Carol Scott Therapy Client Questionnaire
Personal Details
Name________________________________________________________
Address ______________________________________________________
___________________________________Post Code__________________
Home Telephone_______________________________________________
Work Telephone_______________________________________________
Mobile_______________________________________________________
E-mail________________________________________________________
Date of Birth __________________________________________________
Occupation____________________________________________________
Relationship Status_____________________________________________
How did you find out about me? __________________________________
Lifestyle
Please indicate type and quantities per week:
Alcohol intake_________________________________________________
Tobacco/Cigarettes_____________________________________________
Tea/Coffee____________________________________________________
Fizzy Drinks___________________________________________________
Sugar/Sweets/Chocolate_________________________________________
Daily Fluid intake_______________________________________________
Exercise______________________________________________________
Rest_________________________________________________________
Do you have any allergies?  If so, to what? __________________________
_____________________________________________________________
General type of diet? ___________________________________________
_____________________________________________________________
Present Treatment
Please list any current medications (include vitamins and supplements) _____________________________________________________________
_____________________________________________________________
Please list any other current treatment and complementary therapies_____________________________________________________
Please describe what you would like to consult me about? _____________
_____________________________________________________________
What have been the main stresses in your life – past and present? 
_____________________________________________________________
What was your childhood like? ___________________________________

Medical History
Please list any illnesses, accidents, hospitalisations, investigation, treatments and medication in chronological order.  Include childhood diseases, births and any long term prescriptions (i.e. contraceptive pill, HRT, tranquillisers, blood pressure tablets, etc.)
   Age              Condition 		Treatment
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________

Is there any other information that you think might be useful? __________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
Form of Consent
I confirm that I request treatment from Carol Scott.  I understand that no promises of cure have been made and that a medical diagnosis will not be given.  I understand that some of the healing techniques involve the use of touch.  I have stated all of my known physical conditions, medical conditions, and medication, and I will keep Carol Scott Therapy updated with any changes.  I understand that I am responsible to pay for sessions that I do not attend or those that I cancel with less than 24 hours’ notice.  I understand that by signing this authorization I give Carol Scott Therapy permission to maintain my personal information including aura photographs.  This information will be useful to review my aura changes over time.  I acknowledge that I have the right to choose to have my personal information held by Carol Scott Therapy deleted at any time.
[bookmark: _GoBack]I give Carol Scott permission to use my aura photos – with privacy silhouette – for demonstrations/workshops.  YES      NO 

Signed_____________________________________________
Print_______________________________________________

