COLONIC HYDROTHERAPY

PERSONAL HEALTH QUESTIONNAIRE

Surname:…………………………………….
Forenames:………………………………………

Address:…………………………………………………………………………………………………..

Tel No: (H)………………………………….

(W)………………………………………………

Date of Birth:………………
Sex:…………
Height:……………….
Weight:……………..

Marital Status:………………………………

Children:……………………………………….

Occupation:…………………………………

Job Satisfaction?………………………………...

Interests:…………………………………………………………………………………………………..

Date of Consultation:……………
Recommended by:………………………………………………….

Presenting Problems:……………………………………………………………………………………..

MEDICAL HISTORY

GP & Address:……………………………………………………………………………………………

Drugs / Medication:………………………………………………………………………………………

Hospitalisation:…………………………………………………………………………………………..

Surgery:………………………………………………………………………………………………….

Illnesses, Chronic/Acute:………………………………………………………………………………...

Miscarriage:………………
Abortion:……..
Caesarean:………….
Pregnancy:…………

Is there any possibility that you may be pregnant?………………………..

Note: You cannot receive colonic irrigation if you are pregnant!!!

Menstruation:…………..

Regular/Irregular:……………
Date of last Period:………….

Do you suffer from?

Allergies:…………………………
Arthritis/Rheumatism:……………
Asthma:…………………

Colitis:……………………………
Constipation:……………………...
Bad Breath:……………

Diabetes:…………………………
Cancer:……………………………
Diverticulitis:……………

Indigestion:………………………
Headaches:………………………..
Fatigue:………………….

Heart Condition:…………………
High Blood Pressure:……………..
Thrush:………………….

Ulcers:…………………………...
Haemorrhoids:……………………
Candida:…………………

MS:……………………………...
ME:……………………………….
Mucus:…………………..

Catarrh:…………………………
Insomnia:…………………………
Acne:…………………….

Diarrhoea:………………………
Rectal Bleeding:………………….
Gall Stones:……………...

Dizziness:………………………
Liver Trouble:……………………
Cirrhosis:………………...

Fissures:………………………..
Hay Fever:………………………..
Loss of Weight:…………

Bronchitis:……………………...
Double/Blurred Vision:…………..
Emphysema:…………….

Poor Circulation:……………….
Shortness of Breath:………………
Bruise Easily:……………

Itching:………………………….
Skin Rash:………………………..
Swollen Ankles:…………

Eczema:………………………….
Psoriasis:…………………………

Further Info:………………………………………………………………………………………….

………………………………………………………………………………………………………..

Do you suffer from pain, illness or discomfort in the:

Spine:……………………………
Bowels:…………………………
Eyes:…………………….

Kidneys:…………………………
Liver:…………………………...
Feet:……………………..

Legs:…………………………….
Lungs:………………………….
Skin:…………………….

Throat:…………………………..
Chest:…………………………..
Abdomen:……………….

Joints:……………………………
Arms:…………………………..
Hands:…………………..

Further Info:………………………………………………………………………………………….

……………………………………………………………………………………………………….

	Do you take/have:
	Heavy
	Moderate
	Light
	Non

	Alcohol
	
	
	
	

	Coffee
	
	
	
	

	Tea
	
	
	
	

	Tobacco
	
	
	
	

	Recreational Drugs
	
	
	
	

	Exercise
	
	
	
	


How much water do you drink daily?………………. Any food cravings?…………………………..

Eating Disorders:……………………………………………………………………………………..

Any foods you don’t eat:……………………………………………………………………………..

Do you take vitamins / minerals?………
Which:…………………………………………………

Do you get colds/flu?…………………..
How Often:…………………………………………….

White spots/horizontal/vertical ridges on finger/toe nails?……………………………………………

Do you have bowel movements:

Weekly:………… Every 2/3 days:……………  Daily:……………..
2/3 times a day:……………

Details of Shape & Colour of your faeces:…………………………………………………………….

Do you suffer from flatulence?…………………………………………………………………………

Do you take:

Laxatives:……………………   Aspirin:……………………   Anti Acids:…………………………..

Antibiotics:………………….    HRT:………………………
Contraceptive Pill:………………….

Any further info:……………………………………………………………………………………….

…………………………………………………………………………………………………………

Have you ever had a colonic?………………………………………………………………………….

Are you willing to undergo a rectal examination and colonic irrigation?……………………………..

Are you willing to receive enema herbs as part of your treatment?…………………………………..

Any additional information:……………………………………………………………………………

…………………………………………………………………………………………………………

CLIENT CONSENT TO TREATMENT

Client Signature:

Therapist Signature:

Date:

