EQUILIBRIUM MASSAGE THERAPIES   


    Client Consultation Form
Swedish Relaxing / Deep Tissue / Hot Stone Massage

	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(s) for wanting Massage Treatment:
	

	Expectations from Massage Treatment:
	

	Have you previously had Massage or any other Holistic Treatment?
	[image: image6.wmf]Yes

[image: image7.wmf]No



	If Yes, What treatment & When did you have it?
	


	MEDICAL & SURGICAL HISTORY

	Please provide Medical & Surgical History:

(include details of condition / surgery and date 

diagnosed / surgery performed)
	Condition/Surgery
	Date diagnosed / performed

	
	1.


	

	
	2.
	

	Details any current conditions currently being treated by your doctor, therapist or yourself:
	

	Details of any current medication, treatments or alternative therapies:
	

	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?
	[image: image8.wmf]Yes



 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:
	

	Female Clients Only

	Date of Last Period:
	    /     /      
	

	Do you suffer with PMT?
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	If Yes, How does it affect you?
	

	Do you suffer from menstrual pains?
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	Are you menopausal?
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	If Yes, How does it affect you?
	

	Are you pregnant?
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	If Yes, How many weeks?
	

	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: image21.wmf]Acne


[image: image22.wmf]Athlete's Foot
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[image: image24.wmf]Boils


[image: image25.wmf]Bruises


[image: image26.wmf]Burns


[image: image27.wmf]Dermatitis


[image: image28.wmf]Eczema


[image: image29.wmf]Herpes
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[image: image33.wmf]Rash
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[image: image36.wmf]Skin Sensitivity


[image: image37.wmf]Spots


[image: image38.wmf]Stings


[image: image39.wmf]Warts/Verrucas


[image: image40.wmf]Weeping Ulcers


[image: image41.wmf]Wounds


	Circulation
[image: image42.wmf]Angina


[image: image43.wmf]Arteriosclerosis


[image: image44.wmf]Blood Pressure 

(high/low)


[image: image45.wmf]Broken Veins


[image: image46.wmf]Cellulite


[image: image47.wmf]Cold Hands/Feet


[image: image48.wmf]Fluid Retention


[image: image49.wmf]Heart Conditions


[image: image50.wmf]Hypertension


[image: image51.wmf]Myositis ossificans


[image: image52.wmf]Pacemaker fitted


[image: image53.wmf]Phlebitis


[image: image54.wmf]Thrombosis


[image: image55.wmf]Varicose Veins


	Other Conditions
[image: image56.wmf]Arthritis



 CONTROL Forms.CheckBox.1 \s [image: image57.wmf]Cancer



 CONTROL Forms.CheckBox.1 \s [image: image58.wmf]Diabetes



 CONTROL Forms.CheckBox.1 \s [image: image59.wmf]Epilepsy



 CONTROL Forms.CheckBox.1 \s [image: image60.wmf]Fever



 CONTROL Forms.CheckBox.1 \s [image: image61.wmf]Hepatitis



 CONTROL Forms.CheckBox.1 \s [image: image62.wmf]HIV/AIDS



 CONTROL Forms.CheckBox.1 \s [image: image63.wmf]Lung Disease



 CONTROL Forms.CheckBox.1 \s [image: image64.wmf]Multiple Sclerosis



 CONTROL Forms.CheckBox.1 \s [image: image65.wmf]Neuritis


	Digestive
[image: image66.wmf]Bloating


[image: image67.wmf]Constipation


[image: image68.wmf]Diarrhoea


[image: image69.wmf]Gall Bladder


[image: image70.wmf]Hernia


[image: image71.wmf]Stomach problems



	
	
	Joint and Muscle Problems
[image: image72.wmf]Back Problems



 CONTROL Forms.CheckBox.1 \s [image: image73.wmf]Broken Bones



 CONTROL Forms.CheckBox.1 \s [image: image74.wmf]Fractures



 CONTROL Forms.CheckBox.1 \s [image: image75.wmf]Joint Problems 



 CONTROL Forms.CheckBox.1 \s [image: image76.wmf]Metal Plate/Pins



 CONTROL Forms.CheckBox.1 \s [image: image77.wmf]Sprain


	Mind and Mood
[image: image78.wmf]Anxiety


[image: image79.wmf]Depression


[image: image80.wmf]Exhaustion 

(mental/emotional)
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[image: image84.wmf]Tension



	Any other diagnosed condition (please specify):



	LIFESTYLE

	What is your appetite like?
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 CONTROL Forms.OptionButton.1 \s [image: image86.wmf]Good



 CONTROL Forms.OptionButton.1 \s [image: image87.wmf]Fair



 CONTROL Forms.OptionButton.1 \s [image: image88.wmf]Poor



	Do you have a well balanced diet?
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 CONTROL Forms.OptionButton.1 \s [image: image90.wmf]No



	Do you eat meals regularly each day?
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 CONTROL Forms.OptionButton.1 \s [image: image92.wmf]No



	Do you have regular bowel movements?
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 CONTROL Forms.OptionButton.1 \s [image: image94.wmf]No



	How many cups/glasses of water and non-caffeinated drinks do you drink per day?
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 CONTROL Forms.OptionButton.1 \s [image: image97.wmf]4 to 6



 CONTROL Forms.OptionButton.1 \s [image: image98.wmf]0 to 4



	How many cups/glasses of caffeinated (e.g. tea, coffee) drinks do you drink per day?
	[image: image99.wmf]8 or more
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 CONTROL Forms.OptionButton.1 \s [image: image101.wmf]3-4



 CONTROL Forms.OptionButton.1 \s [image: image102.wmf]0-2



	Do you drink alcohol?
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 CONTROL Forms.OptionButton.1 \s [image: image104.wmf]No


	If Yes, approx. how many units per week? 

	Do you smoke?
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 CONTROL Forms.OptionButton.1 \s [image: image106.wmf]No


	If Yes, approx. how many cigarettes per day? 

	Do you Exercise regularly?
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 CONTROL Forms.OptionButton.1 \s [image: image108.wmf]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?
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 CONTROL Forms.OptionButton.1 \s [image: image112.wmf]76-100%



	Hobbies / Interests:
	

	How easy do you find it to relax?
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 CONTROL Forms.OptionButton.1 \s [image: image115.wmf]Not very easy



 CONTROL Forms.OptionButton.1 \s [image: image116.wmf]Difficult



	What do you do to relax?
	

	How well do you sleep?
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 CONTROL Forms.OptionButton.1 \s [image: image120.wmf]Poor



	What is your average hours sleep per night?
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	What is your general body skin type?
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 CONTROL Forms.OptionButton.1 \s [image: image127.wmf]Fair



 CONTROL Forms.OptionButton.1 \s [image: image128.wmf]Combination




To be completed by Therapist:

	Initial Treatment Plan:




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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