
Welcome to the Healing Center
We Provide People Access to Their Full Potential

Records Request

best possible care is for you to bring the last 3-5 years of 
the following:

Blood/Lab Work
X-Ray Reports
MRI Reports
Other Testing
Dr. Name Phone
Dr. Name Phone
Dr. Name Phone

Doctor’s name and phone number and we will retrieve them for 
you.

*

Phone: 303-721-9800

www.TheHealingCenterDenver.com

6300 S. Syracuse Way Suite 280 Centennial, CO 
80111

Fax: 303-721-8853
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The Healing Center - Short History  
 
Name: Date: 
Street: City/State/Zip:

Sex: M       F

 
Phone: Email:

SSN:

O     A    B    AB

M      D     S     W

C: H: W: 
DOB: Age: Blood Type:Ht: Wt: 
Martial Status:

Emergency Contact Name/#:

Occupation:

Occupational Stressors (Chemical, Physical, Structural, Psych):

List All Known Allergies:

Please list any medications you currently take and for what conditions:

Please list any natural supplements you currently take and for what conditions:

Spouse’s Name/#:

Childrens’ Name/Ages:

   

 
Please list the 5 major health concerns in your order of importance: 

1.

2.

3.

4.

5.

Past Medications and Supplements (3-6 months):

Referred By: 

Recent Exams (give dates): Physical: Eye:

Ob/Gyn:Dental: Specialist:

 

 

Your Physical health status now feels:

Your Pain level now feels: (pain) 10

(poor) 1

(poor) 1

(poor) 1

(poor) 1

1 (no pain)

Your Mental health status now feels:

Your Daily Work stress levels now feels:

Your Home Life stress levels now feels:

10 (ideal)

10 (ideal)

10 (ideal)

10 (ideal)

Physcian: Phone:
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Name: Date:

 

 

Please circle the appropriate number “0 - 3” on all questions below.  
0 as the least/never to 3 as the most/always . 

. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

Category I: Colon       
Feeling that bowels do not empty completely 0 1 2 3 
Lower abdominal pain relief by passing stool or gas 0 1 2 3 
Alternating constipation and diarrhea  0 1 2 3 
Diarrhea  0 1 2 3 
Constipation  0 1 2 3 
Hard, dry, or small stool  0 1 2 3 
Coated tongue or “fuzzy” debris on tongue 0 1 2 3 
Pass large amount of foul smelling gas 0 1 2 3 
More than 3 bowel movements daily 0 1 2 3 
Use laxatives frequently 0 1 2 3 
 

Increasing frequency of food reactions
Category II:  Intestinal Integrity

0 1 2 3 
Unpredictable food reactions  0 1 2 3 
Aches, pains, and swelling throughout the body  0 1 2 3 
Unpredictable abdominal swelling 0 1 2 3 
Frequent bloating and distention after eating 0 1 2 3 
Abdominal intolerance to sugars and starches     
   

0 1 2 3 

 

    Category III: Chemical Tolerance     
Intolerance to smells 0 1 2 3 
Intolerance to jewelry  0 1 2 3 
Intolerance to shampoo, lotion, detergents, etc 0 1 2 3 
Multiple smell and chemical sensitivities 0 1 2 3 
Constant skin outbreaks  

Category IV:  Stomach - Hypochlorhydria 
    
0 1 2 3 

Excessive belching, burping, or bloating 0 1 2 3 
Gas immediately following a meal
O�ensive breath
Di�cult bowel movements

    0 1 2 3 
0 1 2 3 0 1 2 3 
0 1 2 3 
0 1 2 3 

 

    
Sense of fullness during and after meals 
Di�culty digesting fruits and vegetables; 0 1 2 3 
     undigested food found in stools     

Category V:  Stomach - Hyperacidity
Stomach pain, burning, or aching 1-4 hours 
     after eating

    
0 1 2 3 

Feel hungry an hour or two after eating 
Use of antacids 0 1 2 3 

Heartburn when lying down or bending forward  
0 1 2 3 

Temporary relief by using antacids, food, milk, or
    
0 1 2 3 

     carbonated beverages 

0 1 2 3 

Digestive problems subside with rest and relaxation  0 1 2 3 
Heartburn due to spicy foods, chocolate, citrus,  
     peppers, alcohol, and ca�eine  

0 1 2 3 

Category VI: Small Intesting/Pancreas 
     

Roughage and �ber cause constipation 0 1 2 3 
Indigestion and fullness last 2-4 hours after eating 

    

