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Education, Training, Health and Online Services





	Client Number


	Client Name
	Client Address
	Client Telephone No:

	1
	
	
	

	2


	
	
	

	3


	
	
	

	4


	
	
	

	5


	
	
	

	6


	
	
	

	7
	
	
	

	8
	
	
	

	9


	
	
	

	10


	
	
	


Personal Details

	Client No:

Treatment No:
	
	Doctor’s Name
	

	
	
	Address:
	

	
	
	
	

	
	
	Tele. No:
	

	Medical

Complaint
	Yes
	No
	Details
	Dr’s Lttr. req’d
	Date lttr sent
	Date lttr.

rec’d/Verbal consent rec’d

	Severe circulatory disorders including HBP/LBP
	
	
	
	
	
	

	History of thrombosis/embolism
	
	
	
	
	
	

	Infectious disorders of the feet
	
	
	
	
	
	

	Arthritis of the feet
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	

	Epilepsy
	
	
	
	
	
	

	Severe bruising
	
	
	
	
	
	

	Recent haemorrhage or swellings
	
	
	
	
	
	

	Nail diseases
	
	
	
	
	
	

	Cuts or abrasions
	
	
	
	
	
	

	Recent operations
	
	
	
	
	
	

	On areas where there have been recent fractures or sprains
	
	
	
	
	
	

	Receiving medical treatment or has a condition which may be adversely affected by Reflexology treatment
	
	
	
	
	
	

	Date of last period (if applicable)
	            
	Could you  be pregnant

Yes/No (delete as appropriate)

	Stress scale (Circle the most appropriate number 1 being the lowest level of stress  and 10 being the highest)
	1   2   3    4   5    6   7   8   9   10

	Areas of treatment accepted by client: 

Client’s expectation of the treatment:

	I confirm that (to the best of my knowledge) the answers I have given are correct and that I have not withheld any information that may be relevant to my treatment.  I also confirm that I have been given full aftercare advice and understand the possible contra-actions to the treatment.
Client signature:--------------------------------------------Dated:--------------------------------
Therapist signature: -------------------------------------- Dated:---------------------------------Tutor signature--------------------------Dated:---------------------- 


Introductory Assessment Consultation Form
General health

​​​​​​------------------------------------------------------------------------------------------------------------

​​​​​​------------------------------------------------------------------------------------------------------------

​​​​​​------------------------------------------------------------------------------------------------------------

​​​​​​------------------------------------------------------------------------------------------------------------

​​​​​​------------------------------------------------------------------------------------------------------------

Lifestyle

​​​​​​------------------------------------------------------------------------------------------------------------

​​​​​​------------------------------------------------------------------------------------------------------------

​​​​​​------------------------------------------------------------------------------------------------------------

​​​​​​------------------------------------------------------------------------------------------------------------

​​​​​​------------------------------------------------------------------------------------------------------------

Occupation

​​​​​​------------------------------------------------------------------------------------------------------------

​​​​​​------------------------------------------------------------------------------------------------------------

​​​​​​------------------------------------------------------------------------------------------------------------

Nutrition

​​​​​​------------------------------------------------------------------------------------------------------------

​​​​​​------------------------------------------------------------------------------------------------------------

​​​​​​------------------------------------------------------------------------------------------------------------

Exercise

​​​​​​------------------------------------------------------------------------------------------------------------

​​​​​​------------------------------------------------------------------------------------------------------------

​​​​​​------------------------------------------------------------------------------------------------------------

Second and subsequent visits

	Effects noticed since last visit
	Details



	Any changes to client’s medical history since last visit? Yes/No
(delete as appropriate)

Is medical consent required Yes/No
(delete as appropriate)
	Details



	Date of last period (if applicable)
	            
	Could the client be pregnant

Yes/No (delete as appropriate)

	Area of treatment to be provided


	Details



	Client’s expectations of treatment
	Details



	
	I confirm that (to the best of my knowledge) the answers I have given are correct and that I have not withheld any information that may be relevant to my treatment.  I also confirm that I have been given full aftercare advice and understand that the possible contra-actions to the treatment.

Client signature:------------------------------------------Date:----------------------

Therapist signature:-------------------------------------Date:----------------------

Tutor signature: ----------------------------------------- Date:----------------------


Time taken on each treatment 

................................................................................................................................
.................................................................................................................................
.................................................................................................................................
Aftercare advice/Possible contra-actions advised/referral suggested for each treatment

.................................................................................................................................................................................................................................................................................................................................................................................................................................... 

.................................................................................................................................................................................................................................................................................................................................................................................................................................... 

.................................................................................................................................................................................................................................................................................................................................................................................................................................... 

.................................................................................................................................................................................................................................................................................................................................................................................................................................... 

.................................................................................................................................................................................................................................................................................................................................................................................................................................... 

.................................................................................................................................................................................................................................................................................................................................................................................................................................... 

.................................................................................................................................................................................................................................................................................................................................................................................................................................... 

.................................................................................................................................................................................................................................................................................................................................................................................................................................... 

Student observations and comments 

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------
------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------
------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------
------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------
------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

Overall summary of treatment for case study Number -----

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------
------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------
------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------
------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------
------------------------------------------------------------------------------------------------------------

Chakra/Crystal analysis form
	Chakra
	chakra imbalance indicator analysis 
	Tick as appropriate

	Root
Colour – Red

Crystal – Red Jasper
	Fearful
	

	
	Insecure
	

	
	Lethargic
	

	
	Materialistic
	

	
	Possessive 
	

	
	Brittle nails
	

	
	Constipation
	

	
	Obesity
	

	
	Problems with bones
	

	
	Total
	

	Sacral
Colour – Orange

Crystal - Carnelian
	Feelings of being unworthy
	

	
	Frigid
	

	
	Impotent
	

	
	Oversensitive
	

	
	Seeking constant reassurance
	

	
	Unconfident
	

	
	Infertility

	

	
	Kidney and bladder disorders
	

	
	Total
	

	Solar plexus
Colour – Yellow

Crystal - Citrine
	Controlled by own emotions
	

	
	Domineering
	

	
	Judgemental
	

	
	Quick tempered
	

	
	Resentful of authority
	

	
	Under-achieving
	

	
	Workaholic
	

	
	Digestive problems
	

	
	Total
	

	Heart
Colour – Pink or Green

Crystal – Rose quartz
	Angry
	

	
	Jealous
	

	
	Needy
	

	
	Selfish
	

	
	Uncaring
	

	
	Unforgiving
	

	
	Circulation problems
	

	
	Respiratory problems
	

	
	Total
	


Chakra/Crystal analysis form
	Throat
Colour – Blue

Crystal – Lapis lazuli
	Arrogant
	

	
	Dependent
	

	
	Indecisive
	

	
	Over-talkative
	

	
	Poor communication
	

	
	Stuttering
	

	
	Rigidity around the neck and shoulders
	

	
	Sore throats
	

	
	Total
	

	Third eye
Colour – Purple

Crystal - Amytheist
	Intellectually arrogant
	

	
	Lacking discernment
	

	
	Lacking discrimination
	

	
	Lacking insight 
	

	
	Eyes and Nose problems
	

	
	Headaches
	

	
	Sinusitis
	

	
	Total
	

	Crown
Colour – White

Crystal – Crystal quartz
	Attachment
	

	
	Dissatisfaction
	

	
	Egocentric
	

	
	Exhaustion
	

	
	Lacking motivation
	

	
	Ungenerous
	

	
	Total
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