EQUILIBRIUM MASSAGE THERAPIES

          Indian Head Massage

 


                                       Client Consultation Form

	PERSONAL DETAILS

	Surname:
	
	Consultation Date:
	    /     /      

	First Name(s):
	
	

	Title:
	
	Telephone – daytime:
	

	Address:
	
	                   - evening:
	

	
	
	Gender:
	[image: image1.wmf]M

[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?
	[image: image3.wmf]Via Email



 CONTROL Forms.OptionButton.1 \s [image: image4.wmf]Via Text Msg



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




	THERAPY HISTORY

	Reason for wanting Indian Head Massage:
	

	Expectations from Treatment:
	

	Have you previously had an Indian Head Massage?
	[image: image6.wmf]Yes



 CONTROL Forms.OptionButton.1 \s [image: image7.wmf]No


	If Yes, please give details of success:


	MEDICAL & SURGICAL HISTORY

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

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

	Details of any allergies that you have:
	

	Details of problem areas of your body:
	Onset

(when does it usually start?)
	Frequency

(how often do you get it?)
	Duration

(how long does it go on for?)

	1.
	
	
	

	2.
	
	
	

	Have you had any operations in the last year?
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 CONTROL Forms.OptionButton.1 \s [image: image9.wmf]No



	
	If Yes then
	What Operation?
	

	
	
	When?
	

	Are you currently receiving any other professional treatments for your body?
	[image: image10.wmf]Osteopath/Chiropractor



 CONTROL Forms.CheckBox.1 \s [image: image11.wmf]Physiotherapist



 CONTROL Forms.CheckBox.1 \s [image: image12.wmf]Other



	If so, please give details:
	

	Please indicate if you currently, or have ever, suffered from any of the conditions below (tick as many boxes as apply to you):

	Skin Conditions
[image: image13.wmf]Acute infectious 

disease


[image: image14.wmf]Dermatitis / Eczema 

/ Psoriasis / Acne


[image: image15.wmf]Severe bruising, open 

cuts or abrasions



 CONTROL Forms.CheckBox.1 \s [image: image16.wmf]Skin cancer



 CONTROL Forms.CheckBox.1 \s [image: image17.wmf]Skin or Scalp infections 

/ skin disorders


Skin Conditions (cont.)

[image: image18.wmf]Undiagnosed lumps, 

bumps or swellings



	Circulation
[image: image19.wmf]Angina


[image: image20.wmf]Arteriosclerosis


[image: image21.wmf]Blood Pressure 

(high/low)


[image: image22.wmf]Hypertension


[image: image23.wmf]Phlebitis


[image: image24.wmf]Thrombosis/ Embolism



 CONTROL Forms.CheckBox.1 \s [image: image25.wmf]Varicose Veins


	Illnesses

[image: image26.wmf]Arthritis



 CONTROL Forms.CheckBox.1 \s [image: image27.wmf]Cancer



 CONTROL Forms.CheckBox.1 \s [image: image28.wmf]Diabetes
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 CONTROL Forms.CheckBox.1 \s [image: image30.wmf]Hepatitis



 CONTROL Forms.CheckBox.1 \s [image: image31.wmf]HIV/AIDS



 CONTROL Forms.CheckBox.1 \s [image: image32.wmf]Lung Disease



 CONTROL Forms.CheckBox.1 \s [image: image33.wmf]Multiple Sclerosis



 CONTROL Forms.CheckBox.1 \s [image: image34.wmf]Neuritis


	Joint and Muscle Problems
[image: image35.wmf]Back Problems



 CONTROL Forms.CheckBox.1 \s [image: image36.wmf]Broken Bones



 CONTROL Forms.CheckBox.1 \s [image: image37.wmf]Fractures



 CONTROL Forms.CheckBox.1 \s [image: image38.wmf]Joint Problems 



 CONTROL Forms.CheckBox.1 \s [image: image39.wmf]Metal Plate/Pins



 CONTROL Forms.CheckBox.1 \s [image: image40.wmf]Recent head or neck 

injury




	
	General Conditions

[image: image41.wmf]Asthma


[image: image42.wmf]Eye infections
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	Mind and Mood
[image: image44.wmf]Anxiety



 CONTROL Forms.CheckBox.1 \s [image: image45.wmf]Insomnia
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 CONTROL Forms.CheckBox.1 \s [image: image47.wmf]Nervousness


[image: image48.wmf]Exhaustion 

(mental/emotional)
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	Any other diagnosed condition (please specify):



	Female Clients Only

	Are you pregnant?
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	If Yes, How many weeks?
	


	CLIENT LIFESTYLE DETAILS

	Lifestyle
	( Active ( Sedentary

	Do you work at a computer?
	( Yes ( No     If Yes, how many hours:

	Do you eat regular meals?
	( Yes ( No     
	Do you eat in a hurry?
	( Yes ( No     

	Do you take any food / vitamin supplements?
	( Yes ( No     
	If Yes, which ones?

	How many cups/glasses of water and non-caffeinated drinks do you drink per day?
	

	How many cups/glasses of caffeinated (e.g. tea, coffee) drinks do you drink per day?
	

	Do you drink alcohol?
	( Yes ( No     
	If Yes, how many units per day?

	Do you smoke?
	( Yes ( No     
	If Yes, how many per day? 

	Do you Exercise regularly?
	( Yes ( No     
	If Yes, what type and how often? 

	How many hours a week do you work (on average)?
	

	What percentage of your work do you find stressful?
	( 0-25%  ( 26-50%  ( 51-75%  ( 76-100%      

	General Stress Level (1-10) [10=highest]
	

	Hobbies / Interests:
	

	How easy do you find it to relax?
	( Very Easy  ( Easy  ( Not Very Easy  ( Difficult      

	What do you do to relax?
	

	How well do you sleep?
	( Very Well  ( Good  ( Restless  ( Poor      

	What is your average hours sleep per night?
	( 8 or more  ( 6 to 8  ( 4 to 6  ( 0 to 4    

	What is your skin type?
	( Oily  ( Dry  ( Fair  ( Combination      


	TREATMENT PLAN (to be completed by the therapist)

	


CLIENT 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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