Pain, tenderness, soreness on left side under   
0 1 2 3 

     rib cage 
    0 1 2 3 

Nausea and/or vomiting  

Frequent urination  
Increased thirst and appetite

Stool undigested, foul smelling, mucous like,  
     greasy, or poorly formed

Excessive passage of gas 0 1 2 3 
0 1 2 3 
    0 1 2 3 

0 1 2 3 
0 1 2 3 

Category VII:  Biliary 
Greasy or high-fat foods cause distress 0 1 2 3 
Lower bowel gas and/or bloating several 0 1 2 3 
     hours after eating  

0 1 2 3 

Bitter metallic taste in mouth, especially in the AM 0 1 2 3 
Burpy, �shy taste after consuming �sh oils 0 1 2 3 
Di�culty losing weight 0 1 2 3 
Unexplained itchy skin 0 1 2 3 
Yellowish cast to eyes

Reddened skin, especially palms
Dry or �aky skin and/or hair
History of gallbladder attacks or stones
Have you had your gallbladder removed?

0 1 2 3 
Stool color alternates from clay colored to 0 1 2 3 

0 1 2 3 

 

Category X:  Peripheral Utilization of Sugars      
Fatigue after meals 

0 1 2 3 

Crave sweets during the day  
Eating sweets does not relieve cravings for sugar  
Must have sweets after meals  
Waist girth is equal or larger than hip girth  

Increased thirst & appetite  
Frequent urination

Di�culty losing weight 

 

Category XI: Adrenal Hypofunction 
Cannot stay asleep  
Crave salt  
Slow starter in the morning  
Afternoon fatigue  
Dizziness when standing up quickly  
Afternoon headaches 
Headaches w/ exertion or stress 
Weak nails 

0 1 2 3 
0 1 2 3 
0 1 2 3 

0 1 2 3 

 

     

Weight gain 
Hormone imbalances 
Bodily swelling for no reason  
Overall sense of bloating
Excessive hair loss 
Acne and unhealthy skin  
Category VIII:  Hepatic Detox  

0 1 2 3 
Poor bowel function 
Excessively foul-smelling sweat

0 1 2 3 

Agitated, easily upset, nervous 
Feel shaky, jittery, or have tremors
Eating relieves fatigue
Get light-headed if meals are missed
Depend on co�ee to keep going/get started
Irritable if meals are missed
Crave sweets during the day
Category IX:  Sugar Metabolism

Poor memory/forgetful  
Blurred vision  

0 1 2 3 

0 1 2 3 

0 1 2 3 
0 1 2 3 
0 1 2 3 

0 1 2 3 
0 1 2 3 

0 1 2 3 

 
 

0 1 2 3 
0 1 2 3 
0 1 2 3 

0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 

0 1 2 3 
0 1 2 3 
0 1 2 3 

0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 

0 1 2 3 
0 1 2 3 
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     normal brown

Yes     No 



Category XII: Adrenal Hyperfunction

Weight gain when under stress  
Under a high amount of stress  
Perspire easily
Cannot fall asleep  

 Wake up tired even after 6 or more hours of sleep 
Excessive perspiration or perspiration w/ little or 
     no activity 

Category XIV: Hypothyroid 

Category XIII: Electrolyte & pH Balance 

Tired/sluggish  

Poor muscle endurance  
Frequent urination  
Frequent thirst  
Crave salt  
Abnormal sweating from minimal activity  
Alteration in bowel regularity 
Inability to hold breath for long periods  
Shallow, rapid breathing 

Edema and swelling in ankles and wrists
Muscle cramping  

Feel cold – hands, feet, all over 
Require excessive amounts of sleep to 

    function properly  
Increase in weight gain even with low-calorie diet  
Gain weight easily  
Di�cult, infrequent bowel movements 
Depression, lack of motivation  
Morning headaches that wear o�  

    as the day progresses  
Outer third of eyebrow thins  
Thinning of hair on scalp, face, or genitals, or 
     excessive hair loss

Dryness of skin and/or scalp  
Mental sluggishness  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

 

Category XV: Thyroid Hyperfunction 
Heart palpitations  
Inward trembling  

0 1 2 3 

Increased pulse even at rest  

0 1 2 3 

Nervous and emotional 

0 1 2 3 

Insomnia  

0 1 2 3 

Night sweats  

0 1 2 3 

Di�culty gaining weight  

0 1 2 3 

 

0 1 2 3 
0 1 2 3 

 

0 1 2 3 

0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 

0 1 2 3 
0 1 2 3 

Category XVI  (Male Only): Prostate     
Urination di�culty or dribbling  

0 1 2 3 

Frequent urination

0 1 2 3 
0 1 2 3 

Pain inside of legs or heels 
Category XVI (Male Only):  Prostate (Cont.)

