CST CLIENT CONSULTATION FORM

Date: ..o NI e
D/IO/B: ..o AQE:

AGATESS: .t bbbt bbbt enes
Cell PRONE: ..o

Number of children: ... AGES: oo
ProfesSioN: ... s

Lifestyle (ACtIVE/SEABNTANY): vuiveireriiniieriereenrsnteasessnssnsesssonsssssssessnssnsossnns
(= S VAT a8 (oo (001 (o] () XSS
Medications: Prescribed/Dosage/MWNEN: ........c.coiiiiiiiieieeeeee e

HOSPITAl AQMISSIONS: ..ottt este e sre e teenaesneenreas
= FY AN o1 o [=] 01 £
TraffIC ACCIAENTS: ..o e e e
Over-the-counter Medications/Vitamins/Health Products: ...........ccocvvveiiiiee e,

Antibiotics/Medication (Dosage/Length): .......cccccccevveieiieieeie e
Patients’ COMIMENTS: .....oiieiiee ettt esreeseeeneesreeseaneens

HEALTH/WELL-BEING/DEVELOPMENTAL HISTORY/STATUS
Autonomic System

Allergies: ...

ASthma: ..o

Hay Fever: ..o

Eczema: .....oooveii

Dermatitis: ......ccoocvvvevveerree e

FOOUS: ..o

IBS: i Bloating: ... Other allergies: ..........ccooevvieneicncienn
Hot/Cold Sensitivity (Extremities): .......ccccooevvievvevieciieennn,
Hyper-Mobility: .......ccocooviiiiiiiiiie

Vivid Dreams: .......cccovvvviennninneenenn

Mood Changeability: .........cccoooveiiiiiiniiinins

Migraines (Type/Severity): ......ccccccvvvivieeiieeiee e,



o Headaches (Type/Severity): .....ccccvverivevesieerneiene
e Menstrual Issues (Irregularity, Pain, Mood): ........ccccovvvieniiinniiennne
o Dyslexia, Dyspraxia, ADHD, Autism Spectrum DISOrders: .........ccccoervriverververnennns

Biological Processes / Developmental History

Delivery: Vaginal / Breech / Caesarean

Hospital Treatment Required: ..........ccccocevvevviiieieenenn,
Developmental Delay (MileStones): .......ccccooevereneienieninnnns
Educational Support: .........cccevevieieiiccee

Musculoskeletal System

Back Pain: .......ccccoeevevviieiiiee e,

SCIAtICA: .ovveivviiee e

StIff JOINTS: ..o,

Range of Movement ISSUES: ........ccccevvereneneiineniene,
ANrItiS: v,

Rheumatism: .......ccoecevvveiiiiiee v

(@15 (=10] 010 ] (01 [ R

Fractures: ......ccovvvevvvvveneviinennninnnnnns

Cardiovascular System

Blood Pressure: High / Low / Normal
Heart ISSUES: ..o,
ANBUIYSIM: Lo
Chest Pains: .....ccccoeevvevveeiiiiieee e,
Thrombosis: .......cooveviiiieiiiee e,
Fluid Retention: .........cccceeevvcvvveeiiiiieeees
ANEBMIA: v
VaricoSe VEINS: ..cvvveeicveiiee e

Digestive System

INdigestion: ........ccccovevveiieiiciece,

Hiatus Hernia: ........oocoveveevvcieeeiiiinee

DYSPEPSIA: .ocveevieirieieeie e,

(0111 1 4101 1S

JauNdiCe: ..o.coviviieiieee e,

Liver/Gall Bladder ISSUES: ........cocevveveiieviieeiiiriieeens
Flatulence: .......ccocceevvevieee e,

Constipation: .........ccccevvrereneneneennn

Diarrhea: ........cccovveeiiiiiiiiiiiiiee

DiIabetes: ...vvvveiveiiieeecieee e

Genito/Urinary System

e Kidney ISSUES: ......cccccvevieeiiiiiiieiieiinnn
e Urinary Tract Infections: .........cccccevvviveiiviiesnenn.

Endocrine / Gynecological System



Thyroid ISSUES: .....cceeveveeiree e
Pituitary ISSUES: ......cccoovviiriieienie e,
HRT: e,
MENoPAUSE: ........ccvvvreeriierrieiee e
PMT: e

Coil: o,

Respiratory System

E.N.T.

Breathlessness: .......ccocvveveeevieeiviee e,
COPD: ottt
Bronchitis: ......ccccevvvevvieciiiiccieee,
Emphysema: ...
ASthma: ...,
Catarrh: ..o,
SINUSILIS: cevviiiieccec e,
Regular Colds: ..o

(Ear, Nose & Throat)

Ear Infections: .......coccee v
Perforated Ear: ........cccccovveeivveecciieeee,
Wax Buildup: ......cccooveveiieiicecree
TINNIUS: v
Labyrinthitis: ........ccccoovviveiiieee
Eye Conditions: .......c.ccocevevirenininenen,

Nervous System

Skin

VErtigo: ..ooovevererereneseeeeeee

Sleep Pattern ISSUES: ........ccccvevveeieieeiiecienen,
Nervous TUMMY: ......ccoovveiiieeneeeeennne
Cognitive ISSUES: .....c.covvevreecireiecie e
Obsessive Traits: ......ccccevvrereniineeieiens
ANXIELY: .o
Depression: ........ccecevereieneeeeiennen,

SUrESS: i

Skin Type: Dry / Oily / Combination / Sensitive / Dehydrated / Normal
Conditions: Dermatitis / Acne / Psoriasis / Skin Cancer / Eczema / Other:
Do you see natural daylight in your workplace? Yes / No

Do you work at a computer? Yes/ No

Do you eat regular meals? Yes / No

Do you eat in a hurry? Yes / No



Dietary Habits

o Daily Intake:
Fresh Fruit: ..o
Fresh Vegetables: .......c.cccccoevvivviiciecen,
Protein SOUrCe: ......cccvvverieveeieeiesieeins
Dairy Products: .......cccccveveiieieeieceee
Sweet Things: ....ooovvviieiice e
Added Salt: ......coovviiiiis
Added Sugar: ........ccooeienenene
o Daily Beverage Intake:
TeAI i
Coffee: .o,
Fruit JUICE: ..veee e
Water: .......ccoooierieiee e
Soft Drinks: ....ccvevviiiiieece e

o Other: .,
o Food Allergies: ......ccccovvvniniiiiiiiiinns
o Smoking: Yes/ No (How many per day? ........cccocevverenenenieennennn,

0O O 0O 0O 0O O O

o O O O O

Alcohol: Yes / No (How many units per day? .........ccccccevvveveiieesnernenne
Exercise: None / Occasional / Irregular / Regular (TYPesS: .....cccevveverenenenenininns

Other Treatments Being Received

Ly e , hereby consent to receive treatment from
Pinal Patel at Massage Ponte Vedra. | understand that this treatment is hands-on therapy, and no specific
outcomes are guaranteed. The information | have provided is accurate, and | am free to undertake
treatment.

Client/Guardian Signature: ..........ccoceveieneneneneee e Date: ..o
CranioSacral Therapist

SIGNATUTE: .o Date: ..o
Pinal Patel, LMT/MA104714/CST-T
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