
How do you want to feel after today’s treatment?

Medical History

Heart Disease Skin Conditions Breastfeeding/Postpartum
High Blood Pressure Respiratiory Issues Cancer
Diabetes

Stroke/Seizures

Please provide more information or any additional conditions here:

Arthirits/Joint Problems

Pregnant

Lymph Nodes Removed

Recent Surgery/Aesthetics

Please check any of the following that apply to you, provide more details below:

Full Name:

E-mail:

Date of Birth: Phone:

Client’s Information

CONSULTATION FORM

What pressure would you like?

Therapist:

Allergies Current Medications Chronic Medical Condition

Would you like to sign up to our newsletter to make sure to hear about our offers and events?
Yes/No

Consent and Agreement

I have provided accurate information to the best of my knowledge. I consent to the treatment and
agree that any information not given is at my own risk. I give my consent for Elements Boutique Spa to
keep my information on file.

Signature: Date:
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