0 1 2 3 

Feeling of incomplete bowel emptying 

0 1 2 3 

Leg twitching at night  

0 1 2 3 

 

Category XVII  (Males Only): Andropause 
Decreased libido  

0 1 2 3 

Decreased # of spontaneous morning erections 

0 1 2 3 

Decreased fullness of erections 

0 1 2 3 

Di�culty maintaining morning erections  

0 1 2 3 

Spells of mental fatigue  

0 1 2 3 

Inability to concentrate  

0 1 2 3 

Episodes of depression  

0 1 2 3 

Muscle soreness  

0 1 2 3 

Decreased physical stamina  

0 1 2 3 

Unexplained weight gain  

0 1 2 3 

Increase in fat distribution around chest and hips  

0 1 2 3 

Sweating attacks  

0 1 2 3 

More emotional than in the past  

0 1 2 3 

0 1 2 3 
0 1 2 3 

 
Category XVIII  (Menstruating Females Only) 
Perimenopausal         Yes     No 
Alternating menstrual cycle lengths      Yes     No 
Extended menstrual cycle (greater than 32 days)  Yes     No 
Shortened menstrual cycle (less than 24 days)  Yes     No 
Pain and cramping during periods  

0 1 2 3 

Scanty blood �ow  

0 1 2 3 

Heavy blood �ow 

0 1 2 3 

Breast pain and swelling during menses 

0 1 2 3 
Pelvic pain during menses 0 1 2 3 
Irritable and depressed during menses 

0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 

0 1 2 3 

0 1 2 3 
0 1 2 3 
0 1 2 3 

0 1 2 3 

0 1 2 3 
0 1 2 3 

0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 

0 1 2 3 
0 1 2 3 

Acne 
Facial hair growth 
Hair loss/thinning 

 

Category XIX  (Menopausal Females only) 
How many years have you been menopausal?  
Do you ever have uterine bleeding since menopause?  Yes        No 
Hot �ashes  0 1 2 3 
Mental fogginess  0 1 2 3 
Disinterest in sex  0 1 2 3 
Mood swings  0 1 2 3 
Depression  0 1 2 3 
Painful intercourse  0 1 2 3 
Shrinking breasts 0 1 2 3 
Facial hair growth  0 1 2 3 
Acne  0 1 2 3 
Increased vaginal pain, dryness, or itching  0 1 2 3 

 

 

Name: Date:
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Dietary Habits: List typical examples of daily meals (use Ø if you usually skip a meal).
Breakfast: 
Snack: 
Lunch: 
Snack: 
Dinner: 

How many alcoholic beverages do you consume per week? ____   Rate your stress level on a scale of 1-10 during the average week: _____
How many ca�einated beverages do you consume per day? ____  How many times do you eat �sh per week?  _____
How many times do you eat out per week?  ______                              How many times do you work out per week?  _____
How many times do you eat raw nuts or seeds per week? ______
List the three worst foods you eat during the average week: ___________________   ______________________   __________________
List the three healthiest foods you eat during the average week:  _________________  _____________________  ___________________
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Medication HistoryMedication History
Please circle any of the following medication you have been or are currently taking.

Acetylcholine Receptor Antagonist – Antimuscarinic AgentsAcetylcholine Receptor Antagonist – Antimuscarinic Agents
Atropine, Ipratopium, Scopolamine, Tiotropium

Acetylcholine Receptor Antagonist - Ganlionic BlockersAcetylcholine Receptor Antagonist - Ganlionic Blockers
Mecamylamine, Hexamethonium, Nicotine (high doses), Trimethaphan

Acetylcholinesterase ReactivatorsAcetylcholinesterase Reactivators
Pralidoxime

Acetylcholine Receptor Antagonist - Neuromuscular Blockers Acetylcholine Receptor Antagonist - Neuromuscular Blockers 
Atracurium, Cisatracurium, Doxacurium, Metocurine, Mivacurium, Pancuronium, Rocuronium, Uccinylcholine, Tubocurarine, 
Vecuronium, Hemicholine

Agonist Modulator of GABA Receptor (benzodiazpines)Agonist Modulator of GABA Receptor (benzodiazpines)
Xanax, Lexotanil, Lexotan, Librium, Klonopin, Valium, ProSon, Rohypnol, Dalmane, Ativan, Loramet, Sedoxil, Dormicum, 
Megadon, Serax , Restoril, Halcion

Agonist Modulator of GABA Receptors (nonbenzodiazpines)Agonist Modulator of GABA Receptors (nonbenzodiazpines)
Ambien, Sonata, Lunesta, Imovane

Cholinesterase Inhibitors (irreversible)Cholinesterase Inhibitors (irreversible)
Echotiophate, Isofl urophate, Organophosphate Insecticides, Organophosphate-containing nerve agents

Cholinesterase Inhibitors (reversible)Cholinesterase Inhibitors (reversible)
Donepezil, Galatamine, Rivastigmine, Tacrine, THC, Erophonium, Neostigmine, Phystigimine, Pyridostigmine,
Carbamate Insecticidses

