Life Spirit Healing- with Adora Deva
Name _______________________________

Date_______________

Address_____________________________
__
Email____________________
City________________ Zip_____________ Phone______________________

Occupation_________________________  Age _______________
In case of emergency please call__________________ Tel __________________

Client health history: To provide the most therapeutic service please answer the following:   Headaches_______________   Allergies _____________________                                                  Back Problems_________________ Injuries__________________________ 
Photo-Sensitive Medications? Such as Doxycyline, Tetracycline, St. Johns Wort? _______________________ Other Medications?_________________________                        Blood pressure high/low_________                        

 Cancer,Cysts, Tumors___________________ How Long?_________________                            Bruise easily____________ Hiv Virus____________ Diabetes________________                          Stroke_________________________ Recent surgery_____________________ Muscle, bone, joint Problems____________ Smoke_______________________                                               Heart Disease_____________________ Contacts_______ Hearing aids_________                                                                  Pregnant_________________ How many months________________________   Any other health conditions_________________________________________                                                           Have you used Light Therapy before?_____What kind, with who?_____________                                                                                                                         

For light therapy, Are you using Retin A?___________________
How do you Sleep?_______________________ Sensitive to blinking lights?_________                                                                                            For massage clients, have you received massage before?____, what types?                                                                                     ___________________________ Due to injury or sensitivity, etc., is there any part of your body that you would prefer I not work on?____________________                                               
Any other health conditions____________________________________________                                   Doctor,Chiropractor,Acupuncturist you are seeing for this condition?___________                                ___________________________________________________________________
Your goals for session?____________________________________________                                   ________________________________________________________________                                     Who can I thank for referring you; Or how did you hear about me? ___________
