ALLERGY HEALING 

                                      Consultation Sheet              please attach photo
This information is completely confidential

Title…………….First name(s)………………………………….Surname……………………………

Address……………………………………………………………………………………...……………

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

Tel;………………………………………email…………………………………………………………

Mob:………………………………………….date of birth……………………………………………..

Doctor’s name and address………………………………………………………………...………….

Doctor’s diagnosis……………………………………………………………………………………….

When Doctor was last seen………………
 How often seen for this………………..

Symptoms of this diagnosis. include physical, emotional, mental and spiritual symptoms:

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

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

What do you suppose your body might be saying?…………………………………………….…...

How are you coping with your life?…………………………………………………………………….

When did you first have the condition?………………………………………………………………..

Physical/emotional/mental traumas: Life changes, bereavements, illnesses, accidents: 

Please give me as much information as possible. Use a separate sheet if necessary.

· During childhood:………………………………………………………………………………..

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

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

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

· 2-7 years before the onset of the condition:…………………………………………...……..

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

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

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

Exercise:………………………………………………………………………………………………….

Medication currently prescribed……………………………………………………………..…………

Treatments currently received……………………………………………………………..…………..

Sleep patterns:…..Good………..Restless…….Intermittent………Poor……..Insomnia

Energy level on waking:  
 High…………Medium…..……..Low…………Variable………

Favourite drinks ………………………………………………………..………………………………..

Diet: + favourite foods…………………………………………………………………………………..

Have you ever felt suicidal and if so, why?…………………………………………………………...

General past health……………………………………………………………………………………..

General current health…………………………………………………………………………………..

Relationship with:

Spouse/partner………………………………………………………………………………………….

Mother:…………………………………………………………………………………………………....

Father:………………………………………………………………………………………………….....

Children::………………………………………………………………………………………………….

Other relevant comments: please use a separate sheet if necessary…………………………….

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

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

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

To be completed by all clients:

I have been advised that I should seek qualified medical help if I haven’t already and agree that my doctor may be contacted to inform him/her of my healing treatments.

Signed ……………………………………………………….Date……………………………………..

Signature of parent, guardian or carer if client is under 18 and still at home, or 16 if client has left the family home.

Signed:………………………………….  Print name……………………………………………….

Lynda M.Jakiro  IIHHT Dip. NAET, EFT Adv.

53 Jackmans Place, Letchworth G. C., Herts. SG6 1RE

Tel:   01462 677743     mob:   07717 716474

