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Made For Life™ Touch Therapy 
Consultation Form  

 

 

 

 

Name:        DOB: 

 

Address: 

 

 

 

Tel No:                                                          Mobile No: 

 

 

Hospital: 

 

 

Consultant: 

 

Physical Health Assessment 

 

How are you feeling today physically?  

Are you experiencing any pain or discomfort today?  YES/NO 

 

What type of pain is it/how severe/where is the pain? Give us some brief details so we can 

tailor our Touch Therapy to suit you. 

 

 

 

Are there any sleeping or lying positions that you have problems with or are unable to lie 

in? YES/NO 

 

(If yes please let us know why and what causes this?)   

 

 

 

Please provide us with a little information about your diagnosis/your history to date/what 

cancer you have and what Stage you are at. This helps us to ensure we create the best spa 

ritual for you.  

 

 

 

 

Tell me about the treatment you are having now and how you are coping both physically 

and mentally with it? Have you experienced any Short term effects/long term effects? 

 

____________________________________________________________________________________

____________________________________________________________________________________
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____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

_______________ 

 

 

Surgery: Date of any surgery and details. How do you feel about the treatment you have 

had? 

 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

__________________________________________________________ 

 

What was the outcome and follow up to your surgery? Is there anything you feel may be 

relevant to today’s treatment? 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

________________ 

 

Have you been diagnosed with or undergoing test for any metastases? Let us know so we 

can ensure we ensure we integrate care into this treatment for you.  

 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

________________ 

 

Are you currently experiencing any of the following? (Please tick) 

 

1. Swelling 

2. Excessive warmth in the body 

3. Infection 

4. Localised Oedema 

5. Lymphoedema?  

6. Blood clots/thrombus/on anticoagulant medication? 

 

Please provide any additional information regarding the above that you feel would help us 

make sure we create the best treatment for you: 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

________________ 
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What medication have you had/are having? Please let us know if you have been told 

whether this will affect things such as bone density or skin sensitivity/thickness? 

 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________ 

 

 

 

 

Are you using any medical devices today such as: 

 

1. Prosthetics    (Please tick) 

2. Catheter/drains 

3. Dressings 

4. Pumps 

5. Colostomy/Ileostomy in situ? 

6. Anything else? 

 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________ 

 

Are there any other issues that you feel may be helpful for us to know about prior to your 

treatment? 

 

Please tell us about other health issues we need to be aware of such as:-  

 

General: 

1. Lymph node Removal or Lymphatic Issues? 

2. Have you been told that you have lowered Immunity? 

3. Diabetes (Type I or II)? 

4. Cardiac conditions such as Angina/Heart Disease/Pacemaker? 

5. Current Fever/High Temperature/Infectious Illness? 

6. History of Epilepsy/Seizures/Convulsions/Vacant episodes? 

7. Aches/Pains – Location and are they on-going/recurrent/known cause? 

8. Circulatory (Cold hands/feet/blueness)? 

9. High or Low Blood Pressure (Hyper/Hypotension)? 

10. Haemophilia? 

 

____________________________________________________________________________________

____________________________________________________________________________________

________________________________________ 

 

Skin: 

1. Allergies? 

2. Skin soreness/sensitivity/rash/itching 

3. Skin Thickness Reduction 

4. Bruising (Do you bruise easily as well?) 

5. Pressure sores/wounds/infections? 

6. Other? ___________________________ 
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____________________________________________________________________________________

____________________________________________________________________________________

________________________________________ 

 

Respiratory:  

1. Asthma 

2. Bronchitis 

3. Dysponea (Difficulty in Breathing)? 

4. Previous chest illness, e.g. pneumonia? 

 

____________________________________________________________________________________

____________________________________________________________________________________

________________________________________ 

 

 

Digestive:  

1. Appetite/weight loss 

2. Nausea/vomiting 

3. Constipation/diarrhoea? 

4. Surgery/Treatment to this area? 

 

____________________________________________________________________________________

____________________________________________________________________________________

________________________________________ 

 

Musco/Skeletal 

1. Osteoporosis 

2. Arthritis 

3. Whiplash 

4. Spinal/Disc Problems 

5. Rheumatic Conditions 

6. Muscular Dysfunction/aches/pains 

7. Postural defects (Kyphosis, Lordosis, Scoliosis)? 

8. Recovering from fracture/fall? 

9. Is your range of movement limited in any way? 

 

____________________________________________________________________________________

____________________________________________________________________________________

________________________________________ 

 

Neurological 

1. Multiple Sclerosis 

2. Parkinson’s 

3. Motor Neurone Disease 

4. Bell’s Palsy 

5. Trapped/Pinched Nerve 

6. Sciatica 

7. Have you been told that you have Neuropathy? 

8. Other?_______________________ 

 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________ 

 



© All copyright, design right and other intellectual property rights in our designs and products (and in the images, text and 

design of this brochure) are and will remain the property of Spiezia Organics Ltd.  Any infringement of these rights will be 

pursued vigorously. 

Tell me how you are really feeling emotionally about everything right now and how you are 

coping 

 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

________________ 

 

 

Client Declaration 

 

I declare that the information I have given is correct. The treatment has been explained 

to me and I consent. 

 

Client Signature: ……………………………………………………………………………………… 

 

Date: ………………………………………….. 


