Flower Essence Therapy 
Flower Essence Therapy 

PRIVATE & CONFIDENTIAL     

Consultation Record


Name:_______________________________________________________

Address:_________________________________________________________________________________________________________________

____________________________________________________________

Post code: ________________

Tel Home: ___________________________

Tel Work:____________________________

Mobile: ___________________________

Email: ________________________________

Emergency contact name and Tel: ____________________________

_______________________________________________________

Date of Birth: _____________________ 

Marital Status: ____________________

Do you have any dependents: ___________________________________

Sex:____M/F________

Occupation:__________________________________________________

GP NAME: ____________________________________________

ADDRESS: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________

Current medication – (please include prescribed and over the Counter/Supplements) ____________________________________________________________________________________________________________________________________________________________________________________ ________________________________________________________________________________________________________________________ 

____________________________________________________________________[image: image1.png]


____________________________________________________

Details of any operations/Accidents/Illnesses incl. dates: ____________________________________________________________________________________________________________________________________________________________________________________ ________________________________________________________________________________________________________________________ ________________________________________________________________________________________________________________________

Are you currently receiving treatment by a health care professional, either complementary or orthodox, including dentist or optician? Y/N 

(If so please provide physicians details ) 

Name    ___________________________________________

Tel:_______________________________________________

Address:____________________________________________________________________________________________________________________________________________________________________

Date letter sent (if applicable) _____________Date of Reply:_____________

Have you received this therapy before? Y/N 

If so please provide details ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ ________________________________________________________________________________________________________________________

How did you hear about me?________________________________________________________________________________________________________________________

What is your main reason for wanting to take Flower Essences?____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

HOW ARE YOU FEELING today/lately? If you do not have the words please score 1-10 (10 being the best , 1 the worst)

Physically________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Emotionally___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What’s your favourite colours? ________________________________________________________________________________________________________

What colours do you dislike?________________________________________________________________________________________________________

MEDICAL HISTORY 

PERSONAL INFORMATION/SYSTEM ASSESSMENTS (please tick or complete next to each statement)

DIGESTIVE: 

Appetite:  Good___ Poor___ 

Meals:  Regular___ Irregular___ 

Do you eat in a hurry? Y/N

Do you take food or vitamin supplements? Y/N (if so what?)_________________________________________________

Digestion: Good___Bad___ (i.e. Heartburn/acid reflux/Bloating)

Typical Daily Diet:  (how many portions of the following per day)

Fresh fruit___Fresh vegetables ___Protein___Dairy produce___

sweet things___added salt___                                                                

added sugar___Coffee_____Tea_____Alcohol____Water_____

How much fluids to you drink per day? ____________________________________

Usual/Daily Bowel Movements: Constipation __Diarrhea___Pain__Alternating__   

URINARY: 

Cystitis/Prostrate ___  Other discomfort__

RESPIRATORY: 

Asthma___Sinus___Ears___

LYMPHATIC: 

Swollen Glands___ Sore Throats___Swollen Ankles___Frequent Colds___

CIRCULATION: 

Good___Poor___Cold/Warm

Varicose veins___Blood pressure (Hypertension___Hypotension___) 

Heart___Fluid retention___Tired legs___Cellulite___

SKIN: 

Normal__Dry__Sensitive__Oily__Combination__Sensitive__Dehydrated__

Eczema___Psoriasis___Dermatitis__Acne__Hay fever__

MUSCULAR/SKELETAL: 

Back___Aches/pains____Stiff joints___Headaches___

Injuries_____stiffness____Pain____Other_____

REPRODUCTIVE/GYNECOLOGICAL: 

Female: Menstrual Cycle Regular_____Irregular___

PMT__Dysmenorrhoea__Amenorrhoea__HRT___

Taking contraception? Y/N (coil/Implant/Pill/Other)

Menopausal Difficulties Y/N 

Male:Prostate___Impotence__ Other______

NERVOUS : 

Headaches___Migraine__Tension___Epilepsy___Depression/Anxiety___

Describe your sleeping pattern 

Good__Moderate__Poor__Average hours sleep___ 

Are your energy Levels Good___Poor__Erratic___Fatigue___

How are your current energy levels? (Low 1, 2, 3, 4, 5, 6, 7, 8, 9 -10 high)
Stress Levels(Low 1, 2, 3, 4, 5, 6, 7, 8, 9 -10 high)

How do you cope with stress? ________________________________________________________________________________________________________________________

Please tick any of the below that are relevant to you 

· FEVER

· CONTAGIOUS OR INFECTIOUS DISEASE

· UNDER INFLUENCE OF ALCOHOL

· UNDER INFLUENCE OF RECREATIONAL DRUGS

· SKIN DISEASE

· UNDIAGNOSED LUMPS AND BUMPS

· PREGNANCY/BREASTFEEDING

· HYPERTENSIVE SKIN

· CARDIOVASCULAR CONDITIONS(THROMBOSIS, PHLEBITIS, HYPERTENSION, HYPOTENSION, HEART CONDITIONS)

· NEVOUS/PSYCHOTIC CONDITIONS

· EPILEPSY

· RECENT OPERATIONS

· DIABETES

· ASTHMA 

· SEIZURES 
· FAINTING
LIFESTYLE: 

Do you smoke?Y/N


Number per day:__________

Do you drink? Y/N


Number of units per week: ___________________

Is your life stressful and if so why?_________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________

Do you take any regular exercise? ________________________________________

How would you describe yourself?


Optimistic/Pessimistic
Confident/Nervous 

other__________________________________

Have you experienced any major traumas or stress in your life?  

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

Do you have any phobias?__________________________________________________________________________________________

What hobbies do you have? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you see daylight in your workplace? Y/N

Average hours per day in front of the computer______

Do you enjoy your work? Y/N __________

What difficulties/problems do you find yourself having to deal with currently?_________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How would you describe the emotions attached to any of the problems you’ve described? How do they manifest? What triggers them?____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How would you like Flower essences to help you?____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please write a short goal for what you would like flower essences to do for you (how would you like to feel in say 4 weeks time?)

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please write  a long term goal for what you would like flower essences to do for you (say in 6 months or more Remember the emphasis is on how would you like to feel)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Consent 

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. 

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 in any prescribed of self-administered medication 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: __________

Notes:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________[image: image2.jpg]Natural Magick






