CLIENT HEALTH FORM
NAME:____________________________________________________________________________________
[bookmark: _GoBack]ADDRESS:__________________________________________________________________________________
EMAIL ADDRESS:___________________________________________________________________________
DATE OF BIRTH:______________________________PHONE:________________________________________
OCCUPATION:________________________________

COVID – Have you had COVID 19 in the last 14 days?   YES /NO
Have you had a cough, sore throat or fever in the last few days?    YES / NO

IN CASE OF EMERGENCY CONTACT:__________________________PHONE:_________________________________________________
ARE YOU SEEING ANOTHER THERAPIST?_________________________________________________________
DO YOU HAVE ANY SKIN OR FOOD ALLERGIES?___________________________________________________________________________________________________________________________________________________________________________
ARE YOU SENSITIVE TO ESSENTIAL OILS?_________________________________________________________
DO YOU SUFFER FROM DEPRESSION OR ANXIETY?_________________________________________________
HAVE YOU HAD A REIKI OR ANY ENERGY HEALING TREATMENTS BEFORE?______________________________
DO YOU SUFFER FROM LOW OR HIGH BLOOD PRESSURE?___________________________________________
ARE YOU PREGNANT? YES / NO         ARE YOU SUFFERING FROM PMT / MENOAPUSE? YES / NO
HAVE YOU ANY CHRONIC ILLNESS OR CONDITIONS? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
ARE YOU ON ANY MEDICATIONS & WHAT ARE YOU BEING TREATED FOR?__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
DO YOU EXERCISE AND HOW MANY TIMES A WEEK?________________________________________________




*IN TERMS OF ACTIVITY LEVELS, HOW WOULD YOU DESCRIBE YOUR WORK OR LIFESTYLE?
SEDENTARY                   ACTIVE             PHYSICALLY DEMANDING
*DO YOU FEEL MOST OF THE TIMES?
LIGHT HEADED / DIZZY        FEEL COLD       FEEL HOT      SUFFER FROM RE-OCCURRING SICKNESS OR FATIGUE

DO YOU EXPERIENCE DISTURBED SLEPP AND VIVID DREAMS?________________________________________
DO YOU HAVE EMOTIONAL CONCERNS?_________________________________________________________
WHAT IS YOUR INTENTION FOR THIS CONSULTATION?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


PLEASE READ AND SIGN
I verify that all information is correct and current to the best of my knowledge.
I understand that any information provided is for safety purposes and will be kept strictly confidential.

I hereby consent to receive holistic / reiki services and / or body work -  Aromatouch Technique treatments. 
I acknowledge and agree that I am doing so at my own risk.
My decision to receive Services is voluntary, and I know of, understand and assume any and all risks associated there with.

Client signature _________________________ Date: ___________________________
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