HealthSpan 100 Questionnaire

Name: __________________________________________________________

Current Address:__________________________________________________
City: ___________________________________________________________	State/Province/Country: ______________________	Postal Code: _________

Best “What’s App” Phone Number to Reach You at: _____________________

Time & Date of Birth: _____________________________________________
Place of Birth: ___________________________________________________

Height & Weight________________________________ 
Were you referred? _______By Whom____________________________

What would you like to explore today? ______________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________

Have you ever tried holistic methods, 0riental medicine (TEAM), or alternatives before?  Yes		No;		If Yes, Please Explain______________
________________________________________________________________

Please text (970) 618-5517  With a selfie, your name, time, date and place of birth, and Purpose: Consult (free 20 minute) or Initial Appointment ($100 - for however long it takes!)  

Marital Status?  

Did you get the COVID Vaccination?  Any Boosters?  When?  What kind?
Please Explain:__________________________________________________
______________________________________________________________

1. How often do you feel tired?   All the Time	Frequently	Sometimes	Seldom	     Never;		Please Explain:_______________________________

2. How often do you have muscle cramps and/or pain?           All the Time	Frequently	Sometimes	Seldom	     Never;		Please Explain:_______
_______________________________________________________________


3. How often do you feel like you have cold intolerance.	All the Time	Frequently	Sometimes	Seldom	     Never;		Please Explain:_______
________________________________________________________________
 

4. I have had recent changes in hair growth.		Yes	No      If Yes, Please Explain:_________________________________________________________	

5. My skin is pale and/or dry.	Yes		No	If Yes, Please Explain: _________ ________________________________________________________________	
	
6. I am having trouble losing weight.	Yes	No	If Yes, Please Explain:_____ ________________________________________________________________

7. I have gained weight and can’t lose it.	Yes	No	If Yes, Please Explain: ________________________________________________________________

8. I would like to talk to someone about losing weight.		Yes		No

9. I feel constipated: All the Time	Frequently  Sometimes	Seldom	Never
	

10. Are your cycles regular? Please explain: ____________________________	________________________________________________________________
________________________________________________________________

11. My libido is healthy. 	Yes	    No          I don’t know	          It feels lacking 

12. I have some childhood trauma: (Please Explain) ________________________________________________________________________________________________________________________________
________________________________________________________________

13. Do you have breathing issues? (Please explain): ________________________________________________________________________________________________________________________________
________________________________________________________________

14. Do you have itchy eyes, wheezing, a rash, sneezing, or nasal congestion? (Please explain): ________________________________________________________________________________________________________________________________________________________________________________________________

15. Have you had a cough recently? (Please Explain): ________________________________________________________________________________________________________________________________

16. Do you have a sore throat, stuffy nose, runny nose, fever, etc? ______________________________________________________________
________________________________________________________________________________________________________________________________

17. Have you taken anything to try to reduce your symptoms? ________________________________________________________________
________________________________________________________________________________________________________________________________

18. Have you had any phlegm? 	Yes		No
	
Does it have any color?	Yes	No      What color(s)?______________________

19. Have you felt any tightness or chest congestion? 	Yes		No

20. Have you experienced shortness of breath? 	Yes		No; 	If Yes, Please Explain:_________________________________________________________

21. Have you had a fever?		Yes	No   	Temperature?_________________

22. Have you had swollen lymph nodes?		Yes	No	Where?________________________________________________________________

23. Do you have headaches?		Yes	No	Sometimes	Where?________________________________________________________________

22. Do you have fatigue and low energy?	All the Time		Often	Frequently	Sometimes	Seldom		Never; 	Please Explain:_______
________________________________________________________________


23. Have you had any appetite loss? Please Explain:______________________ ________________________________________________________________

24. Have you seen blood in the stool: 	Yes		No

25. Do you have night sweats?    Yes	No	If Yes, Please Explain__________ ________________________________________________________________

26. Have you had any skin changes, such as discoloration, a sore that doesn’t heal, skin that looks bigger or thicker, changes color, or has an oddly shaped border, etc?______________________________________________________
________________________________________________________________

27. Have you had trouble swallowing?	Yes	No	If Yes, Please Explain______ ________________________________________________________________

28. Have you lost weight without trying?    Yes	No	If Yes, Please Explain__ ________________________________________________________________

