	Digestion & Elimination
Confidential Intake Form



	Date: _____________________________    Referral source: ___________________________________________

Name: ___________________________________________     Date of birth:  _____________________________

Address: __________________________________   City: ____________________   Postal code: _____________

Phone:  □ Home: ___________________    □ Cell: _____________________    

E-mail : □ ________________________________________    Occupation: ________________________________
Please check here if you wish to be notified by email of any Health Tips, Coupons, Specials or Discounts being offered by  Jade Detox Clinic & Spa   □



      What symptoms or health concern brings you to this appointment? __________________________________

      ________________________________________________________________________________________________

      Please list any disease, illness or ailments you have been diagnosed with:____________________________
      ________________________________________________________________________________________________
      Have you been hospitalized, or had surgery, or any organ(s) removed?_______________________________
     _________________________________________________________________________________________________
Contraindications for colon hydrotherapy, please mark all that apply to you with Y, or mark N for No


Colon Fissures or Fistula _____ Colon Cancer _____ Surgery_____ Hernia _____  Renal Failure ____                                        Liver Cirrhosis _____ Hemorrhoids _____ Heart Failure _____ Are you pregnant? _____                                               Intestinal perforation ____  Brain Issues _____ 
Other digestive disorders please mark with a Y if they apply to you.
IBS _____ Colitis ______ Crohn’s _____ Ulcer _____ Diverticulitis____ Diabetes _____ Polyps ____ Gallstones _____ 
Appendicitis _____ Kidney Stones _____

Symptoms of Digestive System                                                                                                                                                                                Do you have any of these symptoms?
Mark with     1 =  mild/occasional    2  =  moderate    3  =  severe/frequent

Poor appetite ________
Excessive appetite ________
Overeating _______
Hungry during night _______
Weight gain _______
Weight loss _______
Nausea _______
Vomiting _______
Vomiting of blood ________
Mucus in throat _______
Indigestion _______
Heartburn _______
Nervous stomach _______
Spastic stomach _______
Tenderness where rib cage meets _______
Pain under right rib cage _______
Pain under left rib cage _______
Acid burning feeling in            stomach _______
Discomfort in "pit" of stomach _______
Difficulty swallowing _______
Burping after meals _______
Burping between meals ________
Burping during the night _______
Burping after awakening _______
Lack of thirst _______
Frequent thirst _______
High blood sugar problems _______
Low blood sugar problems _______
Lightheadedness/Dizziness
_______
Hypoglycemic _______
Liver problems _______  

 Gallbladder problems ________
How often do you use antacids?  Daily? ___________  Weekly __________                                                  

Food allergies or intolerances _______  Intolerance to fatty foods _______
Intolerance to protein-rich  foods:   meats _______   milk products _______
Have you had your gallbladder surgically removed? ____________   when? __________________

Symptoms of Elimination System
Do you have any of these symptoms?

Mark with     1 =  mild/occasional    2  =  moderate    3  =  severe/frequent
_____   Constipation

_____   Diarrhea

_____   Alternating constipation & diarrhea

_____   Severe, bloody diarrhea

_____   Watery diarrhea

_____   Loose bowel movements

_____   Blood in stools

_____   Abdominal bloating or distention

_____   Hard, ballooned abdomen

_____   Abdominal cramps

_____   Abdominal burning

_____   Abdominal pain left side

_____   Intestinal parasites

_____   Body odor

_____   Foot odor

_____   Stool medium brown color

_____   Stool dark brown  color

_____   Stool beige in color 

_____   Mucus in stools 
_____   Irritable bowel

_____   Narrow, thin stools

_____   Spastic colon
_____   Round or hard stools
_____   Beige colored stools

_____   Thin, narrow stools
_____   Abdominal pain middle area

_____   Abdominal pain right side

_____   Abdominal pain lower area
_____   Rectal gas

_____    Odorous rectal gas

_____    Hemorrhoids

 _____   Swollen/bleeding hemorrhoids

 _____   Anal itching

 _____   Anal itching during night

 _____   Anal or rectal burning
 _____   Undigested food in stools

 _____  Greasy, pale or grey stools that float

How often do you have a bowel movement: per day? _________  per week? _______   color__________
Do you skip days? _________             Do you often have gas ______________    bloating ___________
Have you ever had parasites? ___________  When? _____________________

Have you ever had a Barium Enema x-ray done? ____________   When? __________________
Did you have a polyp removed in colon? _____________
Has your doctor ever told you that you have a spastic colon? ___________  When? 

__________

Symptoms of Nervous System

Do you have any of these symptoms?
Mark with     1 =  mild/occassional    2  =  moderate    3  =  severe/frequent

