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Client Consultation Form
Date: _____________________
Name: _______________________________________________
Gender:    M     F
Date of Birth: ______________
Address:______________________________________________________________________________    _____________________________________________________________________________________________________________________________________ Postcode: _______________                             Phone ________________________ Email_____________________________________
Where do you work                                                                                                                                                 (what kind of work do you do?) ______________________________________________________
Emergency Contact ______________________ Phone ____________________________
Please let us know how you found us? _________________________________________

Medical History and Information 
Check any or all that apply to your present health:
headaches                                      chronic pain                          varicose veins
vision problems                               epilepsy                                blood clots
sinus problems                                numbness/tingling                high/low blood pressure
jaw pain/teeth grinding                    sprains/strains                      diabetes
fatigue                                             scoliosis                                cancer/ tumours
depression                                      arthritis                                  infectious disease
sleep difficulties                              tendonitis                               skin problems or allergies
hormonal implants                          heart conditions                     muscle/joint/bone pain/conditions                               sunburn                                           heat rash                              
loss of skin sensation
Women only:                                 pregnant                               Painful menstruation

Others (please state)
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List all medications/herbs/vitamins and dosage: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


What movements or activities are limited? (What aggravates it?) 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Client Consultation Form

List previous major injuries/surgeries: _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What other treatments are you receiving and by whom (acupuncture, physical therapy, chiropractic, naturopathic): _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
POLICY – PLEASE READ
· If cancellation is necessary, please give 24-hour notice.  
· If you have a cold, or any other contagious condition please reschedule your appointment.
· Please do not be under the influence of alcohol or drugs because massage can be dangerous to you under these conditions.
· Clients must provide an accurate health history and update the details when necessary.
· Payment is expected at the time service is rendered.
· Sexual harassment or other improper behaviour is not tolerated.
· If the practitioner’s safety feels compromised, the session is stopped immediately.
· Do not eat a heavy meal less than one hour prior to the treatment.

Client Signature                                                                                     Date__________________




Client Consultation Form
Massage Therapy Informed Consent

I, ____________________________, (client) understand that massage therapy provided by
 Zen-Sations is intended to enhance relaxation, reduce pain caused by muscle tension, increase range of motion, improve circulation and offer a positive experience of touch.  The general benefits of massage, possible massage contraindications and the treatment procedure have been explained to me. I understand that massage therapy is not a substitute for medical treatment or medications, and that it is recommended that I concurrently work with my Primary GP for any condition I may have. I am aware that the massage therapist does not diagnose illness or disease, does not prescribe medications, and that spinal manipulations are not part of massage therapy. I have informed the massage therapist of all my known physical conditions, medical conditions and medications, and I will keep the massage therapist updated on any changes. I understand that there shall be no liability on the practitioner’s part due to my forgetting to relay any pertinent information. If I experience any pain or discomfort during the session, I will immediately communicate that to the therapist so the treatment can be adjusted. I have reviewed the therapist’s policies, and I understand them and agree to abide by them. 

Client Signature _____________________________________   Date _________________


I have had ................................................................................. patch test required for my treatment

Clients Signature ___________________________________  Date _________________________




Client Consultation Form
Additional Information for Beauty Treatments
Contraindications needing Medical Permission  (This list is not exhaustive, please contact Kath if you are unsure if any medical condition you have  may affect your ability to have a treatment)

Waxing
Haemophilia                         
Diabetes                                                   

Slimming Body Wrap
Cardiac Infraction or Weakness                                        High/Low Blood Pressure             Pregnancy Constricted Coronary Blood Vessels                                Overactive Thyroid                        Haemophilia
Disturbances to Kidneys and Associated Organs             Pacemaker                                    Epilepsy
Diabetes Requiring Insulin                                                Severe Varicose Veins                  
Lupus Erythematosus                                                        Multiple Sclerosis                        
Adrenal Suppression

Lash Lift and Tint                                                        
Skin Cancer                   

Zen-Sations WILL NOT carry out the above treatment unless the client has had a patch test at least 24/48hrs.  

Brows
Zen-Sations WILL NOT carry out the above treatment unless the client has had a patch test at least 24/48hrs.  
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Any conditions already being treated by a GP or another practitioner
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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