DR. DIA LYNN RSD., MMQ.
SPIRIT OF WHOLENESS HOLISTIC HEALING PROGRAMS
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HEALTH INFORMATION & MEDICAL HISTORY

In order to provide you with the most appropriate treatment, I need you to complete the following questionnaire. All information is strictly confidential.
PERSONAL HISTORY: 
Client’s Name:______________________________________________ Today’s Date: ___________
Date of Birth:________Age:_____Sex: M (  )  F (   )  Other (explain):__________________________
Occupation:_______________________________ Main Activity:_____________________________
Marital Status:  Single (  ) Married (  ) Divorced (   ) Other (  ) ____ Race:_____________________
Home Address:____________________________City:____________State:____Zip Code:_______ 
Home Phone: ______________________________ Work Phone: ____________________________
Emergency Contact Name:__________________________________Phone #:_________________
How were you referred?______________________________________________________________
You primary care pysician:__________________________________ Phone #:_________________
Current health concerns:_____________________________________________________________
____________________________________________________________________________________
Is your request primarily: 1.(   )Physical  2. (   ) Mental  3. (   ) Emotional    4. (   ) Spiritual
For your primary concern, please refer to questionaire in the appropriate section of the website.  Mail the completed form and Dr. Dia will contact you for an online interview to devise a treatment plan and schedule apppointments. If you wish to explore other aspects for what treatments are available you can download intake forms from the Physical, Mental, Emotional or Spiritual programs on the website. Some services may be listed in more than one category as they are interrelated. 

Dr. Dia Lynn, MMQ,  Certified Advanced Light Therapist, Advanced Structural integrator
831-601-3338     dia@dialynn.com
https://spiritofwholeness.com/holistic-healing-program/


LEVELS OF PARTICIPATION
· Individual session
· Weekly until completion (TBD)

SPIRIT OF WHOLENESS HEALING PROGRAMS
INTAKE FORM  -  PHYSICAL ASPECT
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Areas of competence I can successfully address with  POLYCHROMATIC LIGHT THERAPY
Please mark areas of problem with details:

(   ) Aging, sagging skin			(   ) Bruises
(   ) Burns					(   ) Diabetic neuropathy
(   ) Eczema or other skin disease		(   ) Hematomas
(   ) Keloid scars				(   ) Neurological disorder
(   ) Pressure ulcers				(   ) Psoriasis
(   ) Unhealed wounds 			(   ) Urogenital problems
(   ) Arthritis					(   ) Bone density
(   ) Bronchial /Lung issues			(   ) Cardiovascular issues
(   ) Carpal Tunnel				(   ) Cellulitis
(   ) Chronic fatigue				(   ) Digestion issues
(   ) Fibromyalgia				(   ) General inflammation
(   ) Headaches				(   ) Immunity
(   ) Knee pain					(   ) Leg pain
(   ) Muscle spasms				(   ) Neck pain
(   ) Neuralgia					(   ) Neuropathy
(   ) Plantar fasciitis				(   ) Rheumatoid arthritis
(   ) Rotator cuff injury			(   ) Shoulder pain
(   ) Strains and sprains			(   ) Tendonitis

Dr. Dia Lynn is an Advanced Certified Light Therapist 
Authorized Sales Representative through InLight Therapy Inc.
Return forms to dia@dialynn.com       831-601-3338
See my website for more details  https://spiritofwholeness.com/products/

Private sessions of Light Therapy   1 hour 		$100.00
Series of 6 prepaid					$ 540.00
System packages range from                       $1,000- $5,000.00
InLight Therapy is only available through authorized representatives.  



SPIRIT OF WHOLENESS HEALING PROGRAMS
INTAKE FORM  -  PHYSICAL ASPECT – MEDICAL QIGONG
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NAME:________________________________________________________________________
HEIGHT: ____WEIGHT:____SEX: (M)__ (F)___    MARITAL STATUS: (M)___ (S)___ (D)___
ADDRESS:_________________________________________PHONE:____________________
EMAIL:________________________________________________________________________
EMERGENCY CONTACT:__________________________________PHONE:______________
CONDITION(S) NEEDING TREATMENT: __________________________________________
______________________________________________________________________________
Respiratory ( ) Digestive ( ) Musculo-Skeletal ( ) Neurological Acute ( ) Chronic ( ) Trauma (    )
ARE YOU BEING TREATED ELSEWHERE?:_________________________________________ 
RECENT INJURIES? (List location & date):_________________________________________
_______________________________________________________________________________
RECENT SURGERIES?:__________________________________________________________
_______________________________________________________________________________ 
OTHER BODYWORK RECEIVED?:_________________________________________________
PRIMARY PHYSICIAN:___________________________________________________________ 
ARE YOU TAKING ANY PRESCRIPTION DRUGS (for what):__________________________ 
OTHER THERAPISTS:________________________________PHONE:____________________
WHO REFERRED YOU HERE?: ___________________________________________________
This is confidential information, protected by HIPPA law. It can only be shared with your physician or psychotherapist with your permission. 
Signature: ______________________________________________________________ Date:__________________ 
Payment is expected at the time of service. This office does not bill. Credit cards, cash or checks accepted. 
A super bill can be supplied upon request for insurance reimbursement.
SPIRIT OF WHOLENESS HEALING PROGRAMS
INTAKE FORM  -  PHYSICAL ASPECT – HOLOTROPIC BREATHWORK
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NAME: ____________________________________REFERRED BY:____________________________
ADDRESS:_________________________________________PHONE:_________________________
EMAIL:_____________________________________________________________________________
AGE: _____________OCCUPATION: ___________________________________________________
 
Meditation experience (years/type): __________________________________________________

Are you currently in therapy or involved in a support group?:_____________________________

Do you have present or past physical injuries we should be aware of?:_____________________________________________________________________________

Have you recently been hospitalized or have you had any surgery? ___________________________________________________________________________________

Are you currently on any medication? If yes, for what: __________________________________

Please note that serious cardiovascular problems (history of heart attacks, cardiac insufficiency, malignant hypertension, stroke, high blood pressure, arteriosclerosis)
as well as glaucoma, epilepsy, manic depression, medications for severe mental illness, pregnancy, recent surgery or limb injury, represent contraindications for Holotropic Breathwork. Breathwork may involve strenuous physical experiences.
If there are any questions concerning your physical or emotional health, please speak to us/ and or send a medical report. 

I confirm that I do not have any physical or psychological condition described as a contraindication for Holotropic Breathwork. I take full responsibility for my health and will not hold the organizers responsible for any disorder or complications that would develop during or following the workshop.  

Signature:______________________________________________________ Date: ______________ 

Pre-payment sent in amount of _________________ 831 601-3338 to pay by credit card
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