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Consultation Form

Personal Details





Date____________
	Name:

Telephone No:

Date of Birth:


Age:


	Address:
E-mail:


Doctor’s Details
	Name:

Telephone Number:

	Address:




Medical Information

	Illnesses/Operations:



	Medication:



	Allergies:


	Are you currently undergoing treatment from the doctor or other health practitioner?


	Reasons for massage:



Pain

	Please circle area(s) of pain and indicate level on scale 1 to 10
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	Please describe pain (for example when it occurs, doing what activity)




Disclaimer

I confirm that:

1. This is a complete and accurate record of my past and current state of health

2. I have been given an explanation of massage

3. I agree not to stop any medication or treatment prescribed by my Doctor

4. I agree to my details being held on file for the purposes of treatment and that they will not be shared with third parties

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

