HEALING – TREATMENT 
Please complete fully using CAPITAL LETTERS


   Date:_________________
Name:
                                                        




   Date of birth:___________

Address : __________________________________________________________________________________
Tel: Number _______________ (home)  _________________ (work) _______________ (mob)

Email:________________________________________________________________________
OCCUPATION:________________________________________________________________________________

GP NAME: ___________________________________________________________________________________
ADDRESS:
EATING HABITS ____________________________________________________________________________
FLUID INTAKE ______________________________________________________________________________
EXERCISE _________________________________________________________________________________
WELL-BEING _______________________________________________________________________________

REASON FOR TREATMENT 

REASON FOR VISIT __________________________________________________________________________

I, the undersigned, understand that the Healing session given involves a natural method of energy balancing for the purpose of pain management, stress reduction, and relaxation. I understand very clearly that these treatments are not intended as a substitute for medical or psychological care. 

I understand that Healing practitioners do not diagnose conditions, nor do they prescribe medicines, nor interfere with the treatment of a licensed medical professional. It is recommended that I seek a licensed health care professional for any physical or psychological ailment I have.

I understand that the practitioner may place hands on me during the session. 


---------------------------------- 





Client Name (printed)






---------------------------------- 



---------------------------------- 

Client Signature




Date
First Name			Surname