_____   Nervousness

_____   Jumpy

_____   Agitation or irritability

_____   Lack of memory or concentration

_____   Loss of interest in work or play

_____   Clenching of teeth or jaw

_____   Daytime grinding of teeth

_____   Night-time grinding of teeth

_____   Dizziness

_____   Faintness

_____   Fainting spells

_____   Convulsions or epilepsy

_____   Physically weakened by stress

_____   Numbness in any part of body

_____   Tingling in any part of body

_____   Twitching of head, face or shoulders

_____   Fits, convulsions or seizures

_____   Nail biting

_____   Muscle tensing

_____   Hot or cold spells

_____   Hands shake

_____   General body shakes or shakiness 

_____   Snoring while sleeping

_____   Sleep apnea

_____   Loss of joy
_____   Legs vibrate or restless in bed

_____   Restlessness in general

_____   Restlessness in bed

_____   Insomnia

_____   Electricity sensitivity

_____   Susceptibility to shocks

_____   Repeatedly tapping of fingers on 

             table

_____   Repeatedly of shaking of legs

_____   Jitteriness

_____   Feeling spacey

_____   Floating sensation

_____   Stuttering or stammering while stressed

_____   Sleep talking

_____   Sleep walking

_____   Bed wetting

_____   Tremors

_____   Anxiety

_____   Negative thought patterns

_____   Sudden episodes of loss of brain 

             function, mesmerized

_____   Low pain tolerance
_____   Face palsy

_____   Hyperactive   
_____   Attention deficit

_____   Stomach pain during day time

_____   Stomach pain during night time

_____   Cravings for cold water and/or ice 

             (chewing of ice)

Would you like help with improving your mood? _______________________                                                                                    
List any medication you are currently taking (prescription and over the counter). ______________________________________________________________________________________________________

  ______________________________________________________________________________________________________
Do you take any supplements or remedies daily? (Write on a separate sheet if needed) ______________________________________________________________________________________________________
______________________________________________________________________________________________________

_______________________________________________________________________________________
Emotions:    What is your current level of stress? Minimal ____ Average _____ Considerable _______

How many hours of sleep do you get/night? ________  Do you wake feeling rested? ________

Do you experience (Y or N): Mood Swings? _____  Depression? _____ Anxiety? ______  PMS? ________

Chemicals (Yes or No)

Are/were you a smoker?  ______ How many daily?  ________ For how long?  _______   If you quit, when?  _______

Do you wear perfume/cologne? _______ Spray deodorant?______ Do you take antibiotics at least once/year? ________ 

Drink tap water?______  Eat organic fruit and vegetables?__________ Use an air purifier? ________

Have you travelled in the last year? _________ Did you get ill on the trip or upon returning home?___________

Have you done a parasite cleanse? __________ When?___________

Do you experience digestive difficulties (please check all those that apply): 
Bloating        , Constipation       , Heartburn        , Gas        , Burping        , Diarrhea        , 
Abdominal pain        , Fatigue        , Headaches        , Joint Pain 
Do you use laxatives, what kind and how often? _______________________________ Do you use antacids? _____________

Diet

Are you on a cleanse or special diet? ____________________________________ Are you a vegetarian/vegan? _________   

How much of the following do you drink daily?  Water ________ (per cups)   Coffee  _______ Juice ________

Black tea ______  Herbal tea ______ Pop _______ Alcohol _______ Beer ______ Wine______

How many times in a week do you eat the following foods? Meat (beef/chicken/eggs/fish) ______ Nuts _____ 

Fruit ______ Vegetables (raw) _____ (cooked) _____ Dairy _____ Baked Goods ______ Beans ______ 

White Flour products (rice, bread etc.) __________  Whole grains (quinoa, brown rice, oats, barley) _________ 

Do you have any food allergies? _____________________________________________________________________

What foods do you crave? __________________________________________________________________________

How is your appetite?   Not good _______   Average _______   Over Eating _______                                                                

Medical Tests

Have you had Colon Therapy done before?  Where? When? How many? ___________________________________________                                                                                     

Have you had a Colonoscopy done? When? __________________________________________________________________                                                                                                                       

Do you have Colon Cancer in your family history? _____________________________________________________________
Has your doctor given you a card to do a Hidden Blood in Stool Test? _____________________________________________                                                                                               

Have you gone to Emergency for any colon or digestive issue? When? ____________________________________________                                                                                     

Have you had a Barium Enema X-Ray done? When? __________________________________________________________                                                                                                                 

Have you had an Upper GI X-Ray done? When?______________________________________________________________
Stool Indicators

The following are helpful indicators of the health of your bowels as well as your overall health.                                                                  Under each heading please circle all responses that apply to you over the last 3 months.
	Frequency
	Consistency
	Contents
	Length
	Width
	Texture
	Colour
	Time

	Daily

1x - 2x - 3 x
	Hard, dry
	Mucous

(white/yellow)
	6” or more
	3”+ tubular
	Smooth, 

Well formed
	Light to

dark brown
	5 min or

Less

	Every 2 days
	Firm
	Fat floating
	3-5” pieces
	1” tubular
	Thready,

loose
	Orange/

Yellow brown
	5-15 min.

	Weekly
	Soft
	Blood
	Less than 3”
	Dime thin or 

Less
	Lumps

Presed 

together
	Grey/Green

	Once/wk or

less
	Loose/Watery
	Bits of food
	Chunks/balls
	Varies
	Varies
	Black


I , the undersigned, hereby acknowledge that Joanne Brophy / Jade Detox Clinic & Spa is not prescribing (ordering for use as medicine) for me at any time, and I will not hold her accountable for such. Any recommendations I receive are not intended as primary therapy for any symptom or disease, but as a means of enhancing the quality of my diet. I understand that Colon Therapy is a professional service which may provide information related to nutritional requirements, however this service is not a tool for the prevention, assessment or diagnosis, or treatment of any particular illness or disease. The services I receive are initiated at my own request for hygiene reasons personal to me. I understand that all sessions and series I purchase are non-refundable but can be transferred to a friend at anytime. 

Client signature________________________________________________   Date ______________________________
See Disclaimer on Website                     JadeDetoxSpa.com
