Client Contact Details

Name ………………………………………… D.O.B……………………....M/F………………………………

Address………………………………………………………………………………………………………………………………

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

Contact Numbers: Day…………………….…………Eve……………..………………Mobile……………………………………

In case of an emergency contact:

Name...……………………..……….…Contact Number ……………………………... Relationship …………………………
Client Lifestyle Details

Occupation ……………………………………….………………..Lifestyle ………………………………………………………..

Number of Children…………………… Special Considerations……………………………………………………………….

Medical History

Do you, or have you ever, suffered from any of the following conditions?  If you answer yes to any please give details below.

	Condition
	y
	n
	Condition
	y
	n
	Condition
	y
	n
	Condition
	y
	n

	Impetigo
	
	
	Burns 
	
	
	Very Low BP (<100/60)
	
	
	Sinusitis
	
	

	Lice and Mites 
	
	
	Severe Bruising
	
	
	High BP (>160/100)
	
	
	Shingles
	
	

	Herpes Simplex 
	
	
	Open Cuts / Wounds
	
	
	Atherosclerosis
	
	
	Multiple Sclerosis
	
	

	Athletes Foot
	
	
	Fractures
	
	
	Heart Condition
	
	
	Parkinson’s Disease
	
	

	Ringworm
	
	
	Acute Sprain/Strain
	
	
	Diabetes
	
	
	HIV / AIDS
	
	

	Warts / Verrucae
	
	
	Bursitis
	
	
	Haemophilia
	
	
	Pneumonia
	
	

	Severe Eczema 
	
	
	Osteoarthritis
	
	
	Cancer
	
	
	Recent Surgery
	
	

	Psoriasis
	
	
	Varicose Veins
	
	
	Lymphangitis
	
	
	Fever
	
	

	Dermatitis
	
	
	Glandular Fever
	
	
	Systemic Oedema
	
	
	Undiagnosed Lumps
	
	

	Severe Acne / Boils 
	
	
	Thrombosis
	
	
	Tuberculosis
	
	
	Substance Abuse
	
	


Details………………………………………………………………………………………………………………………………

Has permission been given by the GP/Consultant to carry out the treatment? (please attach letter)    y / n

	Have you visited your GP in the last 6 months?
	y
	n
	Details………………………………………………..

	Are you on any prescribed medication?
	y
	n
	Details………………………………………………..

	Are you receiving treatment from another professional?
	y
	n
	Details………………………………………………..

	Do you suffer from any allergies?
	y
	n
	Details………………………………………………..

	Do you have any medical conditions other than those listed above?
	y
	n
	Details………………………………………………..


I hereby confirm that the information stated above is accurate to the best of my ability. I further fully understand that thorough and honest responses to these questions are essential to my safety. I undertake to inform my therapist of any changes to the above information.

I understand that an assessment needs to take place in order to establish a treatment plan.  All assessment and treatment procedures have been thoroughly explained and I am happy to proceed. I also understand and agree to be bound by the cancellation policy of Body Parts Therapies.

Signed……………………………………………………………………………….   Date………………………

Therapist Signature ………………………………………………………………. Date………………………...
