	Janet Thornton              Client Consultation Form              Aromatherapy


Date:





D.O.B

Name:





G.P:



Address:

Tel no:





E-mail address:

Occupation:




Job satisfaction:

Marital Status:




No. of children:

Do you have, or have you had, any of the following:

	(
	Headaches/Migraines
	(
	Poor Circulation (cold hands/feet)

	(
	Heart Condition
	(
	Recent Operations

	(
	Deep Vein Thrombosis
	(
	Recent Broken Bones or Sprains

	(
	High/Low Blood Pressure
	(
	Aches & Pains

	(
	Infections or Diseases
	(
	Back/neck problems

	(
	Diabetes
	(
	Arthritis/Rheumatism

	(
	Epilepsy 
	(
	Sciatica

	(
	Cancer
	(
	Pregnant/ Menstruation

	(
	Skin Disorders
	(
	PMT/Menopause

	(
	Nervous System Disorder
	(
	Any other condition (or being treated by GP/Specialist)?

	(
	Digestive Disorders
	(
	Current Medication (including Homeopathic)/Supplements?

	(
	Asthma/Breathing difficulties
	(
	Skin type – Dry – Sensitive – Oily – Combination – Normal

	(
	Varicose Veins
	(
	Allergies (nut–wheat–pet–dust–milk–hay fever, other)


Please note: If you suffer from Epilepsy, Deep Vein Thrombosis, Heart Condition, any serious or undiagnosed health condition or are pregnant, I cannot treat you. If you are over 3 months pregnant I can offer Reiki Healing. 

How are your sleep patterns?

How are your stress levels?    Low   Medium   High

Do you smoke? If yes, how many per day?

Do you drink alcohol? If yes, how many units per week?

Water intake?

Previous Complementary Therapy treatments?

Sports/Hobbies?

Notes:

Reason for treatment:

Declaration and permission for treatment:

The answers I have given are full and true and I consent to receiving an Aromatherapy Massage/Reiki treatment from Janet Thornton. I am not under the influence of alcohol. 

Signed: 








    Date:

GP referral needed? YES/NO

Selected carrier oil:  Grapeseed / Sweet Almond / Calendula / Evening primrose / Wheatgerm

Exact amount of carrier oil and essential oil blended:-

Essential oil (number of drops) …………………………  __ drops

Essential oil (number of drops) …………………………  __ drops

Essential oil (number of drops) …………………………  __ drops

Essential oil for face………………... ... …………... …... __ drops
Details of how the treatment was carried out:

How did the client react to the treatment? (Relaxed/Energised/Happy/Lethargic/etc)

Client Comments?

Were there any adverse reactions?

Aftercare Advice Given:

Recommendations? 

Further Appointment Booked?

Further Notes?

