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ﬁlient’s Name : (Mr,Mrs,Miss,Ms)

Address:

Tel:(home) (mobile) (work)
Date of Birth: Age: Children:
Personal Characteristics: Occupation

@ Condition: /J

| have agreed to be a case StUAY TOr ... e s et e e

A STUAENT PraCtiliONer 1N ...t e e e e e e e e e e e e e

[1 I have undertaken a full consultation and completieel lifestyle questionnaire prior to
treatment, which is complete and to the best okngwledge.
! H# $ $F %!

% % $%&( )$ %! %I+

&1 | have obtained medical consent from my G.P. teeHhis treatment.

$ $ % %! $ -
& I have not obtained medical consent from my G.Maiee this treatment.
$ $ % %! $-
84] | agreed to notify the Practitioner of any chanceny medical condition.
%! " ." % "$ '$ % %

[] | bhave had the therapist explained to me.
& #- " )$% !
I hereby confirm that all the content in these dpeunts are true and correct.

% - )$

Client’s SIgNatUIE........oivi i e e e e e e Date.........oovveviniinnnn.

Have you been referred for treatment?
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Personal detalil

Client’'s Name:

Date of birth: Occupation:

Height: cm. Weight: kg. Age: years
Address:

Home No: Mobile No:

Office No: E-mail:

General Health Status Excellent Good Fair Poor

Body Conditions
Skin conditions

Psoriasis Skin cancer Fungal Infection
Skin allergies Warts Acne
Cuts/Bruises Others
Musculoskeletal System
Bone/Joint Disease Broken bones
Metal pins/plates Arthritis
Sprains/Strains Lower back/Hip/Leg Pain
Neck/Shoulder/Arm Pain Headache/Head injury
Tendinitis Others
Circulatory System
Heart condition Pacemaker Hemophilia
Varicose Vein Thrombosis/Phlebitis Edema
Blood pressure (High/Low) Cellulite Others
Respiratory System
Asthma Breathing difficulty Bronchitis
Sinus/Cough Others
Digestive System
Constipation Diarrhea IBS
Indigestion Bloating Eating Disorder
Others
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Others

Diabetes Epilepsy Hepatitis

Pregnancy months Claustrophobia Migraine

Menopause Depression Insomnia

Others

Lifestyle Check (Circles any which are relevant)

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

Do you exercise? Yes/No If yes, how often?

Types of exercise:

How well do you sleep at night? Well Restless Poorly
How many hours sleep per night? 8 or more 5-7 Less than 4
Diet (Circles any which are relevant)

k?z(;l gr?éjega(;/igtg well ves/No (Iij);)y%/)ou eat 3 meals per ves/No

Do you drink? Coffee Tea Water Juice Carbonated
How much?

Do you drink alcohol? Yes/No If yes, how often?

What Type?

ﬁ;r(t)ad)éou allergic to any Yes/No If yes, Which type?

Massage Therapy (Circles any which are relevant)

How often do you receive a massage? Regularly Seldom Never
What massage pressure do you prefer? Light Medium Strong
What results do you want to get? Pain Relief Relax Release tension
Posture (Circles any which are relevant)

Posture Scoliosis Kyphosis Lordosis
Body Type Ectomorph Mesomorph Endomorph
Skin Type Dry Normal Oily

Muscle Tone Flaccid Normal Spastic

Treatment plan
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Postural and Visual Observation

Please mark up the following symbol(s) on the body chart according to client’s appearance

Varicose veins oo Muscle tension XX
Broken capillaries /1 Pain AN
Cellulite Joint stiff
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TECHNIQUES APPLIED

FUTURE TREATMENT

RECOMMENDATIONS

RESPONSE FROM CLIENT
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SESSION NQ DURATION

TECHNIQUES APPLIED

FUTURE TREATMENT

RECOMMENDATIONS

RESPONSE FROM CLIENT

DATE
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