EQUILIBRIUM MASSAGE THERAPIES


    Hopi Ear Candle Therapy 

Treatment History Record

	PERSONAL DETAILS

	Surname:
	
	Consultation Date:
	    /     /      

	First Name(s):
	
	

	Title:
	
	Telephone – daytime:
	

	Address:
	
	                   - evening:
	

	
	
	Gender:
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[image: image2.wmf]F



	
	
	Date of Birth:
	      /       /      

	Postcode:
	
	Occupation:
	

	Email Address:
	
	

	Civil Status:
	
	Emergency Contact info 

(incase of an emergency during therapy session)

	Children + Ages:
	
	

	GP Name:
	
	Name:
	

	GP Address:
	
	Telephone Number:
	

	
	
	Relationship to Contact:
	

	Can we contact you with promotional messages?
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 CONTROL Forms.OptionButton.1 \s [image: image4.wmf]Via Text Msg



 CONTROL Forms.OptionButton.1 \s [image: image5.wmf]Do not contact




	CONDITIONS PROMPTING HOPI EAR CANDLE THERAPY:

	Do you currently or have you ever suffered from any of the following conditions? 
(please tick as many as applicable to you)
	( Excessive Compacted Ear Wax  

( Irritation in the Ears or Sinuses  

( Sinusitis  ( Rhinitis  ( Glue-Ear  

( Regular colds/flu  ( Frequent headaches  

( Migraines  ( Neck problems  ( Tinnitus  

( Vertigo (or poor balance)  ( Meniere’s Disease  ( Loss of hearing  ( Snoring  
( Other conditions (please specify):




	EAR DETAILS & TREATMENT  HISTORY

	Current Symptoms of concern in Ears/Head:
	

	Which Ears affected and which is the worst?
	( Left  ( Right  ( Both 
                           (Worst? ( Left  ( Right ( Both)  

	Is the Ear Drum perforated?
	( No  ( Yes  

	Are Grommets installed in your ears?
	( No  ( Yes  

	Is there currently any inflammation or infection of your ears?
	( No  ( Yes  

	Do you have your ears syringed? 

(if Yes, when was this last carried out?)
	( No  ( Yes  

Date last performed:    /     /      

	Are you currently on medication or having any other treatment for this condition? 
	( No  ( Yes  

Details of medication/treatment:      


	Expectations from Hopi Ear Candle Treatment:
	

	Have you previously had Hopi Ear Candle Treatment?
	( No  ( Yes  

If Yes, please give details of success:




	OTHER

	What is your face skin type?
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	MEDICAL & THERAPY HISTORY

	Current conditions being treated by your doctor, therapist or yourself:
	

	Current medication, treatments or other holistic/alternative therapies being taken:
	

	Are you allergic to any of the following ingredients, used in the candles? (please tick as appropriate):
	( Beeswax ( Honey  ( Sage  ( St John’s Wort  ( Camomile  ( Beta-carotene  ( Cotton



	Details of any other known allergies that you have:
	

	Have you had any operations in the last year?
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	If Yes then
	What Operation?
	

	
	
	When?
	


	Do you have or are you currently affected by any of the following? (please indicate as appropriate)

	Illnesses

[image: image12.wmf]Any forms of 

infection, disease 

or fever?
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 CONTROL Forms.CheckBox.1 \s [image: image14.wmf]Cancer
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vomiting?
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	Joint and Muscle Problems
[image: image23.wmf]Osteoporosis
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	Circulation
[image: image30.wmf]Blood conditions


[image: image31.wmf]Blood Pressure 

(high/low)


[image: image32.wmf]Heart conditions


	General Conditions
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	Mind and Mood
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[image: image38.wmf]Depression



 CONTROL Forms.CheckBox.1 \s [image: image39.wmf]Exhaustion 

(mental/emotional)
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To be completed by Therapist:

	Initial Treatment Plan:




DECLARATION: “I confirm that the information given above is correct and that to my knowledge, I have not withheld any information that may be deemed relevant to my treatment. I will notify the therapist of any future changes in my health before receiving further treatments. I accept full responsibility for any problems arising from my omissions on this form, including relevant health conditions, medications and ongoing medical treatments.”
PLEASE NOTE: All information held about clients is held securely in strictest confidence.
	Client Signature:
	Date:        /       /      


	Therapist Signature:
	Date:        /       /      
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