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Date of Birth Tel: (Home)

Address Tel: (Work)

Mobile

Dr Name Practice

Present Medical Tieatment Med icatior/Su pplements

Allergies Liquids Consumed Today

Previous Body TreatmentsClient Main Concerns and Expectations

lndemnity/Gonsent

n I confirm that I understand the treatment and the answers I have given are true and correct.

n I give my consent for the treatment to take place.

Client Signature Date Client Signature

Client Signature Client Signature

lnformation is confidential and is only used by stafi i)r your teafnents. Details will not be passed to a third parV.

Therapist Signature Date of Consultation

Date


