              CLIENT INFORMATION & STATEMENT

NAME:__________________________________________ PHONE:(________)________-______________

STREET ADDRESS:___________________________________________CITY______________________

STATE & ZIP:________,____________EMAIL:________________________________________________

OCCUPATION:__________________________________________D/O/B:_______/_______/__________

HEALTH INFORMATION

1. HAVE YOU EVER HAD OR BEEN DIAGNOSED OR ARE HAVING PROBLEMS WITH ANY OF THE FOLLOWING?   (PLEASE CIRCLE THOSE THAT APPLY)
 ANEMIA

       ARTHRITIS               CANCER                  CIRCULATION              SPINAL

 DIABETES                ULCERS                       DIGESTION            STOMACH

      LIVER

 HEART                      KIDNEY                      LUNGS                     BLOOD PRESSURE       PANCREAS

 PROSTATE              FAINTING                  BLEEDING             ALZHEIMERS                 SPLEEN          

 NERVES                    HYPOGLYCEMIA     PMS                          HAY FEVER

     WEIGHT

 THYROID                OVARIES                     ASTHMA                 HEMOROIDS                 EDEMA

 SKIN                          THROAT                     EPILEPSY                CONSTIPATION          BLADDER

 GALL BLADDER    BREAST                       COLON                     PARASITES
                 TUMORS

2. ANY CONDITIONS CURRENTLY UNDER A PHYSICANS CARE FOR: _________________________  

3. ARE YOU ALLERGIC TO ANYTHING:________________________________________________________

             (a) FOODS (PLEASE LIST):_________________________________________________________________________
             (b) MEDICATIONS (PLEASE LIST):_________________________________________________________

4. LIST ANY MEDICATIONS YOU ARE TAKING:_______________________________________________

5. ARE YOU PREGNANT:_______ IF SO HOW MANY MONTHS:________________

6. DO YOU KNOW YOUR BLOOD TYPE (CIRCLE ONE):________     O     A     B      AB    

7. TOP 3 HEALTH GOALS: 1.________________________2._______________________3.____________________

8. HOW DID YOU LEARN ABOUT OUR SERVICE:_______________________________________________

CLIENT STATEMENT

I UNDERSTAND THAT I AM HERE TO LEARN ABOUT NUTRITION & BETTER HEALTH PRATICES & THAT I WILL BE OFFERED INFORMATION ABOUT FOOD, SUPPLEMENTS & HERBS AS A GUIDE TO GENERAL GOOD HEALTH & THIS IS CONSIDERED A PERSONAL MINISTERY & SPIRTUAL COUNSELING.

I FULLY UNDERSTAND THAT THOSE WHO COUNSEL ME ARE NOT MEDICAL DOCTORS OR PRACTIONERS & I AM NOT HERE FOR MEDICAL DIAGNOSTIC PURPOSES OR TREATMENT PRODCEDURES. I AM NOT ON THIS VISIT OR ANY SUBSEQUENT VISIT AS AN AGENT FOR FEDERAL, STATE, OR LOCAL AGENCIES OR ON A MISSION OF INTRAPMENT OR INVESTIGATION. 

THE SERVICES PERFORMED BY SKYE OR OTHERS ARE AT ALL TIMES RESTRICTED TO CONSULTATION ON THE SUBJECT OF NUTRITIONAL MATTERS INTENTED FOR THE MAINTENCE OF THE BEST POSSIBLE STATE OF NUTRITIONAL HEALTH AND DO NOT INVOLVE DIAGNOSING, TREATMENT OR PERSCRIBING REMEDIES FOR DISEASE. 

SIGNITURE________________________________________________  DATE:_______/________/ 2010
