	Therapy Initial Consultation Form 

	
	
	
	

	Name:
	 

	Address:
	 

	Phone:
	 

	Age:
	 

	Married/Single/living with:
	 

	Occupation:
	 

	Children:
	 

	Life Beliefs/ Religion:
	 
	 
	 

	Sex(male/female):
	 

	smoker/drink/drugs(If so How Many Per week):
	 

	Any Migraine/ Heart conditions:
	 

	Any Family Information:
	 

	Position in family(e.g only child, Middle Child):
	 

	Brought up by:
	 

	Hobbies:
	 

	Medical History / Doctor/ Any Prescribed Medication:
	 

	Any Fears:
	 

	Any Phobias:
	 

	Any Obssesions:
	 
	 
	 

	Symptoms/ Problems or reason for coming: 
	 

	Sleep(Good/Average/Poor) Any Recurring dreams please state:
	 

	Energy Levels(Good/Average/Poor):
	 

	Stress levels(Good/Average/Poor):
	 

	Exercise Level(Good/Average/Poor):
	 

	Fluid Intake(Good/average/Poor):
	 

	General Diet(Good/Average/Poor):
	 

	Any other Information :
	 

	Please Sign and date to Confirm above details Correct
	 

	All information provided by the Client will be Kept on a secure Database or a secure paper copy until no longer Required


