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Crystal Healing 

Client Questionnaire / Record Card
The following information is required for your safety, and to benefit your health and welfare. The following details will be treated with the strictest confidence.
Name:.................................................................

Date of Birth:..................................................................

Address: ................................................................................................................................................................. 

Email:.................................................................Telephone:..........................................................Mobile...............................................................

Occupation:........................................................

Referred By (if applicable) ............................................................

Marital Status ...........................................

Number. & Age of Children or Dependents ...................................

Are you currently taking any prescribed or self-prescribed drugs or remedies? (If so then please give full details)............................................................................................................................................

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

Doctor’ s name ........................................................

Address ..................................................................................................................................................................Telephone: ...........................................

Do you suffer, or have you ever suffered, from any of the following: (If so then please give full details)

Diabetes

Kidney problems

Epilepsy

Photosensitivity

Surgery

Injury to back or joints

Sensitive skin

Allergies

Varicose Veins

Deep vein thrombosis

Heart disease

High or low blood pressure

Depression

Cancer

Stroke
Asthma
Migraines

In the next 12 hours, will any of the following apply: (If so then please give full details)

Driving or operating heavy machinery

Drinking alcohol

Using a sun bed or exposing your skin to ultraviolet light

Women only:

Is there any possibility y[image: image1]ou might be pregnant? Are you currently menstruating?

	Write a long term goal for your Crystal work. Remember the emphasis is on how would you like to feel)



Please indicate using table below if you feel you can relate to any of these phases and or conditions. (please do not worry about details as we will discuss this area and in more detail)

	Have you experienced any major traumas or stress in your life? In the past year? The past 5 years? 

Eg. Bereavement, divorce, financial problems, chronic illness, job change




	How would you like Crystals to help you today?
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This is a Holistic Complementary Therapy and the treatments given are not taking the place of Conventional medicine. You will be advised to seek medical attention when needed. Every effort is made to encourage patients to give full details of any other treatment they have received or are receiving from whatever direction. 

Whilst my aim is to always work for your benefit and to liaise wherever possible with other Practitioners/ Physicians tending to you, I ask you to accept, by signing this form, that I cannot give any guarantee of success or accept any liability in relation to this. 

Also, by signing this form, you agree that you have read the foregoing notes and confirm that they are a true record. You have not withheld any information which might affect the course of your treatment and you undertake to keep your therapist Informed of any changes in your health and 
Notes...............................................................................................................................................................................................................................................................................................................................................................................................................

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

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

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

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

medical history in order to facilitate an update of this record, when necessary.

The information you have given is strictly Private and Confidential. 

Client Name/Guardian (Print) _____________________________ 

Signature: _________________________________________Date: _________

Therapist’s signature: ___________________________________

Date: _________
Physical strength�
Adrenal�
Pancreas�
Heart�
Immune system�
Thyroid�
Pituitary gland�
Brain�
�
Energy�
Kidneys�
Liver�
Blood pressure�
Illness/Disease�
Throat�
Hormones�
Biological functions�
�
Aches/pains�
Food/Digestion�
Nerves�
Physical Balance�
Feelings of Balance�
Motivation�
Sight�
Nervous tension�
�
Connection to the earth�
Spleen�
Habits�
Understanding Life�
Adjusting to changes�
Express yourself�
Smell�
Headaches�
�
Responsibility�
Fear�
Coordination�
Insecurity�
Confusion�
Communication�
Hearing�
Spirituality�
�
Feet on the ground�
Shyness�
Jealousy �
Self worth�
Negative thinking�
Think to much�
Phobias�
Protection�
�
Purpose�
Emotions�
Lack of control/willpower�
Love/Relationships�
Restricted by boundaries�
Feelings of not being grounded�
Obsessions�
Lack of sunlight�
�
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