ABC Reflexology Consultation Form

Consultation Form


	Clients Name:

Address:

Tel No:

Email:

D.O.B:
	GP Name:

Clinic Address:

Tel No:

Permission to contact:  YES / NO


	Family Circumstances: (partner / dependants)



	

	Occupation:

FT / PT

	

	Medical History: (illnesses, diseases, disorders, accidents, injuries, operations etc)









GP Referral Obtained (

	

	Family Medical History: 



	

	Medication: (past and present)



	
	

	Presenting Conditions: (reasons for Reflexology)



LIFESTYLE
	Diet: (typical daily intake, fluids & supplements)


	Exercise:


	Smoke / Alcohol Consumption:


	Hobbies / Relaxation:



	Stress Levels / Worries and Fears:



SYSTEM REVIEW
	Skin:


	Skeletal:

	
	

	Muscular:


	Nervous:

	
	

	Circulatory:


	Lymphatic:

	
	

	Respiratory:


	Glandular:

	
	

	Reproductive:


	Renal:

	
	

	Digestive:


	Special Senses:

	
	

	Details of previous treatments:

Other Complementary Treatments:



Any Additional Information:
	The information used on this consultation sheet is treated with the strictest confidence.
Client Signature:







Date:


	Consultant Signature:






Date:


