A Unique Touch II, Inc.

Colonic Intake

Name:______________________________Birthday:______________Age:______Sex:_____
Address:______________________________City:________________State:____Zip: ________

Phone:________________Occupation:___________________Height:________Weight:_______

E-mail address:_________________________________________

Referred by: ___________________________________________
· Do you take: drugs, medications, antibiotics, injections (please explain):_________

_____________________________________________________________________________
· Circle any of the following pertaining to you: Children____ Miscarriages_____ Arthritis,

Asthma,   Allergies, Colitis, Constipation, Diabetes, Diarrhea, Diverticulitis, Heart,  Hemorrhoids,  Headaches, Candidiasis,  Chronic Fatigue, Bad Breath,  Indigestion,  
Backache: Upper or Lower,  Kidney,  Prostate, Uterus, Skin Disorders, Eyes,  Foot Aches,  Genitals,  Gastritis, Cancer_____: Type___________, X-Rays, Chemotherapy,

· Are you currently under doctor’s care (explain):_________________________________

·  Surgeries or disorders requiring hospitalization:_________________________________
· How often do you use: Aspirin ______, Antacids_____, Cigarettes_____, Alcohol______, Coffee (daily amount)_______, Black Tea_______, Vitamins______, 
· List all prescription medications currently taking:_______________________________

· Do you receive: Chiropractic care?________________, Massage?_________________

· What does your daily diet consist of___________________________________________

· How often do you exercise?__________________What type?______________ 

· Blood Pressure _____/______Pulse Rate_________ Cholesterol Count___________

· Have you ever had a colonic?__________, Series________, Results_________________

· Bowel movements per day:______Size______Color______Odor_______Shape_______

I, the undersigned, herby acknowledge that A Unique Touch II, Inc. has not, is not, and will not prescribe (order for use of medicine) for me at any time, and I, the undersigned, will not hold them accountable for such.  The therapist is helping me with natural hygiene at my request, and is not diagnosing nor treating disease, nor practicing any form of medicine.

Signature:___________________________________ Date:________________

**Office Use Only
   Colonic Observations    
Therapist:___________________________
 Date   Scope Rectum  Anus  Bowel   Waste  Mucus  Cecum  Water  Temp  Persist.  Gas    Ther.
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	


 Scope
   Rectum     Anis     Bowel    Waste     Mucus    Cecum   Water   Persist.   Gas

1-adult    piles-int    normal   atonic
const.
   normal    normal   20-gal  normal   putref 
2-child    piles-ext    pubic     spastic  diarrhea    new       heavy    25-gal   hyper     ferment


   fissure       coccyx   ptosis    chyme     toxic      toxic      30-gal   hypo
