 Health Screening Questionnaires for Therapies
The information provided on this form will be kept in the strictest confidence for centre use only and will assist the Natural Fitness and Therapy Centre in providing the best service we can.  We do not share your information with anyone.  If you would like to see a copy of our Privacy policy, it is on our website or you can request a copy.
Name: ………………………………………………………………………………… Date of Birth: ………………………
Address: …………………………………………………………………………………………………………………………..  
…………………………………………………………………………………….. Post Code: ………………………………..
Contact Telephone Mobile: ……………………………………….. Email: ……………………………………………..
Can we send you information/offers from us?  Yes/No
NB by signing this form you agree that we can contact you regarding your therapy.
How did you hear about us?................................................................................

(e.g. walking by, advert, Facebook, Google search, recommendation, word of mouth)
	Do you have any heart conditions?
	Yes / No

Details:

	Do you have high or low blood pressure
	Yes / No
Details:

	Are you asthmatic?
	Yes / No

	Are you pregnant?  Or have you had a baby in the last year?
	Yes / No

	Do you have any joint or bone condition?
	Yes / No
Details:

	Do you have any skin conditions?
	Yes / No

Details

	Have you had surgery in the last year (including Caesarean)?
	Yes / No

Details:

	Do you have epilepsy?
	Yes / No

Details:

	Do you have diabetes?
	Yes / No

	Do you suffer from backache?
	Yes / No
Details:

	Are you taking any medication?
	Yes / No

Details:

	Do you have any other health issues that your therapist should know about?
	Yes / No

Details:


Name and telephone number of contact/next of kin in case of emergency:
..............................................................................................................................
Important notice: If you are in any doubt as to your suitability for your chosen therapy you should firstly consult a medical practitioner or discuss further with your therapist.

I have read and understood the above and I have truthfully answered all the questions. I give permission for treatment to be carried out. If for any reason I need to cancel my appointment I agree to give 24hrs notice or make full payment to the therapist. I agree to give the information asked in this questionnaire to the Natural Fitness and Therapy Centre.
SIGNED………………………………………         DATE………………………………………………………..…

THERAPIST NAME…………………………          Dates of treatments………………………………………….…
