Kinesiology Health Questionnaire

This questionnaire is designed to provide your kinesiologist with all the information necessary to build you an individual health programme specifically tailored to your needs.  Please answer the questions as accurately as you can.

	First Name:


	Surname:

	Address:



	Post Code:

	Telephone Number (Work):
	Telephone Number (Home):

	Telephone Number (Mobile):
	Email:

	Date of Birth:
	Age:
	Occupation:

	Height (cm):
	Weight (kgs)
	BMI (office use only):  
	Blood Type:


	Family Situation:
	Single / Married / Living alone / Living with parents / Living with partner/ Separated / Other:  


Your main concerns or your health goals

	What areas, problems or goals would you like most help with now?

	1



	2



	3



	4



	5




	Under what circumstances do these health problems improve?



	Under what circumstances do these health problems get worse? 




Medical History

	Please list any past surgery, serious illness, and accidents/injuries with approximate dates. If you also have any metal plates and pacemakers in your body, please state. 

	

	Please state name, dosage, reasons for taking and duration of your medications

	

	Please state name, brand and dosage of supplements 

	


Family Health

	Do you have any children? If so, please state age and sex:

	

	Are there any particular illnesses or conditions in your family (e.g. asthma, eczema, heart disease, hay fever, etc)? If so please state which:

	Mother:

	Father:

	Brothers / Sisters:

	Children:


Diet & Lifestyle

Please write down what you usually eat at weekend and on weekday

WEEKEND 

	DAY


	Breakfast
	Lunch
	Dinner

	
	
	
	

	
	Snacks/Drinks:


WEEKDAY

	DAY


	Breakfast
	Lunch
	Dinner

	
	
	
	

	
	Snacks/Drinks:


	Do you have allergies or food intolerance? Y/N if so, please state:



	Do you have dietary restrictions (e.g. gluten free, vegan & vegetarian)? Y/N if so, please state:



	Do you have craving for food? Y/N if so, please state which:


	How much water do you drink daily?



	How many cups of tea and coffee do you drink daily?



	Do you add sugar in tea and coffee? Y/N if so, please state which:



	Do you drink soft drinks? Y/N


	Do you smoke? Y/N If so, how many a day?



	Do you drink alcohol? Y/N If so, what & how often?



	Do you use recreational drugs? Y/N If so what & how often?



	If not now, have you in the past? Y/N If so what?

	Do you sleep well? Y/N



	How many hours do you sleep on average?



	How many hours do you need to sleep in order to feel refreshed in the morning?



	How many bowel movements do you have a day?



	Do you exercise? Y/N if so what and how often?




	Do you get any sever and/or persistent pain in any of the following:

	Head (  ) 
	Abdomen (  )
	Chest (  )
	Eye (  )
	Temple (  )
	On passing urine (  )

	Other (  )       Please write in: _______________________________________

	Do you ever get blood in any of the following:

	Vomit (  )
	Stool (  )
	Urine (  )
	Sputum (  )

	Have you recently had any changes in:

	Level of thirst (  )
	Weight (  )
	Appetite (  )
	Skin (  )

	Vision (  )
	Bowel movements (  )
	Urination (  )
	Waist measurement (  )

	Body/ face shape (  )
	Swallowing (  )
	Breathing (  )
	Personality/ behaviour (  )

	Please detail these changes:




By signing below:
I understand that the practitioner is not a medical doctor and does not diagnose, prescribe, treat, or make claims to cure any disease or condition and that it is my responsibility to consult my GP about any medical problem that I am aware of or become alerted to in the course of a kinesiology session.

Any consequences resulting from my usage of any information given to me will be my sole responsibility.

I understand that it is my responsibility to consult with my GP to get approval for nutritional supplements while I am treated with medications and any medical interventions.
I take full responsibility for my own health and health-care choices and accept the outcomes of any advice of treatment I receive in this Clinic; I accept them as being complementary to not an alternative to qualified professional medical treatments. 
Consultation Charges

Initial Consultation, Physical Examination & Balancing (please allow 1.5 hours): £85
All Subsequent appointment with Kaori Murphy (Approx. 1.5 hours): £85
Use of a Surrogate: £20

Nutritional Supplements where recommended are charged separately.

Missed appointments without 24 hours notice will be charged at the FULL RATE.
Signature: ____________________________________________ Date:________________

Inner Vitality │Kaori Murphy


