
What do you want from this session?____________________________________________________________  

Where do you constantly store discomfort in your body?___________________________________________ 	

Have you had or do you have:

Hernia				   Cancer				   Headaches 			 

Pelvic Pain			   Head Injuries 			  Falls to Buttocks 

Sexual Abuse			   Physical Abuse			  Emotional Abuse

Pregnant			   Heart Problems		  Kidney Stones

Joint Pain			   High Blood Pressure		  Fatigue	

Allergies			   Other Traumas			  Other

Please explain:

__________________________________________________________________________________________

__________________________________________________________________________________________

Please advise me of any accident, surgeries or scars from any time in your life: _________________________

__________________________________________________________________________________________

Are you currently under the care of a physician or chiropractor - if so, for what condition?_ ______________ 		

_____________________________________________

__________________________________________________________________________________________

Are you interested in learning some self help techniques? yes / no____________________________________

          To avoid being charged in full for your session, if you miss it, 24 hours notice is required.

Bodyheart Therapy is honored and committed to be a part of your care/maintenance and education. I am 

happy to share with you my awareness and knowledge, however, I do not diagnose.

SIGNATURE_________________________________________________DATE___________________

Name ________________________________________ Email   ________________________________________
Address _ _____________________________________ City _ __________	 State _ ________ Zip_____________
Birthdate______________________________________
Telephone Home _ ____________________ Cell_________________________Work _ ____________________ 	
Emergency Contact_____________________________	Referred by_____________________________________
Occupation__________________________________________________________________________________

THE BODY IS A SELF HEALING ORGANISM







Please disclose any indication of having been exposed to COVID-19, or whether you
hae experienced any signs or symptoms associated with the COVID-19 virus.

Patient’s Name ___________________________________________________________

Date ___________________________________________________________________

By signing this document, I acknowledge that the answers I have provided above are true 
and accurate.

Signature _________________________   Witness ______________________________

Email __________________________________________________________________

137 Main Street • Chester, NJ 07930 • 908.879.4020
www.bodyHeartTherapy.com

Do you  have a fever?   YES  /  NO

Do you have trouble breathing?   YES  /  NO

Do you have a dry cough?   YES  /  NO

Have you recently lost or had a reduction in your sense of smell?   YES  /  NO

Have you been in contact with someone tested positive for  COVID-19?   YES  /  NO

Have you tested positive for COVID-19?   YES  /  NO

Have you traveled outside the United States by air or cruise ship in the 
past 14 days?   YES  /  NO

Have you traveled within the United States by air, bus, or train within the 
past 14 days?   YES  /  NO

PATIENT DISCLOSURE




