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Initials Number # Visit # Date

Rate each of the following symptoms based on the last 48 hours:
0 Never  or almost never  have the symptom 3 Frequently have it, effect is not severe

1 Occasionally  have it, effect is not severe 4 Frequently  have it, effect is severe

2 Ocasionally  have it, effect is severe

HEAD ________Headaches ________Nausea, vomiting
________Faintness ________Diarrhea
________Dizziness ________Constipation
________Insomnia ________Bloated feeling

TOTAL ________Belching, passing gas

________Heartburn
EYES ________Watery or itchy eyes ________Intestinal/stomach pain

________Swollen, red or sticky eyelids TOTAL

________Bags or dark circles under eyes
________Blurred or tunnel vision ________Pain or aches in joints

(does not include near- ________Arthritis
or far-sightedness) ________Stiff or limitation of movement
TOTAL ________Pain or aches in muscles

________Feeling of weakness or tired
________Itchy ears TOTAL

________Earaches, ear infections
________Drainage from ear WEIGHT ________Binge eating/drinking
________Ringing in ears, hearing loss ________Craving certain foods

TOTAL ________Excessive weight

________Compulsive eating
NOSE ________Stuffy nose ________Water retention

________Sinus problems ________Underweight
________Hay fever TOTAL

________Sneezing attacks
________Excessive mucus formation ________Fatigue, sluggishness

TOTAL ________Apathy, lethargy

________Hyperactivity
________Chronic coughing ________Restlessness
________Gagging,  need to clear throat TOTAL

________Sore throat, hoarse, loss of voice
________Swollen or discolored tongue, MIND ________Poor memory

gums or lips ________Confusion, poor comprehension
________Canker sores ________Poor concentration

TOTAL ________Poor physical coordination

________Difficulty in making decisions
SKIN ________Acne ________Stuttering or stammering

________Hives, rashes, dry skin ________Slurred speech
________Hair loss ________Learning disabilities
________Flushing, hot flashes TOTAL

________Excessive sweating
TOTAL ________Mood swings

________Anxiety, fear, nervousness
HEART ________Irregular or skipped heartbeat ________Anger, irritability, aggression

________Rapid or pounding heartbeat ________Depression
________Chest pain TOTAL

TOTAL

________Frequent illness
LUNGS ________Chest congestion ________Frequent or urgent urination

________Asthma, bronchitis ________Genital itch or discharge
________Shortness of breath TOTAL

________Difficulty breathing
TOTAL
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Happy Health and Wellness 
Informed Consent for Intravenous (IV) and Intramuscular (IM) Therapy 

I, _____________________________, hereby authorize staff from Happy Health and Wellness to 
administer intravenous therapy and/or intramuscular shots.  I have recounted a complete history of all 
known allergies that I may have.  I understand that this treatment involves inserting a needle and 
injecting a standardized formula into my veins or muscles.  I realize there may be some discomfort at the 
site of treatment and that it is my responsibility to inform the staff of any burning, pain, or negative 
reactions that I may be experiencing.  During intravenous treatment, it is possible for the injection fluid 
to leak out of the vein into the surrounding tissue.  I understand that although the infiltrated fluid may 
cause pain, it is not dangerous to my health and my body will absorb the fluid.  I realize that during and 
after my treatment I may experience temporary discomfort at the site of treatment.   
Advantages of IV/IM therapy: 

• Not affected by stomach or intestinal disease 
• Total amount given is available to tissues requiring the constituents 
• Force nutrients into the cells by means of a high concentration gradient despite low energy due 

to illness 
• Gives doses of nutrients higher than those possible by mouth without intestinal irritation 

Disadvantages of IV/IM therapy: 
• Pain, bruising or infection at injection site 
• Inflammation of vein used for infusion, phlebitis 
• Severe allergic reaction or anaphylaxis, resulting in cardiac arrest, possibly death 

Alternatives to IV/IM therapy: 
• Oral supplementation 
• Lifestyle and dietary changes 

I understand there is no implied or stated guarantee of success or effectiveness of any specific 
treatment.  I understand that I am free to withdraw my consent and to discontinue participation in these 
treatments at any time.  I understand that, except in emergencies, I must give 24 hours notice of intent 
to cancel or reschedule my appointment or there is a $25.00 charge.  Also, after missing 3 appointments 
with no notification, IV privileges may be suspended. 

Name (please print):__________________________________________________________________ 
Signed: ______________________________________________	Date:___________________ 
Witnessed By: _______________________________________________________________________


