                                                         CLIENT MEDICAL HISTORY

NAME:_______________________________________________AGE:_________________

ADDRESS:_____________________________________________TEL:________________

_______________________________________________________

DOCTORS  NAME AND TELEPHONE NUMBER_________________________________

___________________________________________________________________________

PLEASE LIST ANY MEDICATION THAT YOU ARE TAKING:_____________________

___________________________________________________________________________

___________________________________________________________________________

DO YOU SUFFER FROM ANY OF THESE AILMENTS? 

DIABETES____________

EPILEPSY_____________

VARICOSE VEINS________________

HEART DISEASE OR IN THE FAMILY___________

ARE YOU PREGNANT________________

DESCRIBE YOUR BLOOD PRESSURE(HIGH,LOW)________________

THROMBOSIS__________________

CANCER_______________________

PLEASE LIST ANY OPERATIONS THAT YOU HAVE HAD__________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

PLEASE LIST ANY MUSCLE ACHES OR PROBLEMS (CONTINUE ON A SEPARATE SHEET IF NECESSARY)_________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________   

PLEASE LIST ANY SKELETAL PROBLEMS (CONTINUE ON A SEPARATE SHEET IF NECESSARY)____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

WHY HAVE YOU COME FOR TREATMENT (CONTINUE ON A SEPARATE SHEET IF NECESSARY)__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

OUTLINE ANY EMOTIONAL STRESS THAT YOU ARE SUFFERING FROM AT THIS MOMENT_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

FEMALE REPRODUCTIVE MATTERS: QUALITY OF PERIODS/ MENOPAUSE/ PREGNANCY/ CHILDBIRTH_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

 PAINFUL LOSSES (FAMILY/CHILDREN/FRIENDS/PETS/RELATIONSHIPS/JOBS/ETC)_________

____________________________________________________________________________________________________________________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

INTIMATE RELATIONSHIPS OVERALL – HOW DO YOU RATE THEM? (SUCCESSFUL, DISTRESSFUL,HOPEFUL, FEARFUL)  ___________________________________________________

DO YOU HAVE ANY PROBLEMS WITH YOUR DIGESTIVE SYSTEM? IF SO, DESCRIBE IN FULL------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

DO YOU HAVE ANY PROBLEMS WITH YOUR URINARYSYSTEM? IF SO, DESCRIBE IN FULL------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
ARE THERE ANY TROUBLESOME RELATIONSHIPS IN YOUR LIFE? (FAMILY, FRIENDS, COLLEAGUES ETC) -----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

DO YOU SLEEP WELL? FOR HOW LONG?________________________________________________ ______________________________________________________________________________________
SIGNIFICANT HABITS ( SMOKING, DRINKING, BITING NAILS)? ____________________________
PHOBIAS:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SPIRITUAL HISTORY (ANYTHING THAT YOU WOULD LIKE TO SHARE THAT MIGHT BE RELEVANT):____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

DENTAL HISTORY (BRACES, EXTRACTIONS, FILLING MATERIALS, AMALGAMS REPLACED, FLOURIDETREATMENT):_______________________________________________________________

ARE YOU ALLERGIC TO ANYTHING ESPECIALLY ANY ESSENTIAL OILS OR CARRIER OILS? IF YES PLEASE SPECIFY________________________________________________________________

I APPRECIATE THAT KINESIOLOGISTS AND AROMATHERAPISTS DO NOT GIVE MEDICAL DIAGNOSIS AND TREATMENT. I UNDERSTAND THAT MY GP IS MEDICALLY RESPONSIBLE FOR ME AND MY DEPENDANTS.

I DECLARE THAT ALL THE INFORMATION THAT I HAVE GIVEN, ON THIS FORM TO BE TRUE.

SIGNED________________________________________DATE:_________________________________

PLEASE LIST ON A SEPARATE SHEET OF PAPER ANY FURTHER INFORMATIOJN THAT YOU FEEL WOULD BE RELEVANT TO TREATING YOUR SYMPTOMS:

ONCE YOU HAVE FILLED IN THIS FORM AND YOU HAVE PLACED AN ORDER FOR A REMEDY OR BOOKED AN APPOINTMENT, PLEASE EMAIL THIS FORM TO:

info@healthytherapies.com
