TRANQUIL CLOUD TEMPLE
CLIENT INFORMATION
Date__________________ Account No. __________________
Name____________________________________________
please print        Last                                          First                                MI
Address__________________________________________
             __________________________________________
City _______________________State _____ Zipcode_________
Date of Birth________________Marital Status_________________
Sex: _____Occupation__________________________________
Home Phone_______________ Cell _______________________
Email _____________________________________________
Emergency Contact ____________________________________
Phone ___________________ Relation____________________
Referral ____________________________________________
TRANQUIL CLOUD TEMPLE

CLIENT AUTHORIZATION for USE & DISCLOSURE of PROTECTED HEALTH INFORMATION

Account No.__________________

Patient Name:______________________________________________________________________

                                 Last                                             First                                                      MI

 I understand that as part of my health care, the practice originates and maintains paper and/or electronic records describing my health history, symptoms, examinations and test results, treatments and any plans for future care or treatments.  I understand that his information serves as:

-A basis for planning my care and treatment

-A means of communication among other practitioners who contribute to my care, such as referrals

-A source of information for applying my treatment information to my bill

-A tool for routine healthcare operations, such as assessing quality and reviewing the competence of  the staff    

I understand that I have the following rights and privileges:

-The right to restrict or revoke the use or disclosure of my healthcare information for other uses or purposes

-The right to request restrictions as to how my health information may be used or disclosed to carry out treatment, payment or healthcare operations.

RESTRICTIONS

I request the following restrictions to the use or disclosure of my health information:

Please provide the names of individuals with whom we may discuss your protected health information (include relationship):

MESSAGES & APPOINTMENT REMINDERS

May we leave a message at your home or on your cell using practitioner's name? _________

May we leave a message at your workplace using practitioner's name? ________

I understand that as part of the treatment, payment or healthcare operations, it may become necessary to disclose health information to another entity, i.e., referrals to other health care providers.   I consent to such disclosure for these uses as permitted by law.

I fully understand and accept the information presented in this patient authorization for use and disclosure of protected health information.

________________________________________                            ___________________

    Client, Guardian or Representative Signature                                                date

________________________________________

     Relationship to Client

Long-Distance Healing Agreement and Credit Card Release Form

All personal as well as credit card information is strictly confidential.

Name:_______________________________________Sex:____ Date:________________________

Address:______________________________________________Occupation:__________________

City:_____________________________________ State:_____________   Zipcode______________

Phone:home_______________cell_______________Email___________________________________
Credit Card Number__ __ __ __  __ __ __ __  __ __ __ __  __ __ __ __ Exp date______CVV__ __ __

How did you hear about us?___________________________________________________________

I understand that Tranquil Cloud Temple and its staff make no guarantees or promises as to the outcome of the session.  We are all unique and no two problems are the same, even for the same person on a different day.  I understand that Anthony D'Angelo is a certified Master of Medical Qigong and recommends that I seek the counsel of a licensed physician for diagnosis and treatment of illness, injury, or disease.  I further agree to release and hold harmless Anthony D'Angelo, Jr., Tranquil Cloud Temple and its staff from any claims related to the outcome of my session.

I understand that my appointment time has been set aside for me and I agree to give no less than 24 hours cancellation notice or I will be charged for the time booked.

I understand that I am the responsible party and agree to pay for all treatment and fees incurred.  I agree to allow Tranquil Cloud Temple to charge my credit card in the amount of $125.00 for each hour of evaluation and/or treatment.  New clients require a two hour session of evaluation and treatment while subsequent treatment sessions are typically one hour.  An  $30 charge is added for each additional 15 minutes beyond the scheduled time.  Sessions can be paid by Visa, MasterCard, Discover or American Express.  Sorry but we do not accept checks for Long Distance Healing and there are no refunds on treatments or consultations.  Credit card payment by phone needs to be done at least 48 hours prior to scheduled appointment.  Office hours are Monday and Friday 10 a.m.-12 p.m. and 2 p.m.- 4 p.m.

Phone sessions will be booked after all paperwork is received in our office.  

