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71 Bradford Street, Northampton, MA 01060 | 508-243-5383 

Patient Intake Form & Health History 

Date of initial visit:  

Name:  

Address:  

Cell phone:  Date of birth: 

Home phone:  Age:  

Email address:  Occupation: 

Marital status:  Referred by: 

Patient Consent 
Payment information: Payment is due at time of service or before. Receipts on request. 
Unfortunately, Chaya is unable to accept health insurance, but she can accept most Health 
Savings Accounts (HSAs).  

Cancellation and no-show policies: If you must cancel or reschedule, please do so at least 
48 hours in advance. We charge for the full session for cancellations made with less 
than 48 hours’ notice. In inclement weather, Chaya will contact you that day. Chaya is quite 
forgiving when a woman must reschedule due to menstruation, but requires that you reschedule, 
or you will be charged for the full session. Thank you for understanding.  

Pelvic Floor Evaluation/Treatment: If you are receiving a pelvic floor assessment and 
treatment, this can include an internal vaginal exam to assess pelvic musculature health. 
Treatment of any findings may include internal vaginal massage, instruction in pelvic muscle and 
breathing exercises, rectal assessment, massage, and the Arvigo Techniques of Maya Abdominal 
Therapy. If you prefer to receive only abdominal massage without internal pelvic work, please 
specify prior to treatment. At the beginning of each initial session with a client, Chaya performs a 
thorough intake during which this will be addressed.  

Privacy Practices: Health Insurance Portability & Accountability Act (HIPAA) regulations require 
all practitioners to have a signed release form from their client before taking any notes about 
them. This health history and any additional notes for the purpose of your client care and Chaya’s 
research and understanding of pelvic floor health and healing. 

I, _______________________, give my permission to Chaya Leia Aronson, RN, BSN, to take my 
health history and notes in our sessions, and to use this data for my care as well as research 
purposes. I understand that my identifying information, such as name, birthday, and address, will 
not be included.  

I understand the payment and cancellation policy. I understand that a copy of this form is 
available upon request. 

Signature: ____________________________________ Date: ____________ 



Health History 

What is the primary reason for your visit today? 

When did it start? 

What brought it on? 

 

Describe any stressors that were occurring at the time: 

 

Do any activities provide relief? 

 

Do any activities make it worse? 

 

Are you working with any other practitioners? If so please list their name(s) and modalities: 

 

 

What medications, herbs, and/or supplements are you currently taking? 

 

 

Do you have any allergies? 

 

What surgeries have you had, if any, and when? 

 

Have you ever been hospitalized? When and for what? 

 

What accidents have you had, if any (car crashes, falls on ice, injuries to sacrum, head, or 
tailbone)? 

 

Do you have any other relevant health history to share? 

 

Do you have any relevant family health history to share? 

 

  



Digestion 

Describe your typical daily diet (breakfast, lunch, dinner, and snacks): 

 

 

 

 

 

 

 

 

How much water do you drink each day? 

 

How much caffeine do you have each day? 

 

Do you have any food cravings? What foods? 

 

Do you binge eat? What foods? 

 

Do you have gas or bloating after eating? What foods trigger this? 

 

List any food allergies or intolerances: 

 

How frequently do you have a bowel movement? 

Do your stools sink or float? 

Do you experience constipation? Diarrhea? Mucus in stool? Blood in stool? Pain with stooling?  

 

 

 

  



Lifestyle, Emotional and Spiritual 

What is your opinion of yourself?  

 

 

Describe your most positive emotion: When do you typically experience that? 

 

 

Describe your most negative emotion. When do you typically experience that? 

 

 

Do you have a spiritual/religious practice? Describe: 

 

 

List your hobbies and passions: 

 

 

Describe your exercise routine: 

 

 

Describe your intentions/visions for your next:  
6 months: 

 

1 year: 

 

Do you use: 

!Tobacco? How much?  

!Alcohol? How much? 

!Marijuana? How much?  

Do you think you have an addiction to any of these substances? 

 

 

  



Male Reproductive Health History 

Do you have or have you had any of the following symptoms? (check all that apply) 

!Painful urination. Past? Present?_______ 

!Pain or burning with urination 

!Urinary retention. Past? Present?______ 

!Urinary incontinence or dribbling 

!Difficult starting or holding urine stream 

!Weak or interrupted urine flow 

!Nocturnal urination. How many times?______ 

!Blood or pus in urine 

!Frequent bladder or kidney infections. 
   When?______ 

!Insatiable sex drive 

!Difficulty obtaining an erection 

!Difficulty maintaining an erection 

!Pelvic pressure  

!Painful ejaculation  

!Pain in lower back, especially  
   after intercourse 

!Pain or discomfort between  
   scrotum and testicles 

Pain or discomfort in: 

   !Penis 

   !Testicles 

   !Rectum 

Pain or discomfort in inner thighs: 

   !Left 

   !Right 

   !Both 
 

If you have had a prostate specific antigen (PSA) test, what was the date and results, if known? 

 

If you have had a sperm count test, what was the date and results, if known? 

  

If anyone in your family has had prostate disease, list their relationship to you, and type of 
prostate disease, if known:  

If anyone in your family has had cancer, list their relationship to you, and type of cancer, if 
known:  

 

Have you had or do you now have a sexually transmitted infection (STI)? If yes, which one(s): 

 

How would you rate your interest in sex (high, moderate, low, none)? 

Have you experienced sexual, physical, or emotional trauma?  
If yes and you wish to share more about this, please do: 

 

 

If yes, did you undergo counseling for this experience? Was it helpful? 

 



Other Medical History 

Do you have or have you had any of the following? (check all that apply) 

!Asthma  

!Anxiety 

!Depression 

!Insomnia  

!Frequent colds/sinus infections 

!Cold hands or feet 

!Swollen ankles 

!Sore heels while walking 

!Painful or swollen joints 

!Muscular tension, if yes, where? 

!Sciatica  

!Herniated discs 

!Hernia, if yes, what kind? 

!Skin issues, if yes, what type? 

!Cancer, if yes, what kind? 

Past or present? 
 

 


