SOUL/AURA/CHAKRA HEALING

CLIENT INFORMATION FORM (online version)
Please be assured that the information requested bellow will be treated in the
strictest confidence and is for the purpose of assigning the correct treatment only.
Name:

Email:

Home Phone: 




Mobile:
DOB:






Gender:
Emergency Contact (name, address, phone number)
How did you find out about treatment?
Have you had complimentary therapies before? If YES, how recently and what kind?
YOUR PHYSICAL HEALTH:
Using list bellow please tell what medical conditions (treated/untreated) you have currently, or had in your past, please specify how long ago:
Digestive system:
Nervous system:
Skeletal system:
Lymphatic system:
Endocrine system:
Circulatory system:
Cardiovascular system:
Urinary (Excretory) system:
Muscular system:
Integumentary system (skin):
Reproductive system:
Are you on any medication?






Yes/No
If YES, please list medicines 
Are you taking any food supplements?





Yes/No
If YES please list 

Are you smoker?








Yes/No

Weekly alcohol?


______units

Daily caffeine?


______cups

What is your sleeping pattern






good/poor

Have you been treated for any medical complains? 



Yes/No
If so, please indicate dates and treatments below:
Have you ever been in accident or suffered any injuries?


Yes/No

If YES please say what happened and when:
Have you ever had surgery?






Yes/No
If YES, please explain
Are you currently undergoing treatment with a psychologist, psychotherapist or counsellor?
When did you last see your GP?
Do you exercise?








Yes/No
If Yes, please list activities, frequency, intensity
Do you have any other concerns your therapist should be aware of?
Yes/No
If Yes, please explain 
Are you pregnant?








Yes/No
WHAT ARE YOUR EXPECTATIONS AND/OR GOALS for this  therapy session?

Client Signature            





Date
FEEDBACK after the treatment:

