New Client Intake Form

Welcome to BioTune Your Health, LLC
Thank you for choosing BioTune Your Health. Our mission is to help you improve your overall wellness through personalized coaching, movement, recovery services, and more. Please complete this form thoroughly. All information is kept confidential and is used to provide safe, effective services.

CLIENT INFORMATION
Today's Date: _________________________
First Name: ____________________________
Last Name: ____________________________
Date of Birth: _________________________
Age: __________
Gender (Optional):
☐ Male
☐ Female

Address

City _____________________
State _______
Zip ___________
Phone Number

Email Address

Preferred Method of Contact
☐ Phone
☐ Text
☐ Email

Occupation

Emergency Contact
Name _______________________________________
Relationship ________________________________
Phone _______________________________________

HEALTH HISTORY
Please answer honestly. Your safety is our priority.
Have you ever been diagnosed with any of the following?
☐ High Blood Pressure
☐ Heart Disease
☐ Diabetes
☐ Stroke
☐ Arthritis
☐ Osteoporosis
☐ Cancer
☐ Fibromyalgia
☐ Chronic Pain
☐ Back Problems
☐ Neck Problems
☐ Joint Problems
☐ Sciatica
☐ Vertigo
☐ Epilepsy/Seizures
☐ Asthma
☐ Anxiety
☐ Depression
☐ Autoimmune Disorder
☐ Pregnancy
☐ Recent Surgery
☐ None
Other Medical Conditions



CURRENT MEDICATIONS
Please list all medications and supplements.




CURRENT PAIN OR DISCOMFORT
Do you currently have pain?
☐ Yes
☐ No
If yes:
Location

Pain Level (Circle One)
0 1 2 3 4 5 6 7 8 9 10
Describe the pain

How long have you had it?


EXERCISE HISTORY
How often do you exercise?
☐ Never
☐ 1–2 Days Per Week
☐ 3–4 Days Per Week
☐ 5+ Days Per Week

Activities You Participate In
☐ Walking
☐ Running
☐ Weight Training
☐ Yoga
☐ Pilates
☐ Cycling
☐ Swimming
☐ Sports
☐ Other


WELLNESS GOALS
What are your primary goals?
☐ Reduce Pain
☐ Improve Flexibility
☐ Improve Mobility
☐ Increase Strength
☐ Lose Weight
☐ Improve Posture
☐ Stress Relief
☐ Improve Athletic Performance
☐ Improve Overall Wellness
☐ Recover from Injury
☐ Better Sleep
☐ Increase Energy
☐ Healthy Aging
☐ Other

What would you most like to accomplish over the next 90 days?



SERVICES OF INTEREST
Please circle all services you are interested in.

 Health Coaching
 Fitness Coaching
 Red Light 
 Sound Wave Bed 
 Molecular Hydrogen Inhalation
 NIR Light 
 Vibration Power Plate
 Session Packages
 Health Coaching Books

LIFESTYLE QUESTIONS
How would you rate your current stress level?
☐ Low
☐ Moderate
☐ High

Average Hours of Sleep Per Night

Water Intake Per Day

Do you smoke or vape?
☐ Yes
☐ No
Do you consume alcohol?
☐ Never
☐ Occasionally
☐ Frequently

HOW DID YOU HEAR ABOUT US?
☐ Google
☐ Facebook
☐ Instagram
☐ Friend
☐ Physician
☐ Event
☐ Walk-In
☐ Other


CLIENT ACKNOWLEDGMENT
I certify that the information provided on this form is true and complete to the best of my knowledge. I understand that withholding medical information may affect the safety and effectiveness of the services I receive. I agree to notify BioTune Your Health, LLC of any changes to my health status, medications, injuries, or medical conditions before future appointments.

Client Signature

Printed Name

Date

