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Client Consultation Form




Student name: 		______________________________________

Student number: 	_______________




College name: 		Holistic College Dublin
 



Client name: 		______________________________________







CLIENT CONSULTATION FORM
Name: _____________________________________________________________
Address: ___________________________________________________________ 
Tel.: (H) ______________ (W) _____________ (M) ________________________          
Date of Birth ____/____/_______              
Medical History:
Do you have any of the following conditions? Please indicate Yes () or No (X)
Contraindications That Require Medical Permission
	Asthma
	
	Trapped/Pinched nerve
	

	Any Condition being treated by GP or other Complimentary Therapist
	
	Inflamed nerve
	

	Bells Palsy
	
	Motor Neurone Disease
	

	Blood Clot - Thrombosis
	
	Medical Oedema
	

	Blood Pressure High (hypertension)
	
	Muscular Sclerosis (MS)
	

	Blood Pressure Low (hypotension)
	
	Parkinson’s Disease
	

	Inflamed Vein - Phlebitis
	
	Nervous / Psychotic conditions
	

	Heart conditions
	
	Osteoporosis
	

	Cancer
	
	Postural deformities
	

	Skin cancer
	
	Pregnancy
	

	Diabetes
	
	Prescribed medication
	

	Epilepsy
	
	Recent operations
	

	Haemophilia
	
	Sciatica
	

	Joint disorders (Arthritis)
	
	Slipped disc
	

	Acute rheumatism
	
	Spastic conditions
	

	Kidney infections
	
	Undiagnosed pain
	

	
	
	Whiplash
	



Contraindications That Restrict Treatment
	After a heavy meal
	
	Hormone implants
	

	Abdomen (menstruation)
	
	Inflammation
	

	Abrasions/broken skin
	
	Localised swellings
	

	Bruising (haematoma)
	
	Pregnancy (abdomen)
	

	Cervical spondylitis 
	
	Recent fracture (min. 3 months)
	

	Conditions affecting the neck
	
	Scar tissue 
	

	Contagious or infectious diseases
	
	Skin diseases
	

	Cuts / Open wounds 
	
	Sunburn
	

	Diarrhoea
	
	Under the influence of alcohol/drugs
	

	Fever
	
	Undiagnosed lumps/bumps
	

	Gastric ulcer
	
	Varicose veins
	

	Hernia
	
	Vomiting
	



Other Conditions
	Allergies
	
	Headaches / Migraines
	

	Bloating
	
	Irregular Menstrual Cycle
	

	Cold Hands or Feet
	
	Muscular Aches
	

	Constipation
	
	Sinus Congestion
	

	Dandruff (Pityriasis Capitis)
	
	Stiff Joints
	

	Depression
	
	Stress
	

	Digestive Disorders 
	
	Tired Legs/Feet
	

	Fluid Retention
	
	Thread veins
	





If you have answered yes to any of the conditions, give details: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________



Current medication?___________________________________________________ _____________________________________________________________________


Doctors Name: _______________________	Tel. No: _______________________


Written permission required by:

GP or Specialist	____________________

Client Disclaimer	____________________






Consent to a Sports Massage treatment 


I understand that …………………………. is a student of the Holistic College Dublin and is not a qualified sports massage therapist.

I agree to receive treatment from ………………………… as part of his/her ongoing training.  I also agree that any notes made of these sessions may be reviewed by the course instructor and an external examiner on condition that my personal details remain confidential.

The treatment and its effects have been explained to me.  I enter this agreement freely and will not hold the student or instructor responsible should the treatments fail to have a positive result.

I understand that ………………………….. is a medical contraindication to massage, requiring written permission from a Doctor/Specialist or an informed consent from myself.  The risks to myself have been fully explained to me by my therapist and I am happy to proceed with treatment.  I will not hold the student or college or any member of staff responsible for any adverse reactions I may experience as a consequence of receiving treatment.


Client’s Name……………………………  Signature ……………………………


Student’s Name ………………………………  Date ………………………….



Lifestyle


Do you exercise__________________ How frequently ______________________________

What type of exercise/sport ____________________________________________________

Do you get fresh air _______________ Hours per day ______________________________

Do you have a healthy diet ________ Example of breakfast _________________________

Lunch ___________________________ Dinner ____________________________________

How much of the following do you drink per day?

Water__________ Tea ___________ Coffee_________ Alcohol (per week) _____________

Do you smoke________ If yes, how many per week ________________________________


Is your sleep, very good, good, fair, or poor _______________________________________

What do you do to relax (Yoga, Meditation, etc.) ___________________________________

 ____________________________________________________________________________

Do you have other hobbies or interests ___________________________________________

____________________________________________________________________________

On a scale of 1 to 10, (1 being the lowest ) how do you rate your stress levels at

work _______________________  and at home ____________________________________  

















Massage strategy / application of soft tissue techniques:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Injury management:
____________________________________________________________________________________________________________________________________________________________________________________

Injury prevention:
____________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________









Treatment No. 1					Date of treatment _____/_____/_______

Tissue response throughout the treatment:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________________


Client feedback:
____________________________________________________________________________________________________________________________________________________________________________________________________________


Home care advice: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Evaluation of the effectiveness of the treatment:
________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________


Adapt treatment plans based on the evaluation of the treatment:
________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________


Client’s signature: ____________________________________________________________
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