science @f nature Progressive Kinesiology Consultation Form

strictly confidential

DATE: NAME:
ADDRESS:
POSTCODE:
tel: mobile:
email:
D.O.B: CURRENT AGE:

DOCTOR’S CONTACT DETAILS:

Occupation: (environment/drive/stress)

Marital Status:

Children: (fertility/pregnancy/labour/prostate)

Reason for consultation:

Medication: (dosage/how long/the pill/HRT/supplements)

Medical History: (operations/accidents/illnesses/vaccinations)

Worse at time of day

Skeletal

Muscular

Respiratory

Sinus

1/3



@ 23
Worse at time of day

Headaches

Digestive

Skin

Circulation

Reproductive

Urinary

Family History: (arthritis/cancer/diabetes/heart disease, mental health problems)

Maternal Paternal

What did you eat yesterday!?

Representative of normal diet?

Do you use a microwave oven? (how often)

How often do you eat out? (restaurants, cafes, takeaways)

Number of drinks consumed each day:

Tea Coffee Alcohol |:| Water Milk Fruit Juice

Other:

Do you smoke? (if yes, are you happy being a smoker)

Regular Excercise: (energy levels)
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Height: Weight:

Mental Health History: (depression, anxiety, mood swings, panic attacks)

Do you wear contact lenses or spectacles!? (what type/shortsighted/longsighted)

Do you use any other type of therapy/see other therapists (complementary or orthodox)

Sleeping Pattern: (insomnia, nightmares, snoring)

Fears or Phobias:

Current Stress or Worry:

How do you feel in yourself?

Do you know anything about kinesiology?

Any other notes:




