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Put up your Feet, Relax your Mind

With
SOUL TREATMENTS

Initial Treatment Health Record

Today’s Date ___________________________

Name: _______________________________________________________________

Address: _____________________________________________________________

City: ________________________________ Postal Code: ______________________

Date of Birth: _______________ Occupation: _______________________________

Telephone (Res.): __________________________________ 

(Business): _______________________________________

Email address:__________________________________________________________

Doctor Name & Address (if you know): _______________________________________

Doctor Phone ______________________________________

Where did you hear of my services: _______________________________________
Please describe any current health problems you may have: 
Are you under a physician’s care? _________________________________  
For what condition? ____________________________________________________

Check any of the following which are applicable to you:

___ taking any medication
___ trouble sleeping
___ sinus condition

___ involved in other therapies
___ past surgeries

___ frequent headaches
___ severe headaches             

___ skin condition

___ arthritic

___ past serious illness


___ heart condition

___ menstrual problems


___ past serious accident
___ abnormal blood pressure    
___ menopausal problems
___ diabetic

___ allergies                             
___ currently pregnant
___ hypoglycemic
___ asthma                                  
___ communicable diseases
___ infections diseases
___ cancer or any other serious medical condition

___ osteoporosis

___ frailty

___ chronic fatigue

Check if you have (or have had) problems with the following systems:

___ Endocrine


___ Immune & Lymphatic
___ Respiratory

___ Urinary


___ Musculo-skeletal

___ Nervous

___ Cardiovascular

___ Digestive


___ Reproductive

Other (please be specific):
____________________________________________________________________
Reflexology Specific:

With regard to your feet, check if you have (or have had) any of the following:

___ broken bones (or ankle)

___ tender spots

___ tendon problems

___ sprains



___ bunions


___ hammer toes

___ cuts (or scars)


___ ingrown toenails

___ skin problems

Other (please be specific): 

 ___________________________________________________________
Indian Head Massage Specific:

With regard to your head, check if you have (or have had) any of the following:

___ any recent head or neck injury, including whiplash and concussion

___ severe bruising in the areas to be treated
___ epilepsy

___ recent hemorrhage



___ high or low blood pressure

___ migraine, you should be aware that treatment may result in an attack

___ a history of thrombosis or embolism

___ spondelites or spondelosis


___ infectious skin disorders



___ food poisoning
___ scalp infections 




___ recent operation



___ cuts and abrasions on the head


___ aneurosa



___ chronic myalgic encephalomyelitis


___ intoxication


___ high temperature, illness and fever



Other (please be specific):
Is there anything else about your health you would like to disclose? ________________________________________________________________
What is your reason for seeking treatment? ________________________________________________________________
By affixing my signature below, I certify that the above information is correct to the best of my knowledge and voluntarily agree to one or more treatments.  I will not hold the Practitioner responsible for any errors or omissions that I have made in the completion of this form.  I understand that the treatments offered by Soul Treatments are not meant to substitute for any medical condition and are designed for relaxation purposes only.  I render the Practitioner harmless with respect to any affects experienced as a result of any current or future treatments.  I understand that it is not the job of the Practitioner to treat, prescribe or diagnose a medical condition.  Information exchanged during any treatment is educational in nature and should be used at your own discretion.  I give consent to the Practitioner to do massage techniques on the areas indicated and described prior to my treatment with regard to the treatment(s) I have requested.   

With regards to privacy concerns, all client information is held in strict confidence and will not be shared with others unless written consent is received by the client.  I understand that I will periodically receive informational emails or newsletters from Soul Treatments describing upcoming sales, specials, classes and events.  At any time I can ask to no longer receive such information and my request will be honored.  

By signing below I understand the cancellation policy as follows: more than 24 hours notice – no charge, less than 24 hours notice but more then 12 hours notice – half treatment charge, less then 12 hours notice – full treatment charge.  
Signature  _____________________________________________________________________________
Date ___________________________________________






