
CONSULTATION FORM
Thank you for choosing to have a treatment with me. The following form is necessary for me to gain vital information to ensure a SAFE and SUCCESSFUL treatment. There are certain conditions which may mean your treatment needs adapted or could prevent treatment taking place (a doctor’s note may be needed). Providing this information gives me an ongoing picture of you and enables me to treat you more effectively and professionally, tailoring each treatment specifically to your needs and wellbeing. All information given is confidential.
FULL NAME............................................................................................DOB.......................................AGE..................

ADDRESS........................................................................................................................................................................

EMAIL ADDRESS...............................................................................................MOBILE NO...........................................

EMERGENCY CONTACT NAME AND NUMBER............................................................................................................
DO YOU HAVE OR HAVE HAD ANY OF THE FOLLOWING CONDITIONS OR PROBLEMS?
	ALLERGIES
	
	DIABETES
	
	JOINT PROBLEMS
	
	SPINAL ISSUES
	

	ARTHRITIS
	
	DIZZINESS
	
	MENSTRUAL/PMT
	
	SENSITIVE SKIN
	

	ASTHMA
	
	DVT
	
	MS
	
	THYROID
	

	ANXIETY
	
	EAR PROBLEMS
	
	RECENT BIRTH
	
	VARICOSE VEINS
	

	BP HIGH/LOW
	
	EPILEPSY
	
	BREAST FEEDING
	
	FUNGAL NAIL
	

	BRUISING
	
	FIBROMYALGIA
	
	PREGNANT
	
	BROKEN SKIN
	

	BLADDER
	
	HEART CONDITION
	
	OSTEOPOROSIS
	
	
	

	BREAKS/FRACTURES
	
	HEADACHES/MIGRAINE
	
	SINUS
	
	
	

	CANCER
	
	IBS/DIGESTIVE
	
	SKIN ISSUES 
	
	
	

	DEPRESSION
	
	INJURIES
	
	SCIATICA
	
	
	

	PLEASE EXPLAIN ANY OF THE ABOVE, ANYTHING NOT LISTED, SURGERY/RECENT AND ANY MEDICATION




	FACIALS ONLY : SKIN TYPE: 
SKIN CARE ROUTINE: CLEANSERS/ TONER /MOISTURISER/ EXFOLIATOR/ MASK/ EYE CREAM / NIGHT CREAM/ OTHER
SKIN ISSUES:



LIFESTYLE : GENERAL HEALTH: GOOD/ AVERAGE/ POOR          SMOKE: Y / N      ALCOHOL: Y/ N   SLEEP: WELL / POOR  
STRESS LEVELS: L / M / H              MARITAL STATUS: .................................      NUMBER/AGES OF CHILDREN: 
OCCUPATION.........................................................................HOBBIES/INTERESTS......................................................... 
HAVE YOU HAD HOLISTIC/MASSAGE TREATMENTS BEFORE? PLEASE WRITE WHAT TREATMENTS, ANY SIDE EFFECTS. SUMMARY OF ANY AREAS OF CONCERN THAT YOU WOULD LIKE TREATMENT TO HELP AND EXPECTATIONS
	


PRESSURE PREFERENCE.................................................. RECENT TREATMENT?...............................................


BY SIGNING BELOW I DECLARE THAT THE INFORMATION GIVEN IS CORRECT AND AM AWARE OF THE RISKS OF NOT DISCLOSING IMPORTANT HEALTH ISSUES (PLEASE SIGN AND PRINT)
............................................................................................................................DATE.....................................................
THERAPISTS SIGNATURE....................................................................
PLEASE PAY THERAPIST DIRECTLY ON THE DAY OF TREATMENT BY CASH OR BANK TRANSFER
SAVE TREATMENT TIME BY INPUTTING BANK TRANSFER DETAILS PRIOR TO ARRIVAL FOR TREATMENT, THANKS
EILEEN WOOD PERSONAL MONZO ACCOUNT  29338784     SORT CODE:  04-00-04

