Reflexology Consultation Form
Date: ______________________

Personal Information

Name: ___________________________________________________

Age:________   Date of Birth (M/D/Y)______________________ Sex: _______
Address________________________________________________________​_
City:_____________________ Postal Code:____________________________
Home Phone: _________________________________ 
Fax: _______________________

Work Phone:_________________________________

E mail: ______________________________________

Marital Status: S   M   D  W   Sep

Number of Children: ____________________   
Number of Pregnancy’s:_______________
Occupation: __________________________

Emergency Contact Information

Name: ________________________________________

Phone: ___________________________

This person’s relation to you: ______________________________________________
Medical History
Name & Address of Doctor: ________________________________________________________________________________________________________________________________

Serious Childhood Illness:___________________________________________

Surgical Operations (within 5 yrs): ________________________________________________________________________________________________________________________________

Chronic Illness: ___________________________________________________

Familial Medical Conditions:  _________________________________________

Medication Prescribed by a Doctor: ________________________________________________________________________________________________________________________________

Self Prescribed (eg. Vitamins):________________________________________

Medical Conditions

Digestive System (IBS, Colitis, Constipation, etc): ________________________________________________________________________________________________________________________________

Endocrine System (Hormonal, Diabetes, Menopause, etc) : ________________________________________________________________________________________________________________________________
Respiratory System (heart, BP, Lungs, Sinusitis, etc): ________________________________________________________________________________________________________________________________

Skeletal/ Muscular System (Arthritis, back, neck, muscular/joint problems): ________________________________________________________________________________________________________________________________
Urinary System (Cystitis, Incontinence, Kidney Problems): ________________________________________________________________________________________________________________________________

Allergies: ________________________________________________________
Headaches/Migraines: ______________________________________________

Other: ___________________________________________________________

Male/Female:

Do you have problems with the following:

Mentrual cycle, PMS, Endometriosis, Fibroids, Mensopause, Prostate etc.

________________________________________________________________

Are you pregnant or trying to get pregnant? ______________________

Reason for treatment: ________________________________________________________________________________________________________________________________

Foot Conditions:
Do you suffer from any of the following:

Athletes Foot, Warts, Corns, Bunions, Fallen arches, Callouses, Plantar Fasciitis
Other______________________

Lifestyle

Fluid Intake______________________  Energy Level_____________________

Smoker/Non Smoker (circle one)

Sleep Patterns____________________________________________________

Exercise___________________________ Stress Level____________________

· 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 24hrs notice must be give for all cancelled appointments or a cancellation fee will be applied

· I am aware that no part of my treatment is covered by OHIP and that I am solely responsible for full payment at the time the services are rendered 

How did you hear about us?  ____________________________________________________________
Signed________________________________    Date__________________

