Confidential 

Client Questionnaire
In preparation for your session, please fill in this questionnaire.  Please skip sections that may not be relevant to you and feel free to attach extra sheets if you think it might be helpful, including reports from your Doctor or other complementary health practitioners.

Name:






 Date of Birth:
If a child, parent’s name: 

Address:
Home Phone No:




Mobile no :
Email address:
Doctor’s Name:




 Practice Name:
Occupation:
How did you hear about me?
Please describe the concerns you would like to address in your Kinesiology/Reiki session

Who else have you consulted about your current concerns? What other treatments are you having or have tried?
PERSONAL HEALTH HISTORY
Significant previous illnesses, diagnoses, surgery:
Accidents/ bad falls/ lingering injuries:

Childhood illnesses/health issues:

Female Reproductive matters (where relevant): quality of periods/PMT/menopause /childbirth etc
Dental history (braces, extractions, filling materials, amalgams replaced, fluoride treatment)

DIET & LIFESTYLE

What is your diet like?

Are you taking any medication or supplements (please provide details)?

Known allergies/intolerances (please indicate if severe), include foods, dust, moulds, pollens, animals, chemical sensitivities, drugs etc:

How often and what forms of exercise do you take?

Do you smoke, drink alcohol, or use recreational drugs? Please provide details:

EMOTIONAL HISTORY

List any emotional traumas/episodes, with rough dates (e.g. bereavements, divorce, parents split-up etc.)

How do you feel about your life/work etc?
Do you have any significant habits or any phobias?
OTHER INFORMATION

Is there any further information that would be useful for me to know?
Please read and sign the following statement:

I understand that Kinesiology/Reiki practitioners do not give medical diagnoses or treatment, and that it is my responsibility to consult my GP about any medical problem that I am aware of or become alerted to in the course of a session.

Signed:____________________________________________  Date:_____________________________
	Symptom
	Please tick any that are relevant and add further details where appropriate

	Poor sleep
	

	Dizziness/fainting
	

	Anxiety
	

	Depression
	

	Headaches/Migraines
	

	Vision problems
	

	Hearing problems
	

	Chest pains
	

	Pain: neck/ shoulder/back
	

	Pain: joint
	

	Pain: other
	

	Constipation
	

	Loose bowels/diarrhea
	

	Digestive discomfort/bloating
	

	Indigestion
	

	Nausea/vomiting
	

	Food cravings
	

	Weight problems (over/under weight)
	

	Known allergic reactions 
	

	Poor circulation
	

	Lethargy/tiredness
	

	Foggy head
	

	Asthma/breathing difficulty
	

	Repeated infections
	

	Sore throat
	

	Sneezing
	

	Runny nose or eyes
	

	Itchy eyes, ears, lips, throat, roof of mouth etc
	

	Swelling of mouth, throat, tongue etc
	

	Heart palpitations
	

	Sinus pain or congestion
	

	Catarrh
	

	Eczema
	

	Psoriasis
	

	Skin rash/hives
	

	Acne
	

	PMT/Menstrual problems
	

	Menopausal problems
	

	Fits
	

	Nervous twitches/ tremors
	

	Other problems (please list):
	


