Reflexology Health Consultation

Personal Information:

NAIME: .eviiiiiiee e et e e e e e e e D.OB. e, Gender: M/ F
AAAIESS: .t e eraae e Postal Code: .....ccvvvveeeviiieiieeeeeen,
Home Phone: ........ccocoeeeeviiiiiiiiee. Work Phone: ........ccocoeeviiiiins Cell Phone: ......cccoeeeeveiveeeecieens
Marital Status: ......ccoevveieiiiiiecieee e Email: oo
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Medical History:
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SErioUS ChildNOOd THINESS: ....uveeeeeeiiiiiiiiieeieeeie ettt ettt ettt e et e e e et e et e e e et eeeeeeeeeeeeeeeeeeeaaeeeeeeeeeeeeeeesessisrasssaaaans
Surgical Operations (Within [ASt 5 YEATS): ..ocueieeiiiriieiiie ettt et e et e et e e seteesbeeeseesnseesnseeens

(0] 1300 Lol B T T T
Familial Medical CondItiOnS: .........ooiiiiiiiiiiiiiieieeeeeeeeee e eeaaaeeeeeeeeeeeeeeeeeaeeeeeeeeesesenssessanasannes

Medications:

Prescribed DY @ DIOCLOT: ....oiiieiiiiiie ettt ettt et s e e st e et e e ateesabeesnteessaeeenseesaseeensenseeensneennes

Medical Conditions:

Digestive System (IBS, Colitis, Constipation, Reflux, €C.): ....cooiiriiiiriiiiiie e
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HeadacChes/IMIGIAINES: ......ccccuieeiieeiieeeiteeieeetee ettt e ettt e st e s tee e taeesabeesnseesnseeesteesnseesnseesnsaeenseesnsanseesnseeenseennsens
INOLES: ettt ettt ettt et s e ettt e bt et et san e e ean et e et e san e san e e esr et e nneesaneesareees

Female Section:

Do you have any problems with the following: menstrual cycle, PMS, Endometriosis, Fibroids,
IMENOPAUSAL ©TC. .ouviieiiieeiieeitie ettt ettt et e et e et e ettt e sateesabeeenteeeateeesneeesabeeenseeensaeaanseesnseesnseeensaeeansaesnseesseeans

Are you pregnant, or trying t0 St PrENANT? .......ccccueeeiuieriieerieerieeeteeeeeeesteesteesseeesneeessseesseesseeesnseesnseesnses
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Foot Conditions: Do you suffer from the following:
Athletes Foot, Warts, Corns, Bunions, Fallen Arches, Calluses, Plantar Fasciitis, €tc. ........cccccceeeeveeennnnee..
SKIN/FEEt CONAITION: ..iutiiiiiiiiiieiiiieeeeeie e ettt e ettt e eetaeeeestaeeeeareeeessseeeaasssesessssseeeasssseeessssesesnssseeaasssseessnsseeas

Lifestyle:
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Smoker / Non-Smoker Energy Levels:  morning (least) 123456789 10 (best)

afternoon (least) 123456789 10 (best)
SIEEP PALEITIS: ..euviieiiie et ettt ettt e et e ettt e ettt e et e e tee e ateesnteeeasee e seeessseesnseesnseeesnseesnseesnseeenseeennseesnseeenses
EXETCISE: wevveiiieiiieeiie ettt HODDIES: ..eoiiiieieee e
Expectations of the Treatment: ..........cociiiiiiiiiiiii ettt ettt e sbeenaees

I confirm that the above information is correct at the time of consultation.

I understand that all the information will be treated with the utmost confidentiality.

I am aware that 24 hours notice must be given for all Cancelled Appointments. Same day
Cancellations and Missed Appointments will be charged a $50 fee. First one will be given a grace
period, next one will be charged. Thank you kindly for your understanding.

I am aware that my treatment is not covered by OHIP and that I am solely responsible for payment
at the time services are rendered.

Client Signature: .......ccccevveeevvneccsneesenees ceseessnssesasnesantenens Date: ...... ceeessnnesssnnessnnesanne

Therapist Signature: .. Date: cereessanessnneessanennne



