                                                                 The Dao Center LLC

Health and Wellness Background Form
Name:                                                                                                                                                   Date:  
Age:

1.) Have you ever studied or practice Tai Chi, Qigong, Yoga, and/or Meditation?____________

2.) If so, then what in particular did you study and/or practice?_________________________
__________________________________________________________________________

__________________________________________________________________________

3.) How long (hours per week or est.  total hours of practice)?__________________________
4.) What effect did it have on you?________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

5.) What medical diagnoses if any do you currently have (physical and/or mental)?

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

6.) Are you taking any medication? If so please list them:
__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

7.) Are you taking any mind altering substances including alcohol? If so which ones and how often? __________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

8.) In the following areas of your life please list things which you may feel you need to work on, or aspects about your life that bring you uneasiness, stress, pain, and suffering:
a. Physical ________________________________________________________________________________________________________________________________________________________________________________________________________________________
b. Mental

________________________________________________________________________________________________________________________________________________________________________________________________________________________

c. Emotional

________________________________________________________________________________________________________________________________________________________________________________________________________________________

d. Spiritual

________________________________________________________________________________________________________________________________________________________________________________________________________________________

e.  Financial 

________________________________________________________________________________________________________________________________________________________________________________________________________________________

9.) What activities do you engage in that you would consider to be stress relieving?

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

10.)  What does your diet mainly consist of?  

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

11.) If the issues above were solved what health and wellness goals in the following areas do you have, or what would you like to see in your life:
a. Physical

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________

b. Mental

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________

c. Emotional
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________

d. Spiritual 
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________      
e.    Financial _________________________________________________________________________________________________________________________________________________________________________________________________________________________________      

12.) If there is anything else you think I should know, then please write it down.  This might include any injuries, pains, chronic illnesses or undiagnosed symptoms of any kind, or any information that could add to your background.  The more I know the better I will be able to assist you in your health and wellness goals.    

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5. Please check any other medical condition for which you have received medical attention:


 anemia
 arthritis
 asthma
 bone/muscle disorder
 blood clots


 diabetes
 hearing/vision impairment heart disorder

 high blood pressure


 kidney disease
 liver disease/hepatitis
 mental health condition


 seizure disorder
 skin condition
 stomach/bowel disorder
 other: ________________

6. Do you take medications or wear special devices for any of the above medical conditions?

 Yes.

 No

7. In the past week, have you experienced any of the following:


 chest pain
 shortness of breath
 painful urination
 fever


 diarrhea
 skin lesion, rashes

 abdominal pain
 discharge

Please turn page over
Use and “X” to show where you have had fractures, surgery, or radiation treatment.
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Use and “X” to show where you have pain, numbness, tingling, or tightness.
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