CONFIDENTIAL MEDICAL HISTORY FORM

To obtain the best and most effective treatment, your complementary therapist needs to know of any 
medical problems, which may affect your health care.

	TITLE:


	NAME:

	DATE OF BIRTH:


	GENDER:
	OCCUPATION:

	ADDRESS:


	POSTCODE:

	TEL NO:


	EMAIL:

	HAVE YOU SEEN A COMPLIMENTARY THERAPIST BEFORE?


	WHERE DID YOU HEAR ABOUT ME?

	YOUR DOCTOR’S NAME & ADDRESS


	EMERGENCY CONTACT NUMBER:



	REASON FOR VISIT / CONDITIONS / CONCERNS :
HOW / WHEN DID IT START:

WHAT MAKES IT WORSE:

WHAT MAKES IT BETTER:

WHAT WOULD YOU LIKE TO ACHIEVE FROM THE TREATMENT

	
	YES
	NO
	DETAILS:-

	ARE YOU:
1. Attending or receiving treatment from a doctor, hospital, clinic or specialist?
	
	
	

	2. Taking any pain killers, or prescribed medication?


	
	
	

	3. Taking any non-prescription drugs?


	
	
	

	4. Allergic to any medicines, foods or materials? Or any products not to be used on you?
	
	
	

	5. Pregnant or planning to become 

pregnant* ?
	
	
	

	6. Exposed to any of the following – Chemicals, pollution, electro-magnetic fields, excessive use of mobile phones, lack of daylight?
	
	
	

	7. Exposed to stressful situations? I.e. work, noisy neighbours, family.
	
	
	

	HAVE YOU:

1. Had any cardio-vascular disorders? i.e. thrombosis*, blood pressure, varicose veins, anemia.
	
	
	

	2. Had circulation problems (including water retention, cold extremities, DVT’s, phlebitis*.
	
	
	

	3. Had any respiratory disorders? i.e. asthma, bronchitis


	
	
	

	4. Ever been hospitalised


	
	
	

	5. Experienced depression or anxiety attacks?


	
	
	

	6. Have or had cancer 

	
	
	

	7. Do you have shingles*


	
	
	


	HAVE YOU CONT.

8. Had any serious illnesses


	Yes
	No
	Details:-

	9. Ever had any serious operations?


	
	
	

	10. Had any operation in the last year?


	
	
	

	11. Had any accidents/illnesses/infections not previously mentioned?
	
	
	

	12. Any medical conditions that run in the family?


	
	
	

	DO YOU:

1.Have Diabetes


	
	
	

	2. Have fainting attacks, giddiness, blackouts or epilepsy?


	
	
	

	3. Have arthritis?


	
	
	

	4. Carry a warning card?


	
	
	

	5. Have any infectious diseases (including HIV or hepatitis)


	
	
	

	6. Suffer from stomach problems?


	
	
	

	7. Have sensitive skin? Please also state if your skin type is dry / oily / combination / dehydrated. 
	
	
	

	8. Have trouble sleeping?


	
	
	

	9. Take regular exercise?

	
	
	

	10. Eat breakfast / eat a healthy diet?


	
	
	

	11. Have a regular bowel function?


	
	
	

	12. Menstruate regularly / excessive pain?


	
	
	

	13. Have any urinary problems?


	
	
	

	14. Smoke or vape?


	
	
	

	15. Drink fluids – please detail consumption per week


	
	
	

	16. Drink alcohol – please detail consumption per week
	
	
	

	* If you are having Reflexology, it is important to know that it may not be recommended for persons suffering from the following conditions: Thrombosis, phlebitis, gangrene, unstable heart condition, or any contagious disease.

	PLEASE GIVE ANY OTHER DETAILS WHICH MAY HELP YOUR THERAPIST. 

	

	· I declare that all information given on this consultation form is, in all respects, complete, true and correct to the best of my knowledge. 

· I confirm that I have received a Privacy Policy from my therapist.

· I shall inform the therapist of any change in my health or medication I am currently taking or shall take in the future.

· I understand and consent to undergo treatments, based on the explanation I have received and the medical information I have provided above. 

Completed by: Self / Parent / Guardian      Signature………….……………………………        Date……/……/……


