
irrl noor. Remediat &WetLness - New Cl'ient Form

PersonaI information

Titte

First name:

MiddLe name

Last name

Preferred name

Mobil.e numbe
JI

G
EmaiL address

Date of birth
Lt -,t -(r l

+
Address [ine one:

Address [ine two:

suourn: f(D€a^

State 5e'

\-a/

Postcode

OccuPation

Gende ;ar^-J<*

EmergencY contact

First name Solrr d",
Last name: Carltr

Phone number: o*5 obo335q

ReLationshiP ers)'r
ReferraI source

fawb*L - 5'tt'

o ?6

CountrY:

1

How did You hear about us

Ph: Home: &



Heal,th HistorY

lf you have a history of any of the fotLowing conditions, ptease circte:

Heart disease

MuscutosketetaI

Diabetes

Asthma

Arthritis

Severe weight L

. Headaches t/

. AutoimmunitY

. Dizziness

. Pregnant

. Chotesterot

. Severe fatigue

. Bruise easity

. Btood pressure

. Digestive

. Skin conditions

. HIV

. Epitepsy

. Thyroid

. Jaw or Faciattension/conditions

. Attergies

. Joint reptacement

. pacemaker, internat pins/wires/ptates, artificiat joints or speciaI equipment

. Other, pl.ease advise if there is a Medical. Condition we shoutd know about

HeaLth History detai[s

lf you answered yes to any of the above, ptease provide further information

a

a

a

a

a

he ,J

2



Surgeries

Ptease l,ist any surgeries you have had:

Medici nes/su pptements

PLease l,ist any medications or supptements, incLuding the reasons you are taking

them

Al,cohol, consumPtion

How much atcohot do you consume on a weekty basis

Smoking

Do you smoke? When did you start and how often do you

smoke:

Excercise

What type of excercise do you do and how often

Famity history

tpa-\\c-;.--

Ptease List any conditions that run in your famit' t).eo

Repetitive Movement

ptease tist any movements that you can think of that you complete repetitive[y most

days:

Menstrua[ Cycle (if reLevant)

Do you consider your cycl.e to be normat: 
-

Pl.ease note anything that is retevant to your Menstruat

Cycte:

Other

pl,ease add her if there is something el.se that we may need to know to comptete your

Treatmen

Ptease answer Yes/No to the fol,towing'Do you, have you or are you' questions:

Been sensitive or atl.ergic to any f ragrances or oil's? Y

Had a Massage before? @r*O
Had any recent surgery, wounds, bruises, immunisations? YESCp

3

Currentty Pregnant? Or been Pregnant in the past 6 months? Y



Current comptaint

What is the reason for your visi H.o\*-.L*e"

When did the probtem begin

Where exactty is the probl,em Located on your body: nc,:L

What caused the probtem:

What retieves your symPtoms

What aggravates your symPtoms

Have you consutted any other heal,th professionats about this probtem? lf so, ptease provide

detaits

Have you had Massage before

Pain scate

On a scaLe of 1-10 with 1 being minimat and 1 0 being maximum pain, how woutd you rate your pain?

o2 4 5 6 7 I 9 10

Mood sca[e

On a scaLe of 1-10 with 1 feeting very down and 10 feel,ing great, how woutd you rate your mood?

1 2 3 4 5

1 2 3 4 5

Energy scate

On a scate of 1-10 with 1 being very tow energy and

energy?

6 8 9 10

6 I I 10

10 being very energetic, how woutd you rate your

Steep quatity scale

On a scale of 1-10 with 1 being very poor and 10 being excetlent, how woutd you rate your steep

qual.ity?

6

4

1 2 3 4 7 8 9 10

1

/\li



Fil,es

lf you have any fil,es/documents such as test resutts, scans, doctors Letters etc, you'd tike to share

with your service provider, ptease hand these to your therapist prior to your treatment.

Private heatth fund details

lf you have private heatth insurance that covers you for natural therapies, pl,ease provide your detaits

bel,ow. Ptease note, not aLt practitioners and/or services are etegibte for rebates-

Fund nam

Customer/Membershi P nu mbe

Number on card
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lnformed consent

I have provided a detail,ed medical. history to the best of my abil,ity. I do not expect the therapist to have

foreseen any previous or preexisting condition that I have not mentioned. I also understand that

massage therapy may produce side effects such as muscte soreness, mil,d bruising, increased

awareness of pain and tight-headedness amongst other possibl,e temporary outcomes. I am aware

that the therapist does not diagnose ittnesses, prescribe medication, nor physical'ty maniputate the

spine or its immediate articutations. The therapist understands that I have the right to question

procedures used and to receive an exptanation of any procedures that the therapist performs' I wil'l'

teu. the therapist about any discomfort I may experience during the therapy session and understand

that the therapy wiil, be adjusted accordingty. I understand that al,t records rel.ating to my treatment witl

be retained in l,ine with the AustraLian state and Federat Laws and that I may request a copy of these

records at anytime. I understand that this information may be shared with my Private HeaLth Fund for

the sote purpose of verifying any cl,aim I may make for the service. I understand that a 5oo/o

cancel.ation fee appl.ies if I do not provide at teast 24 hours' notice, and aLl' invoices are to be paid in

ful,l. within 5 business days of issue date.

. I consent to treatment NO

. I consent to receiving SMS andlor emaits YES/NO

d appointments, or

o
a ny isse

a

a

I understand that aSOo/o cancettation fee, appties to a

appointments cancetLed with out24 hours prior notic

I understand that al,t invoices are to be paid in ful,t, within 5 Business days of issue date

(5ilNo 
.,-_>

I consent to the use of Coconut Oil. or Grapeseed Oil. to be used in my Treatment CIl$lNO

I consent to the use of Hot/Cool. Stones and Towel.s to be used in myTreatment @/NO

lpnsent to my Upper Buttocks being treated, if this tocation is retevant to myTreatment

[gVtto
I consent to Essential, Oil.s being diffused in the Treatment space E9*O

J<_

a

Ctient Name

CLient Signature:

Date: zrfsf 2s-

I am the ctient FESINo

a I am submitting on behal.f of the ctient YES/NO

b

a

a


