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Date of S es s ion:   _ _ _ __ __ _ __ __ _ __ ___ _ __ __ _  
 
Fir s t Name:   _ _ _ _ __ _ __ __ _ __ __ _ __ ___ _ __ __ _ Las t Name: _ _ _ __ __ _ __ __ _ ___ _ __ __ _ __ _  
 
Addres s :  _ _ _ _ __ _ __ _ __ __ _ __ __ _ __ ___ _ __ __ _ __ _ Phone: _ _ __ __ _ __ __ _ __ ___ _ __ __ _ __ _  
 
City _ _ _ _ __ _ __ __ __ _ __ __ _ __ Province _ _ __ _ __ __ _ __ _ Pos tal Code_ _ _ __ _ ___ _ _   
 
Date of B ir th:  _ _ _ _ _ _ __ __ _ __ __ _ __ ___ _ _  Occupation:  _ _ _ _ __ __ _ __ __ _ __ ___ _ __ __ _ __ _  
 
P leas e ans w er  t hes e ques t ions  as  accur at ely as  pos s ible and t o t he bes t  of  your  
know ledge.  W e s ubs cr ibe t o P at ient / P r act it ioner  conf ident ial i t y meaning t hat  t he 
infor mat ion given her e or  dur ing a s es s ion w i l l  r emain complet ely conf ident ial . 
 
1) Are you undergoing any other  therapies ?   I f so S pecify. 
 
 
2) When was  the las t vis it to your  doctor? For  what reason? 
 
 
3)   L is t pas t inj ur ies  and ser ious  il lnes s es . When? 
 
 
4)  Are you taking any medications , vitamins , dietary supplements  or  over  the counter  
medication?  
  
 
5)  Please circle your  consumption level of the following:   
                      
S alt               None               L ight                 Moder at e            H eavy 
    
S ugar             None               L ight                 Moder at e            H eavy 
 
Caffeine         None               L ight                 Moder at e            H eavy 
 
T obacco         None               L ight                 Moder at e            H eavy  
 
Alcohol          None               L ight                 Moder at e            H eavy                      
 
Exercise         None               L ight                 Moder at e            H eavy 
 
Water             None               L ight                 Moder at e            H eavy 
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Please mark all of the conditions  below that you have now (X) of have in the pas t (P). 
 
 
E ndocr ine S ys t em:       R epr oduct ive S ys t em:  
_ _ _  Menopausal Problems   _ _ _  PMS  (cramps , bloating, mood)    
_ _ _  Hypothyroidism      _ _ _  Endometr ios is  
_ _ _  Hyper thyroidism      _ _ _  Problems  Mens truating  
_ _ _  Diabetes        _ _ _  Pros tate Problems  
_ _ _  Hypoglycemia                                                   _ _ _  Difficulty with pregnancies  
_ _ _  Other  _ __ _ __ __ _ __ __ _ __ __ _ __    _ _ _  S exual T ransmitted Diseases  

_ _ _  Other  _ __ _ __ __ _ __ __ _ __ __ _ __ _  
Diges t ive S ys t em:       I mmune/ L ymphat ic S ys t em:  
_ _ _  Ulcer s         _ _ _  Chronic Fatigue 
_ _ _  I r r itable Bowel S yndrome    _ _ _  Ar thr itis  
_ _ _  Colitis         _ _ _  Aids/HI V 
_ _ _  Diar rhea       _ _ _  Cancer  
_ _ _  Cons tipation       _ _ _  Allergies  
_ _ _  Other  _ __ _ __ __ _ __ __ _ __ __ _ _    _ _ _  Other  _ __ _ __ __ _ __ __ _ __ __ _ __ _  
Car diovas cular  S ys t em:      Mus culos kelet al S ys t em:  
_ _ _  Hear t Disease      _ _ _  Os teoporos is  
_ _ _  Var icose Veins       _ _ _  Muscle S pasms  or  Joint Pain 
_ _ _  High or  Low B lood Pres sure    _ _ _  Back and Neck Pain   
_ _ _  Anemia       _ _ _  Hand or  Foot Pain 
_ _ _  Circulatory Problems  (cold hands  or  feet)  _ _ _  Fibramyalgia 
_ _ _  Other  _ __ _ __ __ _ __ __ _ __ __ _ _    _ _ _  Bur s itis  
R es pir at or y S ys t em:       _ _ _  Broken Bones     
_ _ _  As thma       _ _ _  Other_ __ __ _ ___ _ __ __ _ __ __ _ __  
_ _ _  Emphysema      Ner vous  S ys t em:  
_ _ _  Bronchitis        _ _ _  Depres s ion 
- - - - -  S hor tnes s  of breath     _ _ _  Vis ion/Hear ing Los s  
_ _ _Other  _ __ __ _ ___ _ __ __ _ __ __  _ _ _  Nerve Damage resulting in los s  of 

sensation. 
I nt egument ar y ( S kin)      _ _ _  Mental and Emotional Problems  
_ _ _  War ts  
_ _ _  Rashes        W omen Only:    
_ _ _  Psor ias is        Are you pregnant?    YES /NO 
_ _ _  Eczema I f so, when is  the due date?  

_ _ __ __ _ __ __ _ _  
_ _ _  Other_ __ __ _ ___ _ __ __ _ __ __     
 
Ar e you cur r ent ly exper iencing pain?  I f  s o w her e? 
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W aiver  of  R es pons ibi l i t y 
 
I  under s tand that the Reflexology I  receive is  for  the reduction of s tres s , relaxation, pain 
relief and to increase circulation.  I f I  exper ience any discomfor t, I  wil l immediately inform 
the Reflexologis t so that the pres sure can be adjus ted to my comfor t level.  I  under s tand 
that the Reflexologis t does  not diagnose il lnes s  or  prescr ibe any medical tr eatments .  I  
acknowledge that Reflexology is  not a subs titute for  medical examination or  diagnos is  and 
that I  should see a health care provider  for  those services .  Because Reflexology should not 
be per formed under  cer tain circumstances , I  agree to keep the Reflexology practitioner  
updated as  to any changes  in my health profi le, and release the Reflexologis t from any 
liabil ity if I  fail to do so. 
 
S ignature:  _ _ _ _ __ __ _ __ __ _ __ __ _ __ ___ _ __    Date:  _ _ _ _ __ __ __ __ _ __ __ _ __  
 


