“ Feel Better Rehedial Massage
KAl Tformaton ; . .
First name VigruTl . Last name ShA Rm /:\ _
vobie number 0408 FEF 014 e 'ql,aslﬂafmd-,%;[ @ﬂmq;( .COm
‘Dateofbirth ©¢ , ©9 , 1476 |
i Al AREEN WOOD ST, WISHART
postcode 2+ 1227 occupation - 1nAnicE M Arvagere

Emergency contact

First name /4 Nug H ’4 Last name S’H%VW A
Mobile number O412 1>/ 7€ Relationship ‘OM"/ Wf?

Health History

If you have a history of any of the following conditions, please check below.

O Heart Conditions O Diabetes 0O 'As';hma [0 Headaches/Migraines [ Dizziness
O Pregnant O High Blood Pressure O Allergies 0O Cancer 0O Joint Repiaéement
O Loss of Balance 0O Numbness [ Recent Accident/lnjury O Shingles

0O Sleep Disorders O Blood Clots O Depression/Anxiety O Infectious Conditions
O Kivdney anditiqns O Neck/Spinal Injury O Skin Disorders [ Varicose Veins
Health History"DetaiIs |

If you checked to any of the above questions, please provide further information here. -

Surgeries nNong

Current complaint . ‘ ' "
What is the reason for your visit? Flu 1‘0( reAonrntion 5 /{/,/M’ﬂéxﬂzﬁlc b/OC/t%‘

When did the problem begin? __/ L{/Zﬂ/ &OJIO |

Have you consulted any other health professionals about this problem? If so, please provide details..

67




Treatment consent
"I have to the best of my- knowledge, provided all relevant information about my health and medical
history and | give my full consent to treatment. | intend this consent to apply to all future treatments

and | understand that | must update my service provider with any changes that may occur in my
medical history. | understand that a 50% cancellation fee may apply if | do not provide at least 24

hours notice.

Eﬂ«f{onsent to treatment

Déc:nsent to receiving SMS and/or email for booking confirmation

Full Name V/BHUﬂ SH}QKVV)H

Signature M Date

If you are under the age of 18, your parent/guardian must also sign and date your new client

form.

O Yes, I'm the parent/guardian. Full Name

Signature ' Date




