“Marklan Linnemeyer, LMT

Cranio Sacral ‘Tﬁrem})l_

CONFIDENTIAL CLIENT INFORMATION

NAME: DATE:

ADDRESS: STATE:? Z1P:

PHONE: (H) (c) DATE OF BIRTH: AGE:
EMAIL: OCCUPATION:

IF A MINOR, PARENT OR GUARDIAN:

REFERRED BY:

HAVE YOU EXPERIENCED CRANIOSACRAL THERAPY OR ANOTHER FORM OF GENTLE OSTEOPATHIC

MANUAL TREATMENT BEFORE? YES No

<

ON THE BODY OUTLINE TO THE RIGHT,
PLEASE INDICATE AREAS OF;

PAIN XXXXXXX
NUMBNESs 000000

TINGLING /111l ’

WHAT IS YOUR PRIMARY REASON FOR TODAYS APPOINTMENT?

PAIN OR PROBLEM STARTED WHEN?

ON A SCALE OF 1 TO 10, WiTH 1 BEING LOWEST AND 10 BEING HIGHEST, WHAT IS THE

LEVEL OF PAIN IN YOUR BODY? O 1 2 3 4 5 6 7 8 9 10



PLEASE CIRCLE FOR EACH OF THE FOLLOWING:
PLEASE COMMENT

HIGH BLOOD PRESSURE? Y N
ANY PROLAPSED ORGANS? Y N
HISTORY OF AUTO ACCIDENTS? Y N
OTHER TRAUMAS? Y N
HAVE YOU WORN BRACES? Y N
DO YOU EXPERIENCE ANXIETY? Y N
DO YOU EXPERIENCE DEPRESSION? Y N
IS YOUR DIGESTION EASY? Y N
IS YOUR SLEEP RESTFUL? Y N
TAKING ANTI-INFLAMMATORY MEDS? Y N
TAKING STATIN DRUGS? Y N
DO YOU FEEL THAT YOUR BODY

MOVES FLUIDLY AND EASILY? Y N
DO YOU FEEL THAT YOU PROCESS

EMOTION EASILY? Y N

PLEASE LIST ANY PAST INJURIES OR ILLNESSES WHICH YOU FEEL ARE STILL AFFECTING YOUR

PHYSICAL CONDITION

PLEASE LIST ALL SURGERIES

IF YOU HAD NO PAIN, WHAT WOULD YOU LOVE TO DO TODAY?

ARE YOU CURRENTLY BEING TREATED BY A PHYSICIAN OR HEALTH CARE PROVIDER? YES No

PHYSICIANS NAME: TITLE/SPECIALTY:

THE ABOVE INFORMATION IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE. | AGREE TO
INFORM MY THERAPIST OF ANY CHANGES TO THE ABOVE INFORMATION. | UNDERSTAND THAT THE WORK
PROVIDED [S FOR THE PURPOSE OF RELAXATION AND RELIEVING PHYSICAL TENSIONAL PATTERNS. IF 1
EXPERIENCE ANY DISCOMFORT DURING THE SESSION, I IMMEDIATELY INFORM THE THERAPIST SO THAT
THE TREATMENT APPROACH MAY BE ADJUSTED. | FURTHER UNDERSTAND THAT THE WORK PROVIDED IS
NOT A SUBSTITUTE FOR MEDICAL EXAMINATION, DIAGNOSIS, OR TREATMENT. | UNDERSTAND THAT THE
THERAPIST IS NOT QUALIFIED TO DIAGNOSE, PRESCRIBE, OR TREAT ANY PHYSICAL OR MENTAL ILLNESS,
AND THAT NOTHING SAID IN THE COURSE OF THE SESSION GIVEN SHOULD BE CONSTRUED AS SUCH.

SIGNATURE DATE




MARKLAN LINNEMEYER, LMT
HEART CENTERED MANUAL THERAPY

MISSED APPOINTMENT AGREEMENT

TRYING TO ACCOMMODATE EVERY PATIENT!S INDIVIDUAL NEEDS AND WORK SCHEDULES
CAN BE DIFFICULT, BUT WE ALWAYS TRY TO DO OUR BEST. WE WORK VERY HARD TO STAY ON
SCHEDULE SO THAT OUR VALUABLE PATIENTS WILL NOT SPEND TIME IN OUR RECEFTION AREA
WAITING FOR AN APPOINTMENT.

A SCHEDULED APPOINTMENT IS A COMMITMENT OF TIME BETWEEN YOU AND OUR
PRACTICE. WE HAVE RESERVED THAT TIME JUST FOR YOU. WHEN APPOINTMENTS ARE MISSED
OR CANCELLED, THAT TIME IS PERMANENTLY LOST.

WE ASK WHEN YOU SCHEDULE AN APPOINTMENT THAT YOU MAKE EVERY EFFORT TO KEEP
THAT COMMITMENT. WE UNDERSTAND THAT PERSONAL EMERGENCIES SOMETIMES OCCUR, AND
WE ALWAYS TAKE THAT INTO CONSIDERATION WHEN RECEIVING A LAST MINUTE CANCELLATION.

WE TRULY APPRECIATE YOUR COURTESY OF GIVING US 48 HOURS NOTICE IF YOU HAVE A
CONFLICT WITH YOUR APPOINTMENT AND NEED TO SCHEDULE A DIFFERENT DAY OR TIME. WE
ARE COMMITTED TO YOUR HEALTH AND KEEPING YOUR SCHEDULED APPOINTMENTS ALLOWS US
TO BE PARTNERS IN YOUR CARE.

I'T IS OUR POLICY THAT WITH LESS THAN FORTY-EIGHT HOURS NOTICE ON A CHANGE OF
COMMITMENT, A CHARGE MAY BE APPLIEDR TO YOUR ACCOUNT. IF YOU HAVE ANY QUESTIONS
REGARDING THIS POLICY PLEASE DO NOT HESITATE TO CONTACT US. WE SINCERELY
APPRECIATE YOUR UNDERSTANDING AND COOPERATION WITH THIS MATTER.

CLIENT SIGNATURE

DATE






