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                               Crystal Light Healing Questionnaire

Name:………………………………………………………………………. Age:……… DOB: ……………...

Address:  …………………………………………………………………………………. Postcode: …………

Telephone:  (H) …………………………  (W) …………………………… (Mob) …………………………...

Occupation: ……………………………………… Email:…………………………………………...................

Marital Status: …………………………………… No. of Children: …………… Ages: ……………………...

I was referred to the clinic by: ………………………………………………… Health Fund:…………………

Your presenting condition: ……………………………………………………………………………………...

…………………………………………………………………………………………………………………...

What aggravates your condition:  ……………………………………………………………………………….

What improves your condition:  ………………………………………………………………………………...

Please state what you would like to achieve from this consultation and your goals regarding your future health and well-being (physically, emotionally, spiritually): …………………………………………………...

…………………………………………………………………………………………………………………...

…………………………………………………………………………………………………………………...

Vaccination History:  ……………………………………………………………………………………………

Previous accidents / injuries:   ………………..…………… Year         …………..……………… Year

                                                 …………………………….. Year         ………………………….. Year

Previous surgery :                    ………………..…………… Year         …………..……………… Year

                                                 …………………………….. Year         ………………………….. Year

Current Medication(s): ………………………………………………………………………………………….

…………………………………………………………………………………………………………………...

…………………………………………………………………………………………………………………...

Nutritional Supplement(s):  ……………………………………………………………………………………..

…………………………………………………………………………………………………………………...

…………………………………………………………………………………………………………………...

Please Turn Over

Do you currently have or suffer from any of the following (in the last 6-12 months):

	· Allergies
	
	Foods
	
	Pollution
	
	Other ……………….

	
	
	Pollens
	
	Skin Applications
	
	

	
	
	Dust Mites
	
	Medications
	
	

	
	
	
	
	
	
	

	· Cardiovascular
	
	High Blood Pressure
	
	Angina
	
	Varicose Veins

	
	
	Low Blood Pressure
	
	Palpitations
	
	Other ……………….

	
	
	High Cholesterol
	
	Fluid Retention
	
	

	
	
	
	
	
	
	

	· Gastrointestinal
	
	Constipation
	
	Indigestion/Reflux
	
	Poor Appetite

	
	
	Diarrhoea
	
	Nausea
	
	Ulcers

	
	
	Flatulence/Bloating
	
	Vomiting
	
	Other ……………….

	
	
	
	
	
	
	

	· Respiratory
	
	Asthma
	
	Frequent colds/flu
	
	Sore throats

	
	
	Bronchitis
	
	Excess mucous
	
	Shortness of breath

	
	
	Chronic cough/wheeze
	
	Sinusitis
	
	Other ……………….

	
	
	
	
	
	
	

	· Musculoskeletal
	
	Arthritis
	
	Muscle pain/cramps
	
	Back pain/problems

	
	
	Painful joints
	
	Muscle wasting
	
	Other ……………….

	
	
	Osteoporosis
	
	Sprains
	
	

	
	
	
	
	
	
	

	· Neurological
	
	Anxiety/nervousness
	
	Headaches
	
	Convulsions

	
	
	Confusion/forgetful
	
	Migraine
	
	Pins & Needles

	
	
	Depression
	
	Insomnia
	
	Other ……………….

	
	
	
	
	
	
	

	· Endocrine
	
	Diabetes
	
	Other …………………...
	
	

	
	
	Hyperthyroidism
	
	
	
	

	
	
	Hypothyroidism
	
	
	
	

	
	
	
	
	
	
	

	· Reproductive (Female)
	
	Irregular cycle
	
	PMS
	
	Low fertility/infertility

	
	
	Excessive Bleeding
	
	Bloating
	
	Thrush

	
	
	Minimal Bleeding
	
	Low sex drive
	
	Other …………………...

	
	
	
	
	
	
	

	· Reproductive (Male)
	
	Impotence
	
	Low sex drive
	
	Other……………………

	
	
	Premature ejaculation
	
	Itchy inner thigh/groin
	
	

	
	
	Testicular cysts/lumps
	
	Low fertility/infertility
	
	

	
	
	
	
	
	
	

	· Urinary
	
	Frequent/urgent urination
	
	Painful/burning urination
	
	Kidney Stones

	
	
	Incontinence
	
	Delayed/weak flow
	
	Fluid Retention

	
	
	Bladder/kidney infection
	
	Nocturnal urination
	
	Other …………………..

	
	
	
	
	
	
	

	· Skin
	
	Acne
	
	Eczema
	
	Rashes

	
	
	Bruise easily
	
	Psoriasis
	
	Spider veins

	
	
	Dry skin
	
	Itchy skin
	
	Other …………………...

	
	
	Oily skin
	
	Poor wound healing
	
	


Declaration:  As a client who is committed to improving my health and well-being, I am willing and open to accept responsibility for undertaking the treatment plan prescribed to the best of my ability.

Client Signature: ……………………………………………….   Date: …../…../…….. 

Date:       /      / 





Ref #:
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