REFLEXOLOGY HEALTH FORM
NAME:___________________________________________________________________
ADDRESS:______________________________________________________________
PHONE NUMBER:________________________________________________________
EMAIL;________________________________________________________________
IN CASE OF EMERGENCY CONTACT NUMBER __________________________________
DOCTOR ________________________________________________________________
DOCTOR TELEPHONE NUMBER______________________________________________
HIGH BLOOD PRESSURE____________________________________________________
ARE YOU PREGNANT?______________________________________________________
OPERATIONS_______________________________________________________________
ARE YOU UNDER STRESS?____________________________________________________
HEALTH PROBLEMS___________________________________________________________
PLEASE COMMENT ON YOUR  HEALTH PROBLEM SYMPTOMS________________________
___________________________________________________________________________
SLEEP PROBLEMS_____________________________________________________________
WHAT IS YOUR EXERCISE LEVEL 1-(10)______________________________________________
WHAT IS YOUR DIET AND NUTRITION LIKE?  PLEASE COMMENT_________________________
_____________________________________________________________________________
DO YOU SUFFER FROM BUNIONS?__________________________________________________
DO YOU SUFFER FROM CORN OR TOE NAIL PROBLEMS PLEASE COMMENT_________________
_______________________________________________________________________________
ARE YOU SUFFERING FROM BROKEN BONES DUE TO AND ACCIDENT_______________________
PREVIOUS REFLEXOLOGY TREATMENTS________________________________________________
THERAPIST________________________________________________________________________
DATE ____________________________________________________________________________
HOW DID YOU HEAR ABOUT US ______________________________________________________
AGE_____________________________________________________________________________


