Consultation Form

Bersomal Delads

Name: JUDOH _ HAMMONTD  Address: 4:_.31“4!14“’;‘3@5.5. DRVE (Son

Phone: (Home)__ __(Mobite): tmﬂrxe;&c‘.mzmn@&_b.apm LA

Date of Birth: 20- % - SO ___ Do you know the time of your bith? _______ Location: AITA s BOSOTHL v
Occupation: KET(RED Hobbles: Gort ¥ L2 )
Next of Kin/Emergency Contact (Full Name): TIELISSA Du0UECL PhonesEmad: o

Health Details: . =

Intizl Regsen for Trestment (relaxation, SPorts mjury, muscie soreness etc.): RELAFRRIION) & MONCLL

Medication in use (for example, steroids, HRT etc ). PISPRID - ARTIMRGIS TAGS, I

Are you Pregnant? N/A or Y/N Due Date_ NO

Heaith C gumons/Symomg; please tick

(Cancer I [NAEplepsy 7\ I
_Respiratory conditions | N0 Contagious skin condtions | FaoRiS1S :
Heart Conditons . RecentPregnancy  po. ]
_tagh Cholesterol | | Vancose Veins 1 Seme
(Thyrod  p Allergies Nd
. Thrombosis/Phlebitis . Poor Circulation o |
| Digestive problems ) Kidney/bladder o
Stress a € Artheitis/rheumatism \lgé’ e
Emotional Problems . Menstruation Problems 1<%
Depression MolWferdty ol
- Insomnia ﬂ&_c_iﬂoamondqublems BT\ Lo R —
_ Migraine/Headaches | N¢| Fluid Retention Ny -
Backache _iﬁj O Cellulite o B iqp;l e 1
Other Conditions |~ Overweight V7= S—
Lifestyle/Diet — please circle Y/N and descnbe detais, if pessible. B - -
' Smoking Y/N - how often? T PAST 12HRS (if applicable)
Exercise Y/N — how often? 4~ Days | Fever Lyad) ]
" Alcoho! Y/N — how often lyeay L C | Diarhoea K7
Water Y/N — how much perday? | Lote Vomiting YN
"Tea Y/N how much per day? 50m ¢ - Contagious liness | YU |
| Caffee Y/N — how much per day? Sont Under influence drugs/acowg’*[j_/é; )
' Vegetanan/Vegan Y/N | No | Others not mentioned ;
Formal Consent
| understand that the services received today, Massage Therapy, Beauty Therapy, | receive (s

provided for the basic purpose of relaxation, stress reduction and muscular tension and most
important pure enjoyment. | further understand that the massage, skin treatment, and any other
aspects relating to today's treatment should not be construed as substitute for medical examination,

diagnosis, of treatment In any manner. The treatments performed today do not take the place of
medical treatment where needed. If you are in doubt, please consult your doctor or physician.

Date: 6, 9/ q Name:_‘/f")tf HAMHON D Signature: ,Y/Y%nw—o;

(B Consulttorm May 2017
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