Proactive Health
Health Assessment Form(EFT)


	Date:  



	Name: 


	Age: 
	DOB: 



	Cell Phone:  


	Home Phone:  

	Email Address: 


	Occupation:

	Home Address: 



	                 City:  


	State: 


	Zip Code:  



	Marital status:


	Spouse’s Name: 
	Children: 



	How did you hear about me?      



	Do I 

Do I    Do I have your permission to touch you as part of the EFT process? Initial if YES: _____________




Office Notes:

Disclaimer

I, ________________________________________, understand that Ela Corcoran is not a medical doctor (MD) and do not portray herself to be and any information that she may provide is only general information and is not to be considered medical or legal advice. I understand that in the session we will use a technique falling under the category of energy psychology called EFT or Emotional Freedom Techniques. While there is increasing amounts of research showing the effectiveness of these techniques EFT is not yet accepted as a mainstream method and therefore, is considered experimental.
Due to the experimental nature of EFT I agree to assume and accept full responsibility for any and all risks associated with utilizing EFT both in and out of a session with Ela Corcoran. In no case is EFT intended to diagnose, treat, cure or prevent any disease or psychological disorder. EFT is not intended as a substitute for medical or psychological treatment. Any stories or testimonials about EFT are not to be considered a warranty, guarantee or prediction regarding any outcome of any individual using EFT.

I understand that while Ela Corcoran, being a Homeopath and Holistic Health Coach, is providing these methods in a coaching capacity and accepts no responsibility or liability whatsoever for the use or misuse of the information or techniques presented. I understand that I am strongly advised to seek professional advice as appropriate before making any health related decisions. If I am on any medications, I understand that I am NOT to change any dosages and should consult my physician or the professional who prescribed my medications. I fully understand that Ela Corcoran does not offer allopathic drugs, surgery, chemical stimulants, or any other conventional treatments. In addition, she does not diagnose, treat or otherwise prescribe for my disease, conditions or illness, or perform any act that would constitute the practice of medicine for which a license is required. I have solicited her in good faith, exercising my free will and following the dictates of my own conscious, which allows me to select what I understand is most beneficial to my (or my child’s) health. I am fully aware and release Ela Corcoran to consult, balance, recommend, educate, and suggest the health improvement protocols and products. 
By signing below I acknowledge that I have read and understand all parts of the waiver, that I had the opportunity to ask any questions with regard to the described procedures, and that I hereby affirm: I am not here for medical diagnostic or treatment procedures and I am here on this and any subsequent visit solely on my own behalf. Any action or inaction as a consequence of my consultation is undertaken entirely at my own risk and liability, and I release Ela Corcoran from all claims as a result of all consultations with her. 
Patient’s Signature: ______________________________________

Date:   ____________________ 

ALL INFORMATION GIVEN ON THIS FORM IS KEPT STRICTLY CONFIDENTIAL. 

Please complete the form to the best of your knowledge. Expand each section as needed.
NOTE: Upon completion mail this form back to
info@ocproactivehealth.com
What is the issue that you would most like to focus on?
List 1-3 the most important issues, physical, mental or emotional in nature, in order of the most importance to the least importance that you would like to address with EFT. 

Rate each issue. When you close your eyes and think about each issue, what is the level of emotional charge you feel on it? Please rate the issue from 0-10, where 10 is the highest measure.
Answer the questions for each issue.    

	Issue #1: 


	RATING:

	

	What have you already done to try to resolve your issue?

	

	What do you think is the biggest block to resolving it?


	

	How would your life be different if/when you did not have this issue?


	


	Issue #2:



	RATING:

	

	What have you already done to try to resolve your issue?

	

	What do you think is the biggest block to resolving it?


	

	How would your life be different if/when you did not have this issue?


	


	Issue #3:



	RATING:

	

	What have you already done to try to resolve your issue?

	

	What do you think is the biggest block to resolving it?


	

	How would your life be different if/when you did not have this issue?


	


(Add more, if needed)
	Have you tried EFT sessions before? If yes, please list what issues were worked on and which were or were not successfully resolved. 

	

	What other information would you like me to know?  

	


Short Medical History Do you have any medical condition(s) of which I need to be aware?  (like major diseases, accidents, hospitalizations etc. - in order if possible. Continue on by adding more rows, if necessary:

	Condition
	Onset
	Treatment

	
	
	

	
	
	

	
	
	


Emotional Traumas:
List emotional traumas of any kind that you remember happened in your life?
	Year
	What happened

	
	

	
	

	
	

	
	


The below questions help you decide how your issue is affecting your life questions: 

(Feel free to use additional page(s) or on the back for more detail.)

1)      If you were to live life over, what person or event would you prefer to skip?       

	


2)      What makes you angry and why?            

	


3)      What was the last time you cried and why?        

	


4)      What is your biggest regret or sadness?       

	


5)      What is missing in your life to make it ideal?       

	


6)      Who would be upset if you were completely “healed”?       

	


7)      What do you wish you had never done?       

	


8)      What is one positive goal you would like to achieve?       

	


9)       What would you like to change in your life?      

	


Any other issues you would like to work on? Put an X by the most urgent issues: 
__ Depression or grief
__ Weight Issues or Self Esteem
__ Chronic or Current Pain
__ Stress/Anxiety
__ Relationship Challenge(s)
__ Fears or Phobias
      __ Being More Effective at Work (or home)
      __ Balancing Work and Personal Life
      __ Sports Performance (Golf, Tennis, Skiing, etc)
      __ Anger, Frustration, or Resentment
      __ Past Trauma or Painful Memory
      __ Experiencing more joy and/or peace of mind
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