Integrated Energy Healing with Fiona Cutts:
Client Questionnaire

This information is of genuine value to your treatment and

will be kept completely confidential.

PERSONAL DETAILS

Name 
Address 

Post Code
Home Telephone Number 
Work Telephone Number
Mobile Telephone Number
E-Mail Address
Date of Birth
Occupation
Relationship Status
General Practitioner (name and number)
How did you find out about me?

FORM OF CONSENT

I confirm that I request treatment from Fiona Cutts.
I understand that no promises of cure have been made, and that a medical diagnosis will not be given.

I understand that some of the healing techniques involve the use of touch.

I understand that I am responsible to pay for sessions I do not attend, or those that I cancel with less than 48 hours notice.

As a member of the Register of the School of Energy Healing, I comply with the Code of Ethics issued by the School.

Signed……………………………………….                   date…………………………

LIFESTYLE

Indicate type and quantities:

Alcohol intake

Tobacco / cigarettes

Tea / coffee

Sugar / sweets / chocolate

Daily fluid intake

Allergies

Exercise

Rest

General type of diet

PRESENT TREATMENT

List any current medication (include vitamins and supplements) :
When started

Name of drug or supplement

Dosage and frequency

List any other current treatment and complementary therapies:

List all illnesses, accidents, hospitalisations, investigations, treatments, and medication in chronological order. Include childhood diseases, births, and any long term prescriptions (eg contraceptive pill, HRT, tranquillisers, blood pressure tablets etc)

AGE


CONDITION




TREATMENT

Please describe what you would like to consult me about.

What have been the main stresses in your life – past and present?

What was your childhood like?

Any other information that you think might be useful.
