Dragonfly Wellness and Yoga Basic Health History and Intake Form
Back Class
Name MR
Street a d d r e s s
[bookmark: _GoBack]City/State/Zip 318 Algiers Ct.
Cell Phone 707) 480-0659
DOB 1 2 1 2 6
Emergency Contact /Phone #
Relationship to You
Do you experience any back or neck pain or other conditions of the spine? If so
what positions can make it better or worse? And have you been told to avoid
anything by a doctor? N o a No
At your work or in your day do you sit, stand, lift weight, or perform repetitive
activities? Explain? Mostly sitting, sometines stand./standing desk
Do you have any other health or wellness concerns/conditions currently?
Concerns regarding weight t lack of exercise/ stratch
If yes, are you receiving any professional or medical support for any of these
c o n c e r n s ? No
Describe your primary reason for attending this workshop focusing on the back.
What is your ideal outcome for our time together?
Where do you typically hold tension or discomfort in your body?
- Ideal outcome increase care strength, flexibility, and establish
a consistant long term yoga rowtine
- I tend to hold tension in my neck, shoalders and lower back.
How would you describe your overall energy level? Does it fluctuate or stay
consistent? When are you most/least energized during the day? Over all my energy
level is low, it does flustwete thought sourere lead ensures arenes
I t h i n k not s l e e p i n well is
On a scale of 1-5 how would you rate your stress levels currently in the
following areas (1=low and 5=high)?
-Health-related 4
-work-related 3
-Primary Relationships 2
-Financial 3
What activities/aspects in your life give you the most pleasure and meaning?
- being creative ofloral design, garden, cooking and being
out in n a t u r e
What is your experience with Mindfulness & Yoga Practices?
1=limited, 2=moderate, 3=experienced (3 plus yrs regular practice)
-Poses/Asanas 1
-Breathwork/Pranayama
-Relaxation \
-Meditation L
-Yogic or Buddhist wisdom studies O
Is there anything else you would like to share?
Mondays (March 17,24,31) and Thursdays (March 20,27) 6:30pm
Online: You will be sent a link to Zoo


Dragonfly Wellness and Yoga Basic Health History and Intake Form
Back Class
Name NM

Email pepperstx@gmail.com

Street address 18623 Schroeder Dr Eagle River AK 99577
City/State/Zip

Cell Phone 907 862 5595

DOB 2/10/1979

Emergency Contact /Phone # 907 887 6703

Relationship to You friend, 

Do you experience any back or neck pain or other conditions of the spine? If so what positions can make it better or worse? And have you been told to avoid anything by a doctor? 
Flare ups from old injuries. Flossing my spine, strengthening and stretching both help. Not avoiding anything. All stretches help

At your work or in your day do you sit, stand, lift weight, or perform repetitive activities? Explain?
I clean houses so a lot of time on my feet, repetitive motions in my shoulders, elbows and hands. I am active with my children when off work, we bike, hike, walk the dog. I do yoga about 3 times a week. It's an active practice. 


Do you have any other health or wellness concerns/conditions currently?
I have nodules in my hands and feet. If I do not stretch regularly my flexibility in my wrists, arms and legs is affected.

If yes, are you receiving any professional or medical support for any of these concerns? 
No. Yoga helps me more than pt.

Describe your primary reason for attending this workshop focusing on the back. What is your ideal outcome for our time together? I try some new routines and incorporate other stredches inot my routine. I always enjoy breath work in my practice and I am not always disciplined enough to do it on my own.
Where do you typically hold tension or discomfort in your body? Shoulders and neck

How would you describe your overall energy level? Does it fluctuate or stay consistent? When are you most/least energized during the day? Fluctuates. I am often tired late afternoon. 

On a scale of 1-5 how would you rate your stress levels currently in the following areas (1=low and 5=high)?
-Health-related 3
-work-related 2
-Primary Relationships 3
-Financial 5

What activities/aspects in your life give you the most pleasure and meaning? Connecting with nature, my family and taking time to slow down.

What is your experience with Mindfulness & Yoga Practices? 
1=limited, 2=moderate, 3=experienced (3 plus yrs regular practice)
-Poses/Asanas 3
-Breathwork/Pranayama 3
-Relaxation 3
-Meditation 2
-Yogic or Buddhist wisdom studies 2



Is there anything else you would like to share? Looking forward to our class together 
Dragonfly Wellness and Yoga Basic Health History and Intake Form
Back Class
Name LW
Email Wonga57@yahoo.com
Street address 3211 E 62ND AVE
City/State/Zip Anchorage, AK 99508
Cell Phone (360) 621 9685
DOB 02/20/1947
1
Emergency Contact /Phone #
Karen Mitchell (907) 351-0162
Relationship to You
Friend/neighbor
Do you experience any back or neck pain or other conditions of the spine? If so
what positions can make it better or worse? And have you been told to avoid
anything by a doctor?
I can no longer lift anything over 20# and
have a real difficult time pushing snow. (15 minute intervals then rest) Even
then my spine / back hurt. Hot bath, followed by icey hot usually makes it feel
better after awhile. Just avoiding those activities is smartest!
No doctor has told me to avoid anything.. Wes Moore is my Chiropracter.
At your work or in your day do you sit, stand, lift weight, or perform repetitive
activities? Explain?
I sit a lot, but try to get up and take a walk or change positions frequently.
Do you have any other health or wellness concerns/conditions currently?
Old age Under observation for heart problems (had mitral valve repair in 2015
Breast Cancer surgery 2021
If yes, are you receiving any professional or medical support for any of these
c o n c e r n s ?
Yes Routine follow up for both
Describe your primary reason for attending this workshop focusing on the back.
What is your ideal outcome for our time together? More Flexibility better habits
Where do you typically hold tension or discomfort in your body?
How would you describe your overall energy level? Does it fluctuate or stay
consistent? When are you most/least energized during the day?
Medium energy. Naps are needed more frequently.
On a scale of 1-5 how would you rate your stress levels currently in the
following areas (1=low and 5=high)?
-Health-related 3
-work-related O
-Primary Relationships 3
-Financial 1
What activities/aspects in your life give you the most pleasure and meaning?
Working on art projects/ nature
What is your experience with Mindfulness & Yoga Practices?
1=limited, 2=moderate, 3=experienced (3 plus yrs regular practice)
-Poses/Asanas 3
-Breathwork/Pranayama 2
-Relaxation 3
-Meditation 2
-Yogic or Buddhist wisdom studies 1
Is there anything else you would like to share?

