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Client Consultation Form
	First name
	Surname
	DoB/age:

	     
	     
	     


	Address

	     

	Email:
	     

	Phone (Home)
	Phone (Work)
	Phone (Mobile)

	     
	     
	     


Occupation and main daily activities (exercise, hobbies etc)
	     
	


Please list any injuries, surgery or serious illness/trauma experienced, including in childhood
	Age/Year
     
	Summary of issue
     


General health – tick any that are current or ongoing issues, or you have a history of, whether diagnosed or not:
	 FORMCHECKBOX 

Circulatory disorder

 FORMCHECKBOX 

Respiratory disorder

 FORMCHECKBOX 

Heart condition

 FORMCHECKBOX 

High/low blood pressure

 FORMCHECKBOX 

Thrombosis

 FORMCHECKBOX 

Dizziness or blackouts

 FORMCHECKBOX 

Dental or jaw issues

 FORMCHECKBOX 

Varicose veins

 FORMCHECKBOX 

Epilepsy

 FORMCHECKBOX 

Diabetes

 FORMCHECKBOX 

Abdominal complaint

 FORMCHECKBOX 

Bowel complaint

 FORMCHECKBOX 

Urinary complaint
	 FORMCHECKBOX 

Gynaecological complaint

 FORMCHECKBOX 

Skin disorder

 FORMCHECKBOX 

Eye condition/vision disturbance

 FORMCHECKBOX 

Allergy or intolerance

 FORMCHECKBOX 

Auto-immune disease

 FORMCHECKBOX 

Osteo-arthritis

 FORMCHECKBOX 

Neurological disorder (MS, stroke etc)

 FORMCHECKBOX 

Widespread chronic pain

 FORMCHECKBOX 

Headaches incl migraine

 FORMCHECKBOX 

Tinnitus

 FORMCHECKBOX 

Eating disorder

 FORMCHECKBOX 

Potentially fatal condition

 FORMCHECKBOX 

Smoker?


Give the name(s) of any condition you are currently receiving treatment for and medication being taken:
	     


	(for women) 

Number of pregnancies:

     
Number of live births:

     
Ages of children now:

     
Any complications with birth (including C-section):

     
Your PRIMARY Reason for seeking treatment (include any relevant symptoms/diagnosis/previous treatment and outstanding referrals, also what relieves/exacerbates the issue)

	     


	Any other Reason(s) for seeking treatment (include any relevant symptoms/diagnosis/previous treatment)

	     


What (if any) other complementary therapies do you use/have you used?

	     


Tick here if you have, or think you might have, had Covid-19: 

 FORMCHECKBOX 

Tick here if you have had at least a first Covid-19 vaccination:

 FORMCHECKBOX 

Please write here anything else you think I should know:

	     


Form revised March 2021

