
CONSULTATION FORM ………………………………………………..

These questions are asked for your own safety.  The information given will be treated as private and confidential and will not be revealed to any third party without your prior authorisation in writing.

	Name: ____________________________________________________________________________

Address:___________________________________________________________________________

Tel: (Home) __________________________________(Mobile):________________________________

Email Address:  _______________________________Date of Birth:___________________________

Occupation:___________________________________No. & Ages of Children___________________

Doctors Name & Tel No:_______________________________________________________________




	Date of last visit to GP or alternative practitioner and reason:




	Medication in use (inc.steroids, HRT etc.):




HEALTH DISORDERS/CONDITIONS/SYMPTOMS      PLEASE TICK

	Hi/lo blood pressure
	
	Diabetes
	

	Cancer
	
	Epilepsy
	

	Respiratory conditions
	
	Contagious skin conditions
	

	Heart Conditions
	
	Recent Pregnancy
	

	High Cholesterol
	
	Varicose Veins
	

	Thyroid
	
	Allergies
	

	Thrombosis/Phlebitis
	
	Poor Circulation
	

	Digestive problems
	
	Kidney/bladder
	

	Stress
	
	Arthritis/rheumatism
	

	Emotional Problems
	
	Menstruation Problems
	

	Depression
	
	Infertility
	

	Insomnia
	
	Hormonal Problems
	

	Migraine/Headaches
	
	Fluid Retention
	

	Backache
	
	Cellulite
	

	Other pain
	
	Overweight
	


	Any other disorders/conditions/symptoms not mentioned above:




	Recent accidents/injuries/operations:




LIFESTYLE/DIET       PLEASE TICK

	Smoking
	
	Meat
	
	Spicy Food
	

	Exercise
	
	Dairy
	
	Fried Food
	

	Alcohol
	
	Fish
	
	Fast Food
	

	Water
	
	Beans/Pulses/Grains
	
	Sugar
	

	Tea
	
	Vegetables
	
	Sugar
	

	Coffee
	
	Fruit
	
	
	


Signature………………………………………………                              Date:………………………………..

	Reason for threatment:

Name of the Therapist:




	Observations:



	Date
	Treatment/Essential Oils Used

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


