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PATIENT PRE-SCREENING FORM FOR PARTICIPATION IN THE 10-DAY ADVANCED HEALTH RETREAT AT SWASWARA 

To be filled digitally and sent back as a soft copy. Any changes in treatment after the submission must be intimated to us.

Date at the time of filling:
Which retreat would you like to join? (Date, year):  

Room required: single / double

Name:   
What you like to be called: 

Gender:

Address:

Phone no:

Email:

Date of Birth:                      Age:                       

Height:                                 Weight:

Referred by:

CURRENT SITUATION

List your current problems and how long you have had them. Start with the oldest problem and go to the latest one.

1.

2.

3. 

4.

5.

6.

7.

8.

9.

10.

CURRENT MEDICATIONS

List all the medications and supplements being taken in detail. Please list every individual dose as a separate medication. Please list every supplement and topical ointments or applications and even oral contraceptives in detail.


	Medication taken
	For what
	Dosage (mg, ml, etc.)
	At what time
	Since approximately how long
	Any problems with this medication?

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Are you under any other kind of therapy or treatment besides medicines? 

PAST HISTORY

Any major past health problems or surgeries?

Any major allergies or food aggravations?

Any emergency treatments that you have needed in the past? Please specify.

Any hospitalization needed in the past? For what condition?

Do you do any exercise regularly?

Do you have any major stress?

Do you have any major habits or addictions? (tea, coffee, smoking, alcohol, drugs, anything else?)

FAMILY HISTORY

Is there a family history of any of these conditions? If yes, please describe:

DAILY MEAL PLAN 

Please list all the foods you normally take, listing all options so as to give a fair idea of your daily diet. Do not miss out the teas and coffees. Try to list everything. Details will enable your therapist to give you a diet plan as close to what you are used to and like as possible

Wake up – 

Breakfast – 

Snack – 

Lunch – 

Snack – 

Dinner – 

Bedtime - 

Anything in between -

Please send scans of any tests that you wish to submit that co-relate with your current ailments.

Doctors / Nutritionists shall not be held responsible for any consequences of receiving wrong information.
Is there something special that you wish to gain from this program? If so, let us know in details so that we can try to prepare for this.
