HANDS OF FREEDOM – MASSAGE THERAPY
CLIENT CONSULTATION FORM 
PERSONAL DETAILS

NAME: _________________________________________
D.O.B__________________________________ 
OCCUPATION:______________________________________________________________________________

ADDRESS: _________________________________________________________________________________

TEL: __________________________     Email: ____________________________________________________ 
REASON FOR TREATMENT 

REASON FOR VISIT 
AREAS OF TIGHTNESS/TENSION
STRESS LEVEL: 1-10 (10 being the highest)
home:_________________ work:_____________________
WORK ENVIRONMENT _______________________________________________________________________
EATING HABITS ____________________________________________________________________________
FLUID INTAKE ______________________________________________________________________________
EXERCISE _________________________________________________________________________________
OTHERS ___________________________________________________________________________________

MEDICAL HISTORY

GENERAL HEALTH: 
( Good      
   ( Fair    
  ( Poor
MEDICATION:_______________________________________________________________________________

ILLNESSES: ________________________________________________________________________________

OPERATIONS:______________________________________________________________________________

ACCIDENTS:________________________________________________________________________________

MUSCULAR-SKELETAL: ( Joint Pains _________ ( Joint Stiffness _________ ( Muscles Aches _________
CVS:   ( Chest Pain     ( SOB       ( Palpitations      ( High/Low BP
        ( Smoke?  How many per day?
RESPIRATORY:   ( Cough

( Asthma
NERVOUS SYSTEM:   ( Migraine
( Tension  
( Stress
( Depression  

ABILITY TO RELAX:   ( Good    ( Moderate    ( Poor  

SLEEPING PATTERNS:   (  Good   ( Poor    ( Average numbers of hours
GIT:
( Any changes bowel in habits? 
     ( Constipation?

( Diarrhoea?

GUT: ( Any problems passing water, starting or stopping?     ( Burning?   ( Changes in Frequency?

GYNAE: (Any changes in menstrual cycle?  ( Pregnancy?      ( Menopause?  
GP:________________________________________________________________________________________
ADDRESS:__________________________________________________________________________________
CONTRAINDICATIONS:  (  None  ( Localised to: ____________________         ( Medical Approval Obtained

Client signature: ______________________________________  Date:____________________








