Nicola Brough Holistic Therapy


Name:

Date of Birth:




Address:


Phone:

Mobile:


E-mail:

Occupation:


Marital Status:

Interests/Sports:


Children:
Yes/NO 
Ages:




Medical History – (tick where appropriate)



�
Fractures
�
Surgery






�
Heart Related Illness
�
Blood Pressure






�
Headaches
�
Asthma






�
Allergies
�
Diabetes or Hypoglycaemia






�
Sleep Disturbances
�
Varicose Veins






�
PMT/Menstrual Problems
�
Infections (HIV, Herpes, Hepatitis) 






�
Epilepsy
�
Areas of Broken Skin/Burns 






�
Recent Cough or Cold
�
Cigarette Smoker






�
Spinal Injuries
�
Stress Related Illness (Depression)






�
Muscle or Skeletal Injury
�
Consumes Alcohol___ units per week






�
Consumes Coffee
�
Inflammation/Bruising/Sprain






Current and Past Medications (prescribed drugs, recreational drugs & supplements)

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………



How would you describe your current energy levels?……………………………………



Birth History & Childhood (any known details, any relevant history, i.e. trauma, interventions)………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….



Dentistry (any relevant history) ………………………………………………………….

…………………………………………………………………………………………………………………………………………………………………………………………



Psycho-emotional) Psychiatric, psychological processes that may/have affected your functioning and well-being……………………………………………………………….

…………………………………………………………………………………………………………………………………………………………………………………………



Family history (any major illnesses in family history or conditions appearing in several family members) …………………………………………………………………………

…………………………………………………………………………………………………………………………………………………………………………………………



Support Network (what resources you in your life? i.e. friends, family, faith)…………..

…………………………………………………………………………………………………………………………………………………………………………………………

Are there any particular aspects of your life that are particularly stressful?  E.g. job, family, habits, diet, posture……………………………………………………………..

………………………………………………………………………………………….………………………………………………………………………………………………

I understand that Massage/Reflexology/Reiki/Bowen Technique and Cranio-sacral Therapy are for the purpose of treating muscular contraction, increasing circulation, range of motion, and to reduce stress.  I understand that the therapist does not treat, prescribe for or diagnose any illness, disease or any physical or mental disorder, injury or condition.  I further understand that the therapist is not attempting to practice medicine, osteopathy, chiropractic, physiotherapy, psychology or any other profession requiring a license under the laws of the country of the United Kingdom.  

Client Signature:________________________
Date: __________________________

How did you find out about Nicola Brough Holistic Therapy? (Please tick relevant box)
· Referred by a friend

· Advertising

· Referral from another practitioner. Please name……………………………………

· Internet

· Other………………

· From time to time we may wish to contact you via post with news or offers, please tick if you do not want to receive any information.

In accordance with the Privacy Act all information in your health records will be kept confidential.


