Consultation Form

Name:






Address: 

Email: 

D.O.B:



 

Telephone:



Emergency Contact No and Name: 

GP’s Name:



Address:
Have you ever received bodywork/massage/osteopathy/physiotherapy  before? 



What kind?:

                       How often?

Main reason for treatment today?:
Medical History 

Are you currently taking any prescribed medication or natural remedies?

Are you receiving any form of complementary therapy?

How would you describe your present health?

Medical history/operations/injuries:

Muscular/skeletal problems:

Digestive problems:

Nervous system:

Immune system:

Circulatory system: 

Skin:

Gynaecological problems: 

Allergies:

Lifestyle - Hobbies /Interests:

Occupation:





How well do you cope with stress? 

On a level of 1-10 how stressful is your job?:

Do you eat or drink or do the following:
Regular meals: 


Eat in a hurry:

Food/vitamin supplements:

Drink water: 

Coffee:



smoke:

Exercise:



drink alcohol:

Relax easily: 



How do you relax
Sleep well: 



How long in hours:

:

I accept that the information I have given is true to the best of my knowledge and I have not withheld any information concerning my health. 
I understand that there is a possibility of developing some minor reactions as my body adjusts to the treatment given.
I have also been made aware of the contra-indications, while recognising that all due care will be taken by my practitioner I am aware that my participation in the treatment is by my own choice. 


Signed: 






Dated:













