Health Coaching Questionnaire 
Date: _____________________________
Name: ___________________________________________  Date of Birth: _____________________________
General Information:
Current Height: 	________lbs
Current Weight: 	________lbs
Weight one year ago: 	________lbs
Ideal weight: 		________lbs
Do you have sufficient energy throughout the day? 	[  ] Yes	[  ] No
Please rate your energy level from 1-10 (10 being best)
[1]	[2]	[3]	[4]	[5]	[6]	[7]	[8]	[9]	[10]
When is your energy best? 	______________________________________
When is your energy worst? 	______________________________________

The following information will help us understand your expectations:
What are your primary health concerns?
____________________________________________________________________________________________
What aspect of our wholistic approach appeals to you? 
____________________________________________________________________________________________
What lifestyle habits do you currently engage in that you believe harm your health?
____________________________________________________________________________________________
What lifestyle habits do you currently engage in that you believe support your health?
____________________________________________________________________________________________
What obstacles do you foresee that could undermine your progress?
____________________________________________________________________________________________
What else is important to you that your health coach should be aware of as we begin working together?
____________________________________________________________________________________________
Please tell us your goals in coming to Fig Tree Wellness Center?
____________________________________________________________________________________________
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Please list any scars you may have here and mark locations on diagram:
_____________________________________
_____________________________________
_____________________________________
_____________________________________
_____________________________________
_____________________________________
_____________________________________
_____________________________________

Dental History
Do you have amalgam fillings?				Yes [  ]	 No [  ]
If yes, how many?					_____________
Do you have root canals?				Yes [  ]	 No [  ]
If yes, how many?					_____________
Do you have titanium implants?			Yes [  ]	 No [  ]
If yes, how many?					_____________
Do you have a permanent retainer?			Yes [  ]	 No [  ]
Do you have any other metal dental appliances?	Yes [  ]	 No [  ]
If yes, please elaborate:				_____________
Have you had your wisdom teeth removed?		Yes [  ]	 No [  ]
Have you had any other teeth extractions?		Yes [  ]	 No [  ]
Do you currently have a dental infection?		Yes [  ]	 No [  ]
Do you currently have any dental cavities?		Yes [  ]    No [  ]
Do you have gum disease?				Yes [  ]    No [  ]

Symptom History: (Y) = yes   (N) = No   (P) = Past
Mouth and throat:
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Fig Tree Wellness

Frequent sore throat		(Y)   (N)   (P)
Teeth grinding			(Y)   (N)   (P)
Hoarseness			(Y)   (N)   (P)

Respiratory:

Cough				(Y)   (N)   (P)
Spitting up blood		(Y)   (N)   (P)
Asthma			(Y)   (N)   (P)
Pneumonia  			(Y)   (N)   (P)
Emphysema			(Y)   (N)   (P)
Pain on breathing		(Y)   (N)   (P)
Shortness of breath		(Y)   (N)   (P)
Shortness of breath lying down(Y)   (N)   (P)
Bronchitis			(Y)   (N)   (P)


Cardiovascular:

Heart disease			(Y)   (N)   (P)
High blood pressure		(Y)   (N)   (P)
Blood clots			(Y)   (N)   (P)
Edema				(Y)   (N)   (P)
Chest pain			(Y)   (N)   (P)
Murmurs			(Y)   (N)   (P)
Fainting			(Y)   (N)   (P)
Palpitations			(Y)   (N)   (P)


Urinary:

Pain on urination		(Y)   (N)   (P)
Frequent urination at night	(Y)   (N)   (P)
Frequent infections		(Y)   (N)   (P)
Frequent urination		(Y)   (N)   (P)
Inability to hold urine stream	(Y)   (N)   (P)
Kidney Stones			(Y)   (N)   (P)


Musculoskeletal:

Joint pain or stiffness		(Y)   (N)   (P)
Broken bones			(Y)   (N)   (P)
Muscle spasms / cramps 	(Y)   (N)   (P)
Osteoporosis / Osteopenia	(Y)   (N)   (P)
Arthritis			(Y)   (N)   (P)
Weakness			(Y)   (N)   (P)

