
A NEW DAWN REFLEXOLOGY             Client Health Record

Client Name ____________________________________________  Todays Date _______________________

Date of Birth ________________________________  Email  ________________________________________

Phone (Res) ________________________________  Phone (other) __________________________________

Address ____________________________________ City __________________Prov _______PC __________

What is your occupation?_____________________________________________________________________

Medical Doctor _______________________________ Phone ________________ Location ________________

When did you last visit your doctor? _________________Reason  ____________________________________

Chiropractor _________________________________ Location ______________________________________

Are you undergoing other therapies?   Yes___  No___  List: __________________________________________

How did you hear about A New Dawn? ____________________ Have you had reflexology before?  Yes__  No__  

What do you expect from this session? __________________________________________________________

Do you consider yourself in good health?  Yes___  No___  Explain  ____________________________________

Do you suffer from anxiety or worry?  Yes___  No___  Explain  _______________________________________

Do you sleep well?  Yes___  No___  Explain  _____________________________________________________

Do you have allergies / sinus conditions?  Yes___ No___  Explain  ____________________________________

What are you doing for your health?  ____________________________________________________________

_________________________________________________________________________________________

Are you pregnant?  Yes___ No___    Trimester? 1___2___3___    Have you had other pregnancies? Yes___ No___ 

List past surgeries and dates  _________________________________________________________________

_________________________________________________________________________________________

List past injuries / serious illnesses and dates  ____________________________________________________

_________________________________________________________________________________________

Do you wear prostheses?  Yes___ No___ (e.g. glasses, contacts, metal plates, pins or wires, dentures, hearing aids)

Please indicate your consumption of the following
     Salt None ___      Light ___      Moderate ___      Heavy ___
     Sugar None ___      Light ___      Moderate ___      Heavy ___
     Caffeine None ___      Light ___      Moderate ___      Heavy ___
     Tobacco None ___      Light ___      Moderate ___      Heavy ___
     Alcohol None ___      Light ___      Moderate ___      Heavy ___
     Exercise None ___      Light ___      Moderate ___      Heavy ___
     Water None ___      Light ___      Moderate ___      Heavy ___

over>>>



List all medications and reason you are taking (include any vitamins, dietary supplements, over the counter items) 

_________________________________________________________________________________________

_________________________________________________________________________________________

Is your blood pressure        High ___  Normal ___  Low ___  Erratic ___  Stable ___ 

Do you have any problems with the following systems? (Circle)

Endocrine  Yes___  No___  (e.g. diabetes, hypoglycemia, menopausal problems, hypothyroidism, hyperthyroidism)

Reproductive  Yes___  No___  (e.g. PMS, endometriosis, menstrual difficulties, prostate problems, etc)

Digestive  Yes___  No___  (e.g. prolonged constipation, diarrhea, colitis, diverticulitis, ulcer, etc)

Integumentary  Yes___  No___  (e.g. psoriasis, eczema, warts, etc)

Immune & Lymphatic  Yes___  No___  (e.g. arthritis, chronic fatigue, environmental illness, HIV/AIDS, allergies, etc)

Cardiovascular  Yes___  No___  (e.g. high/low blood pressure, heart disease, varicose veins, circulation problems, etc) 

Musculoskeletal  Yes___  No___  (e.g. osteoporosis, fibromyalgia, bursitis, gout, back pain, scoliosis, foot, arm or hand  
               problems, etc)  
Respiratory  Yes___  No___  (e.g. asthma, emphysema, etc.)

Nervous  Yes___  No___  (e.g. hearing, vision loss/problems, loss of sensation, nerve pain/damage, mental or emotional 
            problems, etc)  

Consent to Receive Reflexology

I, the undersigned, consent to reflexology session(s) and understand that the sessions are for the 
purpose of stress reduction and relaxation.  Reflexologists DO NOT diagnose, prescribe or treat for 
specific conditions.  The sessions are not a substitute for medical diagnosis or treatment when such 
attention is needed.  I understand some physiological reactions may occur naturally as part of the 
cleansing process due to the reflexology treatment.  These are generally temporary and may include 
but are not limited to: increased urination, flatulation and bowel movements, change in sleep pattern, 
headaches, muscle soreness, nausea, runny nose, emotional release.  All information in this health 
record is held in strict confidence.

_____________________________________                       __________________________
Signature        Date 

Cancellation Policy
Please be courteous and provide 24 hours notice of any cancellations. Late cancellations will be 
charged $30.00 on your next visit. Thank you for your consideration and respect.

A Word About Scents  As some of my clients suffer from allergies and asthma I would ask you to 
please refrain from wearing perfumes and colognes before arriving for your visit. Thank You.