29. Do you have any unusual lumps?	Yes	No	If Yes, Please Explain______ _______________________________________________________________

30. Do you have pain during urination?	Yes	No	If Yes, Please Explain______ ________________________________________________________________

31. Do you have any pain?	Yes	  No		If Yes, Please Explain__________ ________________________________________________________________

32. Have you had any bleeding?	Yes	No	If Yes, Please Explain__________ _______________________________________________________________

33. Have you been sad recently? 	Yes	No	If Yes, Please Explain__________ ________________________________________________________________

34. Are you looking to find purpose?   Yes	No	If Yes, Please Explain______ ________________________________________________________________

35. Have you had persistent sadness?	Yes	No	If Yes, Please Explain______ ________________________________________________________________

36. Have you had feelings of hopelessness?	Yes	No	If Yes, Please Explain__ ________________________________________________________________

37. Have you felt feelings of worthlessness?	Yes	No	If Yes, Please Explain__
________________________________________________________________

38. Do you feel guilty or do you have feelings of guilt?	Yes	No	If Yes, Please Explain____________________________________________________    
________________________________________________________________

39. Have you experienced a loss of interest in activities?	Yes	No	If Yes, Please Explain____________________________________________________
________________________________________________________________

40. Have you been experiencing sleep disturbances?	Yes	No 	If Yes, Please Explain_________________________________________________________
________________________________________________________________

41. I have difficulty remembering things and concentrating: 	Yes	    No	
If Yes, Please Explain______________________________________________
________________________________________________________________

42. I feel overwhelmed:	Yes	No	If Yes, Please Explain__________________ ________________________________________________________________

43. I think about harming others.	Yes	No 	If Yes, Please Explain__________ ________________________________________________________________

45. I feel like I need to talk to someone.	Yes	No	If Yes, Please Explain______ ________________________________________________________________

46. Do you have digestive issues,   Yes	    No	     If Yes,    Please Explain ________________________________________________________________ ________________________________________________________________

47. I have pain, gas, bloating, etc when/after I eat: Yes 	  No	    If Yes, Please Explain:________________________________________________________	
 
48. I have itching on my skin or in other areas: 	Yes	No	If Yes, Please Explain________________________________________________________________________________________________________________________

49. My stools are: 	painful	hard	     pellets		diarrhea

			bloody		regular		irregular		other___________________________________________________________

50. How many times do you have a bowel movement per day?	_______________________________________________________________	

51. I feel dizzy:  Yes	No;	If Yes, Please Explain______________________ ________________________________________________________________

52. I experience joint pain: Yes	No;	If Yes, Please Explain______________ ________________________________________________________________

53. I feel nauseous:    Yes	No;	If Yes, Please Explain__________________ ________________________________________________________________

54. I get headaches, (even if they are minor): Yes	 No:	Please Explain_______
_______________________________________________________________

55. I crave sugary foods, alcohol, breads, sweets, coffee or other similar un- healthy things:____________________________________________________

56. How many times per week do you drink alcohol?	  What do You drink?________________________________________________________________

57. I frequently have allergies:    yes	no;	If Yes, Please Explain__________ ________________________________________________________________

58. I have yeast infections that I have noticed:     yes	no	I don’t know	If Yes, Please Explain________________________________________________
________________________________________________________________

59. I get mouth sores:    yes	no	If Yes, Please Explain__________________ _______________________________________________________________

60. I have a skin condition:  Yes	No	If Yes, Please Explain______________ ________________________________________________________________

61. Are there any other issues or things that you would like to include before our session begins: ________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



I agree to pay the price of $129 per hour, after the initial session, (which costs $100 - No matter how long it takes), at the time of service. 
 
I understand that I may pay by Visa, MC, American Express, or Venmo.

The products and claims recommended by anyone at HealthSpan 100 LLC. have not been evaluated by the United States Food and Drug Administration and are not approved to diagnose, prevent, cure or treat any disease. No one at this company is a licensed medical professional, nor, do we claim to be and no one here is claiming to be a “professional” of any kind. We urge you to see your Primary Care Physician or therapist on a regular basis and consult with a Primary Care Physician or other healthcare professional regarding any medical or health/mental health related diagnoses. 

By signing you understand that we are not here to heal, in any sense of the word or definition and that by using our services you do so at your own risk. We do not recommend self-management of health issues and ask that you consult your Primary Care Physician or therapist before starting any supplements, classes, seminars, or anything else published and/or recommended by anyone at HealthSpan 100, LLC. 