Gastrointestinal:

Trouble swallowing		(Y)   (N)   (P)
Change in thirst		(Y)   (N)   (P)
Change in appetite		(Y)   (N)   (P)
Nausea / Vomiting		(Y)   (N)   (P)
Ulcers				(Y)   (N)   (P)
Yellow Skin			(Y)   (N)   (P)
Gall Bladder disease		(Y)   (N)   (P)
Liver disease			(Y)   (N)   (P)
Hemorrhoids			(Y)   (N)   (P)
Heart burn / reflux		(Y)   (N)   (P)
Abdominal pain / cramps	(Y)   (N)   (P)
Belching / excessive gas	(Y)   (N)   (P)
Constipation			(Y)   (N)   (P)
Chronic Diarrhea		(Y)   (N)   (P)
Black stools			(Y)   (N)   (P)
Blood in stool			(Y)   (N)   (P)

Number of bowel movements / day__________




Pain:
Are you experiencing constant pain	(Y)   (N)   (P)
How sere is the pain (10 being worst):	[1] [2] [3] [4] [5] [6] [7] [8] [9] [10]
If yes, where?				______________________________
How long have you had this pain?	______________________________

Male Reproductive:

Hernias			(Y)   (N)   (P)
Testicular pain			(Y)   (N)   (P)
Impotence			(Y)   (N)   (P)
Sexually transmitted disease	(Y)   (N)   (P)
Testicular mass		(Y)   (N)   (P)
Prostate disease		(Y)   (N)   (P)
Discharge or sores		(Y)   (N)   (P)

If yes, which sexually transmitted disease were you diagnosed with and when? _________________________________________________________________________

Female Reproductive / Breasts:

Age of first menstrual cycle:	____________
Age of last menstrual cycle:	____________
Length of cycles (days)	:	____________
Are your cycles regular?	(Y)   (N)   (P)
Painful menstruation?		(Y)   (N)   (P)
Pain during intercourse?	(Y)   (N)   (P)
Endometriosis			(Y)   (N)   (P)
Ovarian Cysts			(Y)   (N)   (P)
Heavy or excessive flow	(Y)   (N)   (P)
Sexually transmitted disease	(Y)   (N)   (P)
Bleeding between cycles	(Y)   (N)   (P)
Breast lumps			(Y)   (N)   (P)
Are you on birth control?	(Y)   (N)   (P)
If yes, what type:		____________
Number of pregnancies:	____________
Number of live births: 		____________
Number of miscarriages:	____________
Number of abortions:		____________
Discharge or sores		(Y)   (N)   (P)

If yes, which sexually transmitted disease were you diagnosed with and when? __________________________________________________________________________________________





Cancer:

Breast		(Y)   (N)   (P)
Colon		(Y)   (N)   (P)
Prostate	(Y)   (N)   (P)
Lung		(Y)   (N)   (P)
Liver		(Y)   (N)   (P)
Bone		(Y)   (N)   (P)
Brain		(Y)   (N)   (P)
Pancreas	(Y)   (N)   (P)
Adrenal	(Y)   (N)   (P)
Ovarian	(Y)   (N)   (P)
Uterine		(Y)   (N)   (P)
Cervical	(Y)   (N)   (P)
Skin		(Y)   (N)   (P)
Bladder	(Y)   (N)   (P)
Lymphoma	(Y)   (N)   (P)
Leukemia	(Y)   (N)   (P)
Sarcoma	(Y)   (N)   (P)
Metastatic	(Y)   (N)   (P)
Esophageal	(Y)   (N)   (P)
Testicular	(Y)   (N)   (P)
Stomach	(Y)   (N)   (P)
Gallbladder	(Y)   (N)   (P)
Eyes		(Y)   (N)   (P)
Thyroid		(Y)   (N)   (P)
Parathyroid	(Y)   (N)   (P)