Signature:________________________________________________Date:______________________

Please mail, fax, or email to:

Tranquil Cloud Temple  

Attention:  Tony

13959 W. Illinois Highway Suite 2

New Lenox, IL 60451

Fax: 815-463-0146

Tranquilcloudtemple@gmail.com
TRANQUIL CLOUD TEMPLE

CLIENT HISTORY  

                                                                                   Account Number_________________________________________
Name:  please print__ _____________________________________________________________________________________________

                                                           Last                                                   First                                                                            MI

REASONS FOR SEEKING MEDICAL QIGONG TREATMENT_____________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

CURRENTLY IN PHYSICIAN'S CARE?________________________________________________________________________________

                                                                              medical/acupuncturist/herbalist/psychotherapist/dietician/other

PURPOSE OF CARE______________________________________________________________________________________________

_______________________________________________________________________________________________________________

DESCRIBE ANY DIAGNOSIS_______________________________________________________________________________________

_______________________________________________________________________________________________________________

CURRENT MEDICATION/HERBS____________________________________________________________________________________

_______________________________________________________________________________________________________________

SURGERIES (include year):

___________________________________________________           ____________________________________________________

___________________________________________________           ____________________________________________________

________________________________________________ ___          ____________________________________________________

CANCER TREATMENT HISTORY:


Chemotherapy



Original-     from_________________to_________________



Current-     from_________________to_________________



Previous-   from_________________to_________________

                Radiation



Original-     from_________________to_________________



Current-     from_________________to_________________



Previous-   from_________________to_________________


How and when was your current condition diagnosed? (Cyst, Tumor or Cancer)______________________________________

                _____________________________________________________________________________________________________

                _____________________________________________________________________________________________________


When did you first become aware of this condition?____________________________________________________________

SIGNIFICANT TRAUMA (describe accidents, falls, etc. with dates, treatment, results):

ALLERGIES_____________________________________________________________________________________________________

_______________________________________________________________________________________________________________

LIFESTYLE;


Tobacco____   Recreational drugs____
  Coffee____      Alcohol____
  Vitamins/Supplements____
    


Birth Control Pills____      Hormone Replacement_____ 
Prayer/Higher Power_____
Relaxation/Meditation_____


1. Diet

Raw Foods____      Dairy_____    Hot & Spicy Food_____     Sugar_____     Vegetarian______    Vegan_____

2. Emotional Environment


Are you happy?______________________________________________________________________________________

                Home:________________________________________     Work_______________________________________________

                Current Mood/Emotional State___________________________________________________________________________


Recurring Emotional Pattern_____________________________________________________________________________

         3.    Current level of pain or discomfort:
                 Rate level of pain (0= No Pain / 10= Unbearable Pain)________

                 Frequency of Pain:  Constant________      Often________     Occasionally_______     Infrequently_______

Please take several minutes to answer these questions so we can help you get better faster.  Circle all that apply.

1. How have you taken care of your health in the past?

                        Medications           Exercise          Holistic Care          Chiropractor          Routine Medical


        Nutrition/Diet          Vitamins          Other (please specify)_______________________________________________


2.     How did the previous methods work out for you?


              Bad results


Did not get worse


              Some results


Did not work for very long


              Great results


Still trying


              Nothing changed

                Confused


3.     How have others been affected by your health condition?

No one is affected

Haven't  noticed any problem

                                They tell me to do something



People avoid me


4.     What are you afraid this condition is affecting now or might affect at some point?

                                Job

Kids 

Future Ability
       Marriage         Self-esteem



Sleep                       Time                        Finances                        Freedom

                5.     Are there health conditions you are afraid this might turn into?

Family health problems           Heart disease          Cancer         Diabetes          Arthritis          Depression   



Fibromyalgia          Chronic Fatigue Syndrome          Need Surgery          Other________________________________

How has your health condition affected your job, relationships, finances, family, or other activities? Please give 3 examples:

What has that cost you? (time, money, happiness, freedom, sleep, promotion, etc.)  Give 3 examples:

What are you most concerned with regarding your problem?

Where do you picture yourself being in the next 1-3 years if this problem is not taken care of?  Please be specific:

What would be different/better without this problem?  Please be specific:

What do you desire most to get from working with us?

What is that worth to you?