Dragonfly Wellness and Yoga Basic Health History and Intake Form
Back Class
Name LR	


Street address PO BOX 1649
City/State/Zip  Kenai,AK  99611

Cell Phone  907 351-4540

DOB  12/15/72

Emergency Contact /Phone #   

Relationship to You  Husband

Do you experience any back or neck pain or other conditions of the spine? If so what positions can make it better or worse? And have you been told to avoid anything by a doctor? 
Neck, low back and thoracic pain, stiffness and limited rom
I use care with movements and stretching my low back during exercise and yoga.





At your work or in your day do you sit, stand, lift weight, or perform repetitive activities? Explain?  I use the computer during the day and try to alternate sitting and standing.

Do you have any other health or wellness concerns/conditions currently?  Intrathecal pain pump for chronic back/neck pain 

If yes, are you receiving any professional or medical support for any of these concerns? 
pain contract with AA Spine and Pain for pain pump

Describe your primary reason for attending this workshop focusing on the back. What is your ideal outcome for our time together? 
Where do you typically hold tension or discomfort in your body?
I am attending this workshop so I can continue to learn yoga that can help improve my back pain and help increase my upper back range of motion as my neck is fused and it is causing upper back pain, stiffness and decreased rom.  I also notice when my shoulders and upper back are tight that my bicep/triceps also become tight resulting in pain when I lift my arms above my head during normal daily activities and during yoga.
 I definitely hold tension in my neck and shoulders as well as my pelvic area which is often tight.  I would like to learn any stretching and strengthening techniques that could help with tight pelvic floor and incontinence as it can be a problem as well.

How would you describe your overall energy level? Does it fluctuate or stay consistent? When are you most/least energized during the day? Pain drains my energy so on days when I'm experiencing pain leaves me feeling less energized, early evenings are at times difficult with low energy.

On a scale of 1-5 how would you rate your stress levels currently in the following areas (1=low and 5=high)?
-Health-related 3
-work-related 1
-Primary Relationships 1
-Financial 2

What activities/aspects in your life give you the most pleasure and meaning? 
Yoga/meditation/walking, continuing my education, spiritual/bible reading and time with friends and family are the things that provide me pleasure!!

What is your experience with Mindfulness & Yoga Practices? 
1=limited, 2=moderate, 3=experienced (3 plus yrs regular practice)
-Poses/Asanas 3+
-Breathwork/Pranayama  3+
-Relaxation  3+
-Meditation 3+
-Yogic or Buddhist wisdom studies  1



Is there anything else you would like to share?  



Dragonfly Wellness and Yoga Basic Health History and Intake Form
Back Class
Name HK

Email 

Street address 8211 Wisteria St.
City/State/Zip anchorage, AK 99502

Cell Phone 907-250-0119

DOB 2/28/1961

Emergency Contact /Phone # 1-787-405-6736 Samarys Seguinot Medina

Relationship to You Friend

Do you experience any back or neck pain or other conditions of the spine? If so what positions can make it better or worse? And have you been told to avoid anything by a doctor? 

No problems with my back, or neck





At your work or in your day do you sit, stand, lift weight, or perform repetitive activities? Explain?

Deskwork, sitting on a yoga ball


Do you have any other health or wellness concerns/conditions currently?

Osteo arthritis

If yes, are you receiving any professional or medical support for any of these concerns? 

Yes

Describe your primary reason for attending this workshop focusing on the back. What is your ideal outcome for our time together? 
Where do you typically hold tension or discomfort in your body?
I want to make sure that I do not have back and/or neck problems as I age.
The ideal outcome is to earn the best positions to relieve pain and strengthen muscles.
 I tend to hold tension in my neck and shoulders.

How would you describe your overall energy level? Does it fluctuate or stay consistent? When are you most/least energized during the day? 
I typically have lots of energy during the morning and its wanes over the day.

On a scale of 1-5 how would you rate your stress levels currently in the following areas (1=low and 5=high)?
-Health-related. 2
-work-related  5
-Primary Relationships  2
-Financial  4

What activities/aspects in your life give you the most pleasure and meaning? 

Being outside in the woods, visiting with friends, playing games.




What is your experience with Mindfulness & Yoga Practices? 
1=limited, 2=moderate, 3=experienced (3 plus yrs regular practice)
-Poses/Asanas. 3
-Breathwork/Pranayama  3
-Relaxation  3
-Meditation  3
-Yogic or Buddhist wisdom studies  2




Is there anything else you would like to share? 
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