Please list dates of diagnosis: ________________________________________

Chemotherapy			(Y)   (N)   (P)
Radiation			(Y)   (N)   (P)
Chiropractic			(Y)   (N)   (P)
Surgery				(Y)   (N)   (P)
Acupuncture			(Y)   (N)   (P)
IV Vitamin therapies		(Y)   (N)   (P)
Natural / Integrative medicine	(Y)   (N)   (P)
Diet / Nutrition			(Y)   (N)   (P)

Other treatments: _________________________________________

Family History: 
	
	Mother
	Father
	Sibilings
	Paternal Grandparents
	Maternal Grandparents
	Spouse
	Children

	Age if Living
	
	
	
	
	
	
	

	Age at time of death
	
	
	
	
	
	
	

	Cause of death
	
	
	
	
	
	
	



	Please mark all that apply

	Thyroid Disease
	
	
	
	
	
	
	

	High blood pressure
	
	
	
	
	
	
	

	Heart attack
	
	
	
	
	
	
	

	Asthma / Allergies
	
	
	
	
	
	
	

	Mental Illness
	
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	
	

	Osteoporosis
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	



Habits / Lifestyle / Environmental History:
Do you as the patient, or your spouse/significant other living in the same house as you, have any of the following environmentally high-risk occupations? Check all that apply:
[  ] Chemical industry work	[  ] Dentist / dental assistant 	[  ] Welder
[  ] House Painter		[  ] Conventional farmer	[  ] Hairdresser
[  ] Manicurist			[  ] Radiology technician	[  ] Nuclear power-plant worker
[  ] Firefighter 			[  ] Other________________________________________ 



Do you drink alcohol beverages?							Yes [  ]	No [  ]
Have you been treated for drug or alcoholism?					Yes [  ]	No [  ]
Do you use tobacco?									Yes [  ]	No [  ]
If yes, how many years and packs/day?						___________
How much water do you drink / day?							___________
Do you drink tap water?  								Yes [  ]   No [  ]
Do you drink coffee?									Yes [  ]	No [  ]
If yes, quantity per day:								___________
Do you drink soda?									Yes [  ]	No [  ]
If yes, quantity per day:								___________
Do you eat three meals per day? 							Yes [  ]	No [  ]
Do you go on diets often?								Yes [  ]	No [  ]
Do you eat out often?									Yes [  ]	No [  ]
Do you sleep well?									Yes [  ]	No [  ]
Do you wake up rested?								Yes [  ]	No [  ]
How many hours of sleep do you get per night?					___________
How much time per day do you spend relaxing?					___________
Do you enjoy your work?								Yes [  ]	No [  ]
Do you take vacations?								Yes [  ]	No [  ]
Do you exercise?									Yes [  ]	No [  ]
If yes, what kind and how often?							___________
Do you spend time outside?								___________
How many hours of TV per day? 							___________
[bookmark: _Hlk154922791]Do you have any known exposure to heavy metals?					Yes [  ]   No [  ]
If yes, please clarify: ________________________________________________________________________
Have you ever been tested for blood levels of lead? 					Yes [  ]   No [  ]
If yes, which year? _______ What were the results? _____________________________________________
Do you use antiperspirant deodorant containing aluminum? 				Yes [  ]   No [  ]
Do you use standard fluoride containing toothpaste? 					Yes [  ]   No [  ]
Do you consume foods cooked or stored in aluminum foil?				Yes [  ]   No [  ]
Do you microwave food in plastic containers? 					Yes [  ]   No [  ]
What type of cookware do you use?
[  ] Ceramic	[  ] Glass	[  ] Cast Iron	[  ]Stainless Steel
[  ] Aluminum	[  ] Non-stick	[  ] Other ____________________
Do you consume food from Styrofoam containers? 					Yes [  ]   No [  ]
If yes, how many times per week? 							___________
Do you consume food / fluids in tin cans or plastic bottles?				Yes [  ]   No [  ]
If yes, how many times per week? 							___________
What percent of the vegetables / fruits you consume are organic? 			___________%
What percent of the meat, eggs, and dairy you consume are organic?			___________%