Dopamine Reuptake InhibitorsDopamine Reuptake Inhibitors
Wellbutrin (Bupropion)

Dopamine Receptor Agonists Dopamine Receptor Agonists 
Mirapex, Sifrol, Requip

D2 Dopamine Receptor Blockers (antipsychotics)D2 Dopamine Receptor Blockers (antipsychotics)
Thorazine, Prolixin, Trilafon, Compazine, Mellaril, Stelazine, Vesprin, Nozinan, Depixol, Navane, luanxol, Clopixol, 
Acuphase, Haldol, Orap, Clozaril, Zyprexa, Zydis, Seroquel, Geodon, Solian, Invega, Abilify

GABA Antagonist Competitive binder GABA Antagonist Competitive binder 
Flumazenil

Monoamine Oxidase Inhibitor  (MAOI)Monoamine Oxidase Inhibitor  (MAOI)
Marplan, Aurorix, Maneric, Moclodura, Nardil, Adlegiine, Elepryl, Azilect, Marsilid, Iprozid, Ipronid, Rivivol, Popilniazida, Zyvox, Zyvoxid

Noradrenergic and Specifi c Sertonergic Antidepressants  (NaSSaa)Noradrenergic and Specifi c Sertonergic Antidepressants  (NaSSaa)
Remeron, Zispin, Avanza, Norset, Remergil, Axit 

Selective Serotonin Reuptake InhibitorSelective Serotonin Reuptake Inhibitor
Paxil, Zoloft, Prozac, Celexa, Lexapro, Luvox, Cipramil , Emocal, Serpam, Seropram, Cipralex, Esteria,  Fontex, Seromex, Seronil, 
Sarafem, Fluctin, Faverin, Seroxat, Aropax, Deroxat, Rexetin, Xentor, Paroxat,  Lustral, Serlain, Dapoxetine

Selective Serotonin Reuptake EnhancersSelective Serotonin Reuptake Enhancers
Stablon, Coaxil, Tatinol

Serotonin-Norepinephrine Reuptake Inhibitors (SNRIs)Serotonin-Norepinephrine Reuptake Inhibitors (SNRIs)
Effexor, Pristiq, Meridia, Serzone, Dalcipran, Despramine, Duloxetine 

Tricylic Antidepresseants (TCAs)Tricylic Antidepresseants (TCAs)
Elavil, Endep, Tryptanol, Trepiline, Asendin, Asendis, Defanyl, Demolox, Moxadil, Anafranil, Norpramin, Pertofrane, Prothiadin, Thanden, 
Adapin, Sinequan, Trofranil, Janamine, Gamanil, Aventyl, Pamelor, Opipramol, Vivactil, Rhotrimine, Surmontil 
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Cancellation Notice: Please Read and Initial

Authorization:  Please Read and Sign 

I understand that The Healing Center has a 24-hour Advance Cancellation Policy. Patients canceling with 
less than 24 hours notice will be charged for their visit.                              Initials _________________

Signature__________________________________________________________ Date: __________________

The statements made on this form are accurate to the best of my recollection and I agree to allow this o�ce to examine me for further evaluation and 
provide treatment.

I hereby give permission to the doctor to release any information requested by my insurance company acquired in the course of my examination and 
treatment.

I understand that I am responsible for all fees for services not covered by Medicare or insurance.  I understand that I am ultimately responsible for all fees 
for services rendered and that fees are payable when services are rendered.

Authorization for Care of Minor 
I hereby authorize this office and it’s doctor(s) to administer care as they so deem necessary 
to my son/daughter. 
Signed: ___________________________ Witnessed: _______________________ Date: ________________



Date:__________ 

GOAL SHEET 

List top 3 symptoms & rate current severity below.  Below each rating help us understand what your 

personal goal/s are for this symptom. Examples to consider are listed at the bottom of this page. 

1)  

  Worst                Best 

1             2             3             4             5             6             7             8             9           10 

Goal you want to achieve:  

 

 

2)   

   Worst                Best 

1             2             3             4             5             6             7             8             9           10 

Goal you want to achieve:    

 

         

3)  

  Worst                Best 

1             2             3             4             5             6             7             8             9           10 

Goal you want to achieve:  

 

 

                                                                                                                                                                                                                                                                              

Goal Example: Information that would be helpful in following your progress, would include answering 

questions like:  1.)  What changes do you want to see?  2.) How much change have you seen since 

beginning treatment? 

 Symptom based (i.e    anxiety,    sleep,    energy,     px,    bloating, etc.) 

 Functional  (i.e.    range of motion, able to touch toes, able to move without pain, etc.) 

 Lifestyle (can hike/run, clothes fit better,    motivation to do things you love, etc.)   
  


