	Consultation Form

	Title
	Mr / Mrs / Miss / ​​​​_____
	Surname
	

	Date of Birth
	
	First Names
	

	Sex
	Male / Female
	Marital Status
	Married / Single / Divorced

	Address
	
	
	
	

	
	
	
	Post Code
	

	
	
	
	
	

	Telephone
	
	Home
	
	Work/Mobile

	Email
	
	

	Life Style

	Occupation
	
	
	
	

	Hobbies & Interests
	
	
	
	

	Exercise


	
	
	
	

	Alcohol 
	
	Units per week
	
	

	Smoker
	Yes / No
	Daily Intake
	
	

	Diet
	
	
	
	

	Well Balanced
	Yes / No
	Details
	
	

	Tea / Coffee Daily Intake
	
	Water Daily Intake
	
	

	
	
	
	
	

	Sleeping Pattern
	
	
	
	

	Stress Levels
	Low  1  2  3  4  5  6  7  8  9  10  High
	
	

	Energy Levels
	Low  1  2  3  4  5  6  7  8  9  10  High
	
	

	
	
	
	
	

	Medical Details

	Height
	
	Feet/Metres
	
	

	Weight
	
	Stone/Kilos
	
	

	Doctor’s Name
	
	
	Doctor’s Telephone
	

	Doctor’s Address
	
	
	
	

	Current State of Health
	
	
	
	

	
	
	
	
	

	
	Yes
	No
	Details
	

	Medication


	
	
	
	

	Treatment

(medical or complementary)
	
	
	
	

	Cardiovascular

	Chest Pain
	
	
	
	

	Heart Problems
	
	
	
	

	Blood Pressure
	
	
	
	

	Fluid Retention
	
	
	
	

	Varicose Veins/Thrombosis
	
	
	
	

	Cellulite
	
	
	
	

	Respiratory
	
	
	
	

	Asthma
	
	
	
	

	Bronchitis
	
	
	
	

	Cough
	
	
	
	

	Digestive
	
	
	
	

	Bowel Problems
	
	
	
	

	Diabetes
	
	
	
	

	Liver/Gall Bladder
	
	
	
	

	Genito-Urinary
	
	
	
	

	Kidney Stones/Infection
	
	
	
	

	Prostate
	
	
	
	

	Urinary Problems
	
	
	
	

	Muscular/Skeletal
	
	
	
	

	Neck
	
	
	
	

	Back
	
	
	
	

	Stiff Joints
	
	
	
	

	Headaches
	
	
	
	

	Rheumatism
	
	
	
	

	Skin Disorders
	
	
	
	

	Eczema
	
	
	
	

	Psoriasis
	
	
	
	

	Menstruation
	
	
	
	

	Irregular 
	
	
	
	

	PMT
	
	
	
	

	Menopause
	
	
	
	

	Date of last period
	
	
	
	

	Pregnant
	
	
	
	

	Previous Pregnancy 
	
	
	
	

	Others
	
	
	
	

	Epilepsy
	
	
	
	

	Thyroid
	
	
	
	

	Allergies
	
	
	
	

	Cancer
	
	
	
	

	Operations
	
	
	
	

	Depression
	
	
	
	

	Scars
	
	
	

	Additional Information and Observation of Client

	
	
	
	
	

	Reason for Consultation

	

	Treatment Plan

	

	
	
	
	
	

	Signed
	
	Client
	Date
	

	Signed
	
	Therapist
	Date
	

	
	
	
	
	