Do you use chemical pesticides in your house? 					Yes [  ]   No [  ]
Do you use chemical pesticides / herbicides / fungicides in your garden or yard?	Yes [  ]   No [  ]
Do the skin care products that you currently use contain petroleum?			Yes [  ]   No [  ]
Have you lived in a home where there was mold? 					Yes [  ]   No [  ]
If yes, did you have a decline in your health during the time you were there?		Yes [  ]   No [  ]
Are there areas of excess humidity, such as damp basement, in your home?		Yes [  ]   No [  ]
Do you use standard cleaning products as opposed to non-toxic cleaning products?	Yes [  ]   No [  ]
Do you have an air purifier in your house? 						Yes [  ]   No [  ]
Have there been any indoor home/workplace renovations in the past 18 months? 	Yes [  ]   No [  ]
If yes, did you develop any new symptoms or experience a worsening of symptoms?	Yes [  ]   No [  ]
Do you use synthetic perfumes?							Yes [  ]   No [  ]
Do you use synthetic chemical air fresheners or other synthetic fragrances?		Yes [  ]   No [  ]
When you bathe or shower, do you use unfiltered tap water?				Yes [  ]   No [  ]
Do you currently have wireless internet in your house? 				Yes [  ]   No [  ]
If yes, do you turn it off while you are sleeping?					Yes [  ]   No [  ]
Do you place your cell phone close to your ear when making or receiving a call?	Yes [  ]   No [  ]
Do you use any blue tooth devices?							Yes [  ]   No [  ]
Do you have metal coils in your mattress?						Yes [  ]   No [  ]
Do you have a metal bed frame?							Yes [  ]   No [  ]
Do you live within 1000 feet of a cell phone tower?					Yes [  ]   No [  ]
Do you live within one mile of a electric power line (with metal-frame towers)?	Yes [  ]   No [  ]
Do you live within ¼ mile of a neighborhood electric power transformer?		Yes [  ]   No [  ]
Do you have a radio-frequency (RF) smart meter on your house?			Yes [  ]   No [  ]
Do you use a water-bed heater or electric blanket on your bed?			Yes [  ]   No [  ]
Do you drive a hybrid or fully electric car?						Yes [  ]   No [  ]

Do you feel ill (get nauseated, feel dizzy, get headaches, brain fog, weakness, difficulty breathing, abdominal symptoms, etc) when exposed to certain fragrances, chemicals, etc? If yes, please list: 
___________________________________________________________________________________________

Are there any other environmental hazards you are currently exposed to or have been exposed to in the past that you feel have had a negative effect on your health? If so, please explain:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Professional Wellness Alliance
Membership Agreement

