____    ____ Trouble starting urine

          ____   ____ Trouble holding 

____    ____ Frequent urging with scant urination

Male Problems

Now       Past

____    ____ Any prostate problems

____    ____ Discharge from penis

____    ____ Difficulty achieving or maintaining an erection

____    ____ Painful erection

____    ____ Difficulty with ejaculation

____    ____ Lumps, swelling or pain in testicles

____    ____ Infection

____    ____ Infertility

____    ____ Injury

Female Problems
Now
Past

____    ____ Discharge from vagina

____    ____ Difficulty feeling sexually aroused

____    ____ No lubrication when aroused

____    ____ Never or seldom have orgasms

____    ____ Sex is painful


          _____ Pelvic pain
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Female Problems continued
Now    Past

____    ____ Menstrual flow is excessive/absent (circle)

____    ____ Bleeding or spotting between periods

____    ____ Pain before, during/after periods (circle)

____    ____ Infection 

                      _______ Infertility

____    ____ Lumps in breast

Female Problems continued

Now    Past

____    ____ Pre-menstrual symptoms: cramping, water retention, breast                    

          tenderness, headaches, depression, irritability, (circle) other…

Spine and Extremities

Now
Past

____    ____ Joint pain, swelling, stiffness, tingling, numbness

Where? _________________________________________________________________

____    ____ Muscle cramps

                     ____   ____ Backaches

____    ____ Burning soles of feet 

____    ____ Unusual redness of palms of hands

____    ____ Injuries

____    ____ Other

Have you ever had arthritis? __________  

Where _________________________________What kind ________________________
Nervous System
Now     Past

____    ____ Loss of balance

                    ____   ____ Paralysis

____    ____ Lack of strength (seizures, stiffness)

____    ____ Convulsions

                    ____   ____ Numbness

____    ____ Tremor (shaking, involuntary movements, tics, spasms)

Mental/Emotional
Now     Past

____    ____ Restlessness

                   ____    ____ Anxiety

____    ____ Excessive worry                                ____    ____ Nervousness

____    ____ Memory trouble
                               ____    ____ Trouble concentrating

____    ____ Depression

                   ____    ____ Crying spells

____    ____ Trouble sleeping
                               ____    ____ Frequent nightmares                                    

____    ____ Trouble getting along with people

____    ____ Easily angered
                                ____    ____ Feelings of worthlessness

____    ____ Mood swings
                                ____    ____ Suicidal thoughts

____    ____ Fearful

                                ____    ____ Excess stress

____    ____ Loss of someone dear through death or separation

____    ____ Always put others’ interests before mine

____    ____ See things that others don’t
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Mental Emotional continued

Now    Past

____    ____ Hear voices

____    ____ Think others want to hurt you

____    ____ Don’t know how to relieve stress

____    ____ Is order important to your surroundings?

____    ____Are you generally late for appointments?

____    ____ Do you tend to leave things undone until the last minute

____    ____ Peculiar sensations?  What? ____________________________

Where?_______________________________________________________

How do symptoms of stress show up in you (physically/emotionally)?

____________________________________________________________________________________________________________________________________________________________
What are your triggers for stress?___________________________________________________ ____________________________________________________________________________________________________________________________________________________________

How do you alleviate stress?_______________________________________________________
______________________________________________________________________________

Is there anything else you wish to add?  

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
**********************************************************************
I confirm that any prescription medications I am taking under the care of a physician will not be withdrawn without his/her supervision.

I understand that a block of time has been set aside for my private appointment, and that a 24-hour notification is required if I must cancel.  I understand that there is a full charge for appointments canceled less than 24 hours in advance.

I understand that payment is due at the time services are rendered unless other arrangements have been made prior to the appointment.

I understand that phone consultations will be billed at the usual hourly rate.

I understand that current fees for consultations are as follows, but that there may be changes in the fee structure in the future.

Fees:
Initial consultation $240 which lasts at least 2 hours and is dedicated to gathering information about your symptoms.  If more time necessary to obtain information, there is no additional charge.
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Sending the remedy if required $20 (plus shipping).  After the first consultation I will study your case and find a remedy which I will mail to you within 10 days after our visit.

Follow Up $75 One month after taking the remedy, we will meet again to determine if the remedy is acting and what the next course of action may be) this fee does not cover the cost of finding and sending the second remedy, if deemed necessary. 

Acute visits $65.  Covers all acute illnesses like common cold, flu, and non-recurring ailments.

Phone consultations over ten minutes $25. You are welcome to contact me with your questions during calling hours which are Mon- Fri between 8AM– 6 PM   Please remember that life threatening emergency should be directed to 911.
Disclaimer Release and Indemnification

I, _________________________________, do hereby accept full responsibility for any actions taken by myself, my child or my pet concerning any foods, homeopathic remedies, herbs, supplements, exercises and educational therapies with regard to this consultation with Donna Lozito of Whispers of the Spirit, LLC. 
I understand that Homeopathy is considered an alternative process and is not intended to be a substitute for medical treatment.  The information and therapy offered does not include a diagnosis.

I confirm that the information I have provided to Whispers of the Spirit, LLC on this form is complete and accurate.

I understand that rather than medical advice or treatment, I am seeking alternative treatment in the form of lifestyle, educational, nutritional and homeopathic advice and/or recommendations. Under no circumstances, should any suggestions be taken as a diagnosis or a direction against a licensed physical or mental care professional.

I affirm that I am seeking self-help advice in natural wellness or educational matters only, and if I desire a diagnosis or treatment for any medical condition, I must consult a physician.   I acknowledge that Donna Lozito of Whispers of the Spirit, LLC is not medical doctor nor licensed practitioner.  She is a nationally certified homeopath specializing in homeopathy having completed a 4 year certificate program of study at the School of Homeopathy New York.

I have read and understood the above disclosure document about the homeopathic treatment offered by Whispers of the Spirit, LLC.  I have discussed with Donna Lozito of Whispers of the Spirit, LLC the nature of the services to be provided.  In consideration of the above stated facts, I hereby release and agree to indemnify and hold harmless Donna Lozito and Whispers of the Spirit, LLC, and their respective heirs, members successors and assigns, from and any and all 
claims, damages, costs, or liabilities, including attorneys’ fees and costs based on or in an any way related to the homeopathic treatment which I, my child or my pet receive and should any dispute arise, I hereby agree that it should be resolved through binding arbitration before a single arbitrator in Prescott, Arizona under the rules then in effect of the American Arbitration Association.” 

Print Name:_______________________________
Signature:  ________________________________     Date: ____________
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FOR PARENTS/GUARDIANS OF CLIENTS OF MIORITY AGE
I have read the foregoing Disclaimer, Release and Indemnification.  This is to certify that I, as parent/guardian with legal responsibility for this client, do consent and agree to his/her release as provided above and for myself, my child and our heirs, assigns, and next of kin, I release and agree to indemnify and hold harmless Donna Lozito and Whispers of the Spirit, LLC from any and all liabilities incident to my minor’s involvement or participation in the treatment as provided above, to the fullest extent permitted 

by law.
Signature:___________________________________   Date:____________________

Print Name:__________________________________

