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CONSULTATION FORM
CONFIDENTIAL



Name: ___________________________________________________________________

Address:__________________________________________________________________

________________________________________Telephone No.:_____________________

Date of Birth (optional) :____________________

Doctors Details: ____________________________________________________________

Profession: __________________________Typical Working Hours ___________________

Work Breaks ? _________________Frequency _______________Length_______________

Hobbies: _______________________Ability to relax_______________________________

Sleep pattern:____________________________ Energy levels_______________________

Reason for treatment: _______________________________________________________

Expectation of treatment: ____________________________________________________



MEDICAL HEALTH

Medication?______________________________________________________________

Operations and dates?______________________________________________________

Major Illnesses and dates?___________________________________________________

Allergies?________________________________________________________________

Hereditary Illness?_____________ ___________________________________________

Smoker?__________________ Frequency ____________________Amount___________

Clients view of general state of health?___________ _____________________________										





Please answer yes or no for the following questions, if you answer yes please give details:


Are you currently taking mediation or supplements?________________________________



Have you any circulatory or respiratory disorders? __________________________________



Do you have high or low blood pressure? _________________________________________

Do you have high or low cholesterol levels? _______________________________________

Do you have any heart conditions ? _____________________________________________

Do you have any skin disorders or sensitivity? _____________________________________

Do you have diabetes?________________________________________________________

Do you suffer from epilepsy?____________ Do you suffer from arthritis?_______________

Do you have varicose veins?___________ Have you had them removed?_______________

Are you pregnant?___________ if yes, how many months?__________________________


Please rate the following from 1 – 10 ( 1 = low, 10 – high):

Stress levels ___________________________ Anxiety______________________________

Tension_______________________________ Depression ___________________________


Additional information: 






The information I have given is correct to the best of my knowledge. I have been informed of about contraindications. I am happy to proceed with the treatment.


Client signature:  _______________________________ Date:_________________________
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