InSideOut & WithIn Client Medical Intake Form
16239 Alametos  Drive      Houston, Texas  77083

281-561-8181 Office     832-372-2425 Cell                    FAX #  281-561-8222
EMAIL:     jacksoninsideout@aol.com 
Colon Hydrotherapy prescription has to be written prior to the Colonic Irrigation Session

Name _________________________________________________________________________________________________
Address  _______________________________________________________________________________________________
Email Address: __________________________________________________________________________________________
Phone # _____________________________________________  Cell # _____________________________________________
Height _______________ Weight _____________ Birth date_______________ Age ___________________

Why have you chosen Colon Irrigation Session(s)?  ______________________________________________

Please place a check to any of the below conditions that apply to you in the past or the present: 
CONTRAINDICATIONS:

___Abdominal Hernia 


____Diverticulosis/Diverticulitis
                     ___Carcinoma of the colon

___Abdominal Surgery


____Fissures & Fistulas

___Cardiac Condition

___Abnormal Distension


____Hemorrhaging

                    ___Crohns Disease

___Acute Liver Failure


____Hemorrhoidectomy
                   ___Colitis

___Anemia



____Intestinal Perforations
                   ___Dialysis Patient

___Aneurysm (Al types)


____Lupus


                  ___Pregnant (due date)_________
___Rectal/Colon Surgery


____Renal Insufficiencies


Other Possible Complications or medical conditions:

Bladder infections ____,
Bloating ____,
Blood in Stool ____,  BM Painful/Difficult ______, Burning Itching Anus_____, Constipation______, Diarrhea_____, Infectious Disease______,   Hemorrhoids (internal or external)_________,  Rectal Bleeding ______,  Recent Barium Enema______,  Recent Colonoscopy_____,  Straining ____,  Use Laxatives_____,  Vomiting _____,  Date of Last Menstrual___________, 

Other medical information you feel the doctor should consider or you would like to discuss:

______________________________________________________________________________________
I have not been diagnosed with any contraindications for colon irrigation.  I am aware that this colon irrigation device facility has a License Medical Director that is not on site.  I am aware that a prescription from a physician licensed by a medical doctor from the State of Texas is required prior to the colonic irrigation procedure.  I am aware that adverse events such as perforation, injury and illness have been reported and claimed with the use of colon irrigation and enema devices.  Should I experience resistance during the nozzle insertion, discomfort, or pain I will immediately stop my session.  I am responsible for immediately stopping my session at any time.  I am aware that Colon Hydro therapist do not diagnose, prescribe, cure, or treat any disease.  
I UNDERSTAND AND AGREE THAT ALL SALES ARE FINAL/ NO REFUNDS :  
Client Signature _____________________________________________________  Date________________________________

I, Janice Jackson have reviewed this form with the client _________________________________________________________

 “Physician’s Order “

 Signature of Authorizing Physician ________________________________________ License Number J5053
Number of Session allowed by Physician _________________   Date of Rx ___________________________
Dr. Herbert Watkins                           3375 West Park Drive Houston, Texas                              713-204-7981   

PLEASE USE THIS PAGE TO LIST ANY ADDITIONAL MEDICATIONS OR CONCERNS FOR THE PHYSICIAN TO CONSIDER.  
Your Name ______________________________________________________________________________

Address _________________________________________________________________________________

Phone Number ___________________________________________________________________________

Best time to reach you if necessary __________________________________________________________

Please Write Below:
_________________________________________________________________________________________________

Physicians Remarks (if necessary) 

