Confidential Client File                          DATE OF FIRST CONSULTATION: 
SURNAME:  
                                      FIRST NAME:

            
      D.O.B.
                           AGE:
HEIGHT




WEIGHT
Address:
Phone:



     


             email:
Emergency Contact:





Phone:
Parental Consent (under 18):


Smoking   (Underline best response)  
Regularly    
     Occasionally                      Never        
Given up          
            
If Yes how many cigarettes would you smoke on average per day?
Alcohol Consumption

How would you rate your alcohol consumption? 
Daily

Weekend
    Occasionally

   Never


Type(s)
Spirits

Wine

Beer

Mixers
        Average number of drinks per day/week?
	Medical or cosmetic surgical procedures
	Age/Year

	
	

	Do you have any Medically Diagnosed Conditions? i.e. your doctor has formally diagnosed these

	


 Please identify any of the following signs or symptoms experienced.

Identify with (X) if currently experiencing or (P) if previously a health concern but not current. 
(Do not indicate if a one off experience e.g. “Once I had a sore throat”. Look at more regular ongoing symptoms.)
Respiratory 

	Sinus congestion
	
	Chest tightness/pain
	

	Runny nose
	
	Cough
	

	Sore throat
	
	Sputum
	

	Wheezing
	
	Difficulty breathing/ shortness of breath
	

	Other
	
	
	

	Practitioner comments 



Gastrointestinal 
	Bloating or fullness during or after eating
	
	Diarrhoea - frequent or intermittent
	

	Constipation
	
	Sensation of prolonged fullness / food sitting in stomach after meals
	

	Reflux 
	
	Pain/discomfort immediately after eating
	

	Loss of appetite
	
	Food cravings
	

	Excessive burping or belching
	
	Known food intolerances / sensitivities
	

	Bad breath
	
	Other
	

	Practitioner comments 



Immune 
	Frequent colds, infections
	
	Slow wound healing
	

	Swollen lymph glands
	
	Chronic pain
	

	Allergies
	
	Recurring infections
	

	Slow recovery from illness/ colds/ flu
	
	Other
	

	Practitioner comments 



Liver/Gall bladder

	Discomfort after eating fatty foods
	
	Hepatitis
	

	Pain under right ribs
	
	General feeling of malaise
	

	Gallstones
	
	Diet of processed / refined foods
	

	Unusual stools 
	
	Other
	

	Practitioner comments 




Cardiovascular
	Chest Pains
	
	Bruising / bleeding
	

	Palpitations
	
	Tingling / numbness
	

	Fluid retention
	
	Cold extremities
	

	Swelling of hands, feet
	
	Broken capillaries
	

	High /low blood pressure
	
	Shortness of breath at rest
	

	Shortness of breath on exertion
	
	Varicose veins
	

	Other
	
	
	

	Practitioner comments 



Nervous 
	Headaches
	
	Tremors
	

	Trouble getting to sleep
	
	Sweating
	

	Trouble staying asleep
	
	High blood pressure
	

	Memory problems
	
	Concentration problems
	

	Fatigue
	
	Feel unrefreshed / sluggish on waking
	

	Muscle tension
	
	Chronic stress (unrelenting, over a long period)
	

	Constant worrying thoughts
	
	Work stress / pressure
	

	Anxiety
	
	Other
	

	Practitioner comments 



Female Reproductive 
	Pain/ cramps before or during menstruation
	
	Absence of periods
	

	Heavy menstrual flow 
	
	Fertility concerns
	

	Breast tenderness
	
	Menopausal symptoms – hot flushes, mood swings, vaginal dryness, etc
	

	Noticeable mood changes during cycle
	
	Irregular periods
	

	Genital itching, burning
	
	Shortened cycle or lengthened cycle
	

	Fluid retention before menstruation
	
	Post menopausal stage
	

	Practitioner comments 



Male Reproductive

	Pain on urination
	
	Fertility concerns
	

	Discharges
	
	Difficulty getting or maintaining erections
	

	Loss of libido
	
	Needing to urinate during the night  
	

	Testicular pain 
	
	Other
	

	Practitioner comments 



Integumentary 
	Eczema
	
	Dry skin
	

	Psoriasis
	
	Acne,  pimples
	

	Rashes, Hives
	
	Itchy skin
	

	Dermatitis
	
	Boils, cysts
	

	Excess/ lack of sweating
	
	Other
	

	Practitioner comments 



Urinary 

	Pain, burning on urination
	
	Lower / middle  back pain
	

	Frequent / excessive urination
	
	History of urinary tract infections
	

	Incontinence or dribbling urination
	
	Waking at night needing to urinate
	

	Unusual colour, odour of urine
	
	Testicular swelling or pain
	

	Practitioner comments  



Musculoskeletal
	Painful joints
	
	Numbness, tingling
	

	Muscle soreness
	
	Pain after exercise
	

	Stiffness
	
	Other
	

	Cramping
	
	
	

	Practitioner comments 



Endocrine Function

	Weight gain / loss
	
	Sugar cravings
	

	Fatigue
	
	Excessive urination
	

	Anxiety
	
	Increased thirst
	

	Depressed mood
	
	Foggy memory, concentration
	

	Cold  or heat intolerance
	
	Other
	

	Practitioner comments  



Energy levels
	Tiredness in the morning
	
	Problems with sleep
	

	Tiredness during the day
	
	Difficulty coping with daily demands
	

	Other
	
	
	

	Current Overall Energy Rating                   / 10                     (1 being very low, 10 being very high)

	Practitioner comments 



Special Senses

	Ringing in ears
	
	Poor sense of taste or smell
	

	Visual disturbances. problems
	
	Other
	

	Practitioner comments  


	Any other concerns not covered here?

	


Occupation:							Since: 


Previous occupations:











Other complaints/ concerns 
































Current medications/supplements


Name						Dosage/day			How long have you been on this?					


























Family History of illness


Mother :





Father:





Siblings:





Grandparents:














Do you have any special requirements I should know about?


e.g. vegetarian, vegan, no alcohol in remedies, no animal products in remedies, allergies etc














Previous occupations:








How long have you experienced this complaint / concern?








Main complaint/concern 




















Are you being treated for this or been previously treated? 
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