You should always consult with your healthcare professional and/or Primary Care Physician and read information provided by the product manufacturer as well as, any and every product label or packaging prior to using any supplements, medications, nutritional, herbal or homeopathic products and/or before beginning any exercise and/or nutritional diet program and/or starting any treatment for a health issue. Individuals are each different and may react differently to different products, so please ask your Primary Care Physician and/or licensed healthcare therapist before starting any products or classes. 

No one working at HealthSpan 100, LLC. nor anyone working for us, shall be liable for any information provided in regards to supplements for any physical or mental health purposes, nor is HealthSpan 100, LLC. nor any of it’s employees, liable for any of your choices that are made after a session.

Products, classes, seminars and one-on-one sessions are not intended to prevent, treat, diagnose or cure any disease nor are they meant to replace a professional opinion. Those working at or for HealthSpan 100, LLC. are not traditional therapists nor are they licensed to give any medical advice nor mental health advice  No one at HealthSpan 100, LLC. is licensed as a clinical psychologist nor psychiatrist. If you choose to participate in a consultation or classes with anyone that works at or for HealthSpan 100, LLC., then you understand that these are alternative views that are not in the traditional sense of therapy and if a traditional therapist or any type of therapist is desired then it is recommended that you go elsewhere to get the assistance that you are looking for. 

The sessions with HealthSpan 100, LLC. are not meant to diagnose, treat, cure, or anything otherwise and by signing you agree to and acknowledge this fact. By signing you acknowledge that you are paying for a consultation, in which you may consult/speak with someone working at/for HealthSpan 100, LLC., but that the decisions that you make are entirely your own and no one affiliated with or working at/for HealthSpan 100, LLC. are responsible for your decisions. 

You are responsible for payment in full at the time of services rendered. If you do not show up for an appointment, you will be charged for 1 hour of time, by the credit card on file. You may cancel with a 24-hour advance notice without penalty. If you are unhappy with the services rendered, you will still be charged for the time used. You may return any products within 7 days of arrival for a partial refund – less a 20% restocking fee – but under no circumstance will time used be refunded. If you decide to take HealthSpan100, LLC.,  or anyone working at/for HealthSpan 100, LLC., to court for any reason, you are agreeing with your signature below that you and anyone mitigating on your behalf, to be responsible for all legal fees incurred including travel expenses and lost wages on our part, no matter the outcome. 

You, the signer, must take 100 percent responsibility for your own spiritual, physical, mental, and emotional health and well-being. The work that those working at/for HealthSpan 100, LLC., should not ever be misconstrued or misused to diagnose the presence or absence of any particular mental, emotional or physical ailment. Consultations are not intended to be a substitute for the services of a health-care professional and should not be misconstrued to diagnose the presence or absence of any particular mental, emotional, or physical ailment. 

No party working at/for HealthSpan 100, LLC., is responsible for any consequences incurred by those using any remedies or factors discussed herein. Any application of the material set forth in the following consultations is at the signers discretion and is his (or her) sole responsibility. Any information gleaned from a consultation, session or class is intended for personal use and not for any other purpose. 

You agree by signing below not to share the recordings of any classes with any other persons, without written permission. All of the classes and/or sessions are the legal property of HealthSpan 100, LLC. No representation contained in these sessions and/or classes is intended as medical advice and should not be used for diagnosis or medical treatment. For diagnosis or medical treatment, please consult your own Primary Care Physician. All in all, individual results may vary and no guarantees could ever be given. 

No one working at/for HealthSpan 100, LLC., shall be held liable or responsible to any person or entity with respect to any loss, incidental or consequential damages caused or alleged, to have been caused, directly or indirectly, by the information obtained during a class, one-on-one session and/or appointment.    

By signing below, you understand the entire outline above and agree to these terms and conditions. You also acknowledge that your answers to the questions above are true and correct to the best of your knowledge. You assume all risks and liabilities for your participation and your signature will carry forward to any other sessions, appointments and/or classes before and after this one and are bound by this contract. When you sign you acknowledge that you are here of your own free will, with sound mind and can leave at any time.



Signature: ___________________________________________________	(Typed signature constitutes the same as an actual signed signature)


Date: _________________________



 What else would you like for me to know?  


			
					   