GENERAL HEALTH:

___ Poor Appetite
      ___ Crave Sugar             ___ Chills                    ___Fatigue

___ Strong Thirst          ___ Crave Salt                ___ Change in             ___ Night Sweats

                                                                                         Appetite

___ Sweating Easily     ___ Crave Spicy              ___ Poor Circulation   ___ Energy Drop

___ Localized               ___ Crave Fats                ___ Weight Gain         ___  Tremors

          Weakness

___ Bleed or Bruise     ___ Food Cravings          ___ Weight Loss          ___ Fevers

          Easily

___ Peculiar Tastes     ___ Problems Sleeping    ___ Other: explain____________________

          or Smells

MEDICAL HISTORY:

___ Anemia 

___ Diabetes

___Epilepsy

___ Multiple Sclerosis

___ Arthritis

___ Cancer

___ Hepatitis

___ Sexually Transmiited











Diseases

___ Convulsions                     ___ Stroke                               ___ Thyroid

___ High Blood Pressure








Disease

FAMILY MEDICAL HISTORY:

_____ Allergies


______ Diabetes


______ Seizures

_____ Asthma


______ Heart


______ Stroke

_____ Cancer


______ High Blood Pressure


Other:_____________________________________________________________________

MUSCULOSKELETAL:

___ Neck Pain 
___ Muscle Pains

___ Knee Pain

___ Hip Pain

___ Back Pain
___ Muscle Weakness            ___ Foot Pain

___ Ankle Pain

___ Hand/Wrist
___ Shoulder Pain   
___ Other Describe__________________         

           Pain

NEUROPSYCHOLOGICAL:

___Seizures

___ Dizziness

___ Loss of Balance
___ Emotional











Problems

___ Concussion 
                ___ Lack of Concentration      ___ Poor Memory

___Anxiety

___Bad Temper
                ___ Area of Numbness           ___ Low Tolerance of Stress

___ Other describe ________________________________________________________

HEAD, EYES, EARS, NOSE AND THROAT:

___ Dizziness
   ___ Ringing in the Ears
___ Headaches

___ Migraines

___ Concussion
   ___ Poor Hearing

___Recurrent Sore Throat      ___ Eye Pain

___ Sinus Problems   ___ Earaches

___Sores on Lips

___Poor Vision

___ Grinding Teeth     ___ Clicking Jaw

___ Sores on Tongue
___ Spots in Eyes

___ Teeth Problems   ___ Facial Pain

___ Color Blindness
___ Cataracts

___ Glasses
   ___ Nosebleeds

___ Night blindness

___ Blurry Vision

___ Eyestrain             ___ Other describe ________________________________________

SKIN AND HAIR:

___Rashes

   ___ Ulcerations

___ Recent Moles

___ Itches

___ Eczema

   ___ Dandruff

___ Loss of Hair

___ Change in Hair Texture

___ Hives

   ___ Pimples

___ Change in Skin

___ Other








 Texture

CARDIOVASCULAR:

___ High Blood 
                   ___ Low Blood

___ Fainting

___ Dizziness


Pressure

                  Pressure

___Irregular 

   ___ Swelling Feet

___ Cold Hands

___ Cold Feet


Heartbeat

___Phlebitis

   ___ Breathing Difficulty 
___ Blood Clots

___ Chest Pain

RESPIRATORY:

___ Cough
   ___ Excess Phlegm         ___ Asthma
                     ___ Bronchitis

___ Pneumonia
   ___ Coughing Up Blood  ___ Difficulty Breathing     ___ Deep Breath






          if Lying Down                      Pain

Other_________________________________________________________________

GASTROINTESTINAL:

___ Nausea

   ___ Abdominal Cramps
___ Diarrhea

___ Constipation

___ Vomiting

   ___ Belching

___ Black Stools

___ Gas

___ Indigestion
                   ___ Bad Breath

___ Blood in Stools

___ Hemorrhoids

___ Abdominal Pain                   ___ Chronic Laxative  
___ Rectal Pain

___ Other





   Us

GENITAL – URINARY:

___ Pain on Urination  
 
___ Sores on Genitals
___ Urgency to Urinate

___Unable to Hold Urine

___ Kidney Stones

___ Wake Up at Night to Urinate

___ Decrease in Urine Flow
                ___ Blood in Urine

___ Frequent Urination

___ Impotency


___ Other  Describe ______________________________

REPRODUCTIVE AND GYNECOLOGICAL:

___ Pregnancies
   ___ Irregular Periods
___ Breast Pain

___ Breast Lumps

___ Births
   ___ Miscarriages

___ Abortion

___ Birth Control

___ Chronic Yeast
   ___ Vaginal Discharges/      ___ PMS Changes 

___ Other


Infection

    Leokorrhea

Body & Psyche

Date of Last Menses_____________  Duration of Menses______________

Days Between Cycles____________  Flow _________________________

Signature: _______________________________________Date: _____________________

