Pre-Treatment Questionnaire:
Strictly Private & Confidential

In order for us to carry out the safest and most beneficial treatment for you and to follow all statutory requirements, it is necessary to ask the following questions. Please read carefully and answer all questions. Please tick either no or yes.

Your full name: __________________________________________     Date of birth: _________________

Your email address:_______________________________________    Your mobile no:_______________

Do you have or are you currently affected by any of the following:


If Yes, please, specify:
High blood pressure / low blood pressure



No   FORMCHECKBOX 


Yes   FORMCHECKBOX 
_______________
Are you taking any blood-thinning medication 



No   FORMCHECKBOX 


Yes   FORMCHECKBOX 
_______________

Any form of infection, disease or fever




No   FORMCHECKBOX 


Yes   FORMCHECKBOX 
_______________
Diarrhoea or vomiting






No   FORMCHECKBOX 


Yes   FORMCHECKBOX 
_______________
Under the influence of alcohol or recreational drugs


No   FORMCHECKBOX 


Yes   FORMCHECKBOX 
_______________
For women – are you pregnant





No   FORMCHECKBOX 


Yes   FORMCHECKBOX 
_______________
Any allergies?







No   FORMCHECKBOX 


Yes   FORMCHECKBOX 
 _______________
Any other conditions which may be contraindicated


No   FORMCHECKBOX 


Yes   FORMCHECKBOX 
 _______________
Any Botox, fillers or other injections? If so when was the last time?           No   FORMCHECKBOX 


Yes   FORMCHECKBOX 
 _______________
If you are requesting treatment for any specific symptom or condition, please provide details below:
__________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
 FORMCHECKBOX 
  GDPR Consent: Please tick this box to acknowledge all information you share in each consultation is strictly confidential and will not be shared or released.
Please read the following and sign below. 
You agree that: 

· To the best of your knowledge, the information you have given is true and you have not withheld any information concerning your health

· You understand that the therapist does not diagnose illness, disease or any other physical or mental condition

· You understand that this treatment is not a substitute for medical examination, diagnosis or treatment

· You understand that each therapist is covered by his/her individual therapist insurance and Nova Spine & Wellness takes no liability for the treatment provided.

· You understand that there are possible side effects and risks associated with treatment. In case of acupuncture this may include bleeding, bruising and/or pain 
· You understand there is a possibility that you may experience some minor reactions as your body adjusts to the treatment, both during the treatment, but also in the days following the treatment.
· You consent to the release of information with the appropriate professionals if circumstances dictate.
Patient Signature___________________________                Date_______________________

Therapist Signature_________________________                Date_______________________
How did you hear about us?:    FORMCHECKBOX 
 Google   FORMCHECKBOX 
  Facebook       FORMCHECKBOX 
 Whatsapp        FORMCHECKBOX 
 Friends & Family   FORMCHECKBOX 
 other:  _____________
 