Who We Are: The Professional Wellness Alliance is on a mission to assure that holistic providers have a defendable basis for offering their services and to bring individuals and families together with PWA licensed providers to learn ways to have the best in health. 
How it Works: Licensed providers, Individuals and families join in a private member community to share the services defined below. The PWA is structured as a private community that requires licensing for providers to assure provider ethics, competency, and quality services along with good community order. 
Services Provided: PWA licensed providers are authorized to assist members through health education, instruction and products. 
Services Not Provided: PWA licensed providers do not offer any state licensed health services, DO NOT take responsibility for the health of any person or for the diagnosis, treatment or resolution of any symptom or condition. 
How Do I Enroll as A Member: You may enroll as a PWA community member through the PWA website at https://www.pwai.us/become-a-member or through a PWA provider and you must agree to be accountable to the member rules shown below. 
Agree that Provider Members (PWA Licensees) provide only the services described above under “Services Provided” and that these are self-help and educational services not medical services. 
1. Agree that all records of services you receive are available to you upon request as “private member educational records” and not medical records; 
2. Agree that the Professional Wellness Alliance does it’s best to assure the integrity and competence of Provider Members (Licensees) and while Licensees represent the PWA mission, that they are independent educators that do not work for the PWA. Therefore, you agree to hold the PWA and affiliates harmless in all matters related to your association with PWA, affiliates or Provider Members; 
3. Agree to make your best efforts to resolve any and all complaint you may have with another member with them personally and in the event you are unable to resolve satisfactorily, agree to settle any dispute or complaint through binding arbitration through a mutually agreed arbitrator; 
4. Agree that any and all content on the PWA website, newsletters, writings, affiliate links or otherwise are for educational purposes only and are not intended as medical advice. 
Term and Cancellation: Membership in the PWA shall begin when you agree to this Membership Agreement and shall terminate with written notice from you to the PWA or from the PMA to you. The PWA reserves the right to deny or terminate membership of any member without cause. Termination shall not waive or relieve you of any obligations or agreements made while you were an enrolled member. 
By placing your signature below or agreeing to membership though the PWA on-line electronic system you accept membership and agree that this agreement is a “contract” binding you to follow the herein terms. 
___________________________________ ____________________________ ___________________________________ 
Member Name 		                            Date 		                     Address

___________________________________ ____________________________ ___________________________________ 
City / State / Zip 		                           Email / Phone 	                     Member Signature
 
Enrolled Into Membership By: ___________________________________  PWA Provider #_____________________
-Statement of Financial Responsibility-

This Statement of Financial Responsibility ("Agreement") is entered into between Fig Tree Wellness Center and the undersigned member.

Financial Responsibility:

Payment Responsibility: Member agrees to be financially responsible for all services provided by Fig Tree Wellness Center. This includes, but is not limited to, charges for IV infusion therapy, supplies, and any additional services rendered.

Payment at Time of Service: Payment for services is due in full at the time of service unless otherwise arranged and approved by Fig Tree Wellness Center.

Accepted Forms of Payment: Fig Tree Wellness Center accepts cash, credit/debit cards, personal check, and direct bank transfer. 

Insurance: This agreement is based on the understanding that Fig Tree Wellness Center does not accept any insurance and all fees for treatment are the sole responsibility of the individual receiving services.
 
Financial Information:

Financial Confidentiality: Fig Tree Wellness Center will keep all financial information confidential and will not disclose such information without the written consent of the member, except as required by law.


I have read and understand the terms and conditions outlined in this Statement of Financial Responsibility. I agree to be financially responsible for all services provided by Fig Tree Wellness Center.



Patient Name (printed)			______________________________________
Guardian Name (for minor patient)	______________________________________
Patient (guardian) Signature: 		______________________________________
Date: 					______________________________________



Informed consent for health coaching

I, ____________________________________ (name), a member of the Private Wellness Alliance, hereby acknowledge that my engagement with Landon Keathley, a health coach affiliated with Fig Tree Wellness Center and a licenses ecclesiastical member provider of the Professional Wellness Alliance,  is of a member-member relationship, not a practitioner-patient relationship. I understand that Landon Keathley does not treat, diagnose, cure, or prevent any illness or disease and is not a medical doctor. I understand these services may include but are not limited to utilizing various energy and frequency techniques, muscle testing, electrodermal screening, nutritional supplementation, and homeopathy. I acknowledge that the information provided by Landon Keathley is for educational purposes only, and I am not being offered treatment plans or medical advice. I voluntarily seek Landon Keathley's guidance and understand that his services do not replace the need for consultation with a physician. I am responsible for verifying the appropriateness of any information provided by Landon Keathley with my physician. I participate in these services of my own free will, and I understand the confidential nature of the information shared during coaching sessions. I hereby release and hold harmless Landon Keathley and Fig Tree Wellness Center from any claims, liabilities, or expenses arising from my voluntary participation in these educational services. 






Patient Name (printed)			______________________________________
Guardian Name (for minor patient)	______________________________________
Patient (guardian) Signature: 		______________________________________
Date: 					______________________________________
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