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	JAN CASSELLS 
BSc (Hons), Cert CH, MNIMH, MI-ACT
         Tel:  01652 651385             Mob: 07832 - 370262  
                                                                                                                


COLONIC HYDROTHERAPY QUESTIONNAIRE
Date of Initial Consultation:                                    .

	Name:
	Address:

                                                   Post code:
	Date of Birth:

	Tel. Home:
Mobile:

	Email:
	Occupation:



	Dr’s Name:
	Dr’s Address:

	Dr’s Phone No:

	Height:
	Weight:
	Have you had a :
Miscarriage/caesarean/ 
abortion/ hysterectomy


	How did you hear about the clinic?
	Do you know anyone who has had a treatment with me?



Reasons for the treatment (tick the ones that apply to you)

	Kick start healthy living
	Irregular bowel movements
	Better mental clarity
	Skin problems

	Detox
	Constipation
	Food Cravings
	Allergies

	Increase in energy
	IBS/Bloatedness
	Mood Swings
	Parasites

	Help with weight loss
	Diarrhoea
	Yeasts/Candida
	Headaches/Migraines


Have these conditions lasted: 
over 1 year


2-3 years


5 years longer
	Write in your own words what you would like to achieve with your treatment today : -




Please answer the following questions or underline where appropriate:
Do you eat fruit daily ? ……………   What fruits do you eat regularly? …………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………………………………………………

Which wholegrains do you eat? (UNDERLINE ) brown rice / lentils / pearl barley / quinoa / oats / wholemeal pasta / wholemeal bread / millet / buckwheat / cous cous?  Do you eat at least one most days (excluding bread)? …………………
Which of these do you eat (UNDERLINE):  sweetcorn  /  peas  /  green beans  /  red kidney beans  /  broad beans  / haricot beans  /  pinto beans  /  aduki beans  /  mung beans  /  baked beans  /  chickpeas  /  pine nuts. 
Do you eat salad or vegetables daily? ……………………  Do you eat white bread/ white pasta/white rice?  …………………………..    Do you snack on sweets and chocolate? ………………….      Do you eat large meals after 8 pm?  ……………………                            Do you chew your food thoroughly before swallowing? ………………………..   Do you often overeat? ………………………..                          Do you eat ready meals? …………………...            Would you consider that you eat a healthy diet? ………………………….  
How much water do you drink daily? …………………………………..   How many coffees do you drink daily? …………………………. 
How many cigarettes do you smoke daily? ………………  How many units of alcohol do you drink in a week? …………………  
Do you take recreational drugs? ………………………..  Do you take any form of exercise? ………………………      
What kind do you do? ……………………………………………………………………………………………………………………………………………….. 
How often do you exercise? ……………………………………………………………………………………………………………………………………..
How would you rate your levels of stress: Low  …..    Moderate  …..    High  …..        Very High  …..

Describe what you would eat and drink typically throughout the day:

	Breakfast
	
	Drinks:

	Mid Morning
	
	Drinks:

	Lunch
	
	Drinks:

	Mid Afternoon
	
	Drinks:

	Dinner
	
	Drinks:

	Evening
	
	Drinks:


Would you like any advice and recipes on healthy eating? ………………………………………………………………….
	How often do you empty your bowels? …………………..   Do you feel that you have fully emptied your bowel? …………….

(Please underline which apply to you)  Are your stools:      Formed, large and lumpy    /     small hard nuts    / 
formed, medium width but with cracks on surface      /       A soft, thin and smooth sausage     /  
soft fluffy but smaller pieces    /    very soft and unformed




Do you have a problem emptying your bowels at work or in a public toilet? …………………………

Please tick if you have suffered in the past from any of the following:

	Cancer
	
	Diabetes
	
	High Blood Pressure
	

	Hepatitis
	
	Thyroid Disease
	
	Heart Disease
	

	Seizures
	
	Rheumatic Fever
	
	Other:


Please tick if you regularly suffer from any of the following:

	Allergies
	
	Indigestion
	
	Ulcers
	
	Constipation
	

	Hay fever
	
	Catarrh
	
	Bronchitis
	
	Diarrhoea
	

	Thrush
	
	Candida
	
	Acne
	
	Psoriasis
	

	Poor circulation
	
	Shortness of Breath
	
	Swelling of the ankles
	
	Eczema
	

	Colitis
	
	Arthritis
	
	Rheumatism
	
	Asthma
	

	Bad Breath
	
	Headaches
	
	Fatigue
	
	Insomnia
	

	Dizziness
	
	Itching
	
	Loss of Weight
	
	Rectal Bleeding
	

	Liver Problems
	
	Bruise Easily
	
	Emphysema
	
	


Please tick if you have any of the following:

	Severe Cardiac Disease    
	
	Severe Anaemia
	
	Active fissures/Fistulae
	

	Unmonitored High/Low BP
	
	Gastro-Intestinal haemorrhage/perforation
	
	Severe Haemorrhoids
	

	Recent Colorectal Surgery
	
	Abdominal hernia
	
	Congestive Heat Disease
	

	Pregnancy 
	
	Renal insufficiency
	
	Colorectal Carcinoma
	

	Severe gallstones
	
	Crohns Disease
	
	Recent colon scaring
	

	Liver disease / Cirrhosis
	
	Aneurism
	
	Ulcerative Colitis
	


(Therefore Colonic Hydrotherapy will be contra-indicated if any of the above are applicable)

Please add any information on operations/surgeries in the last 5 years:
	


List any medication and nutritional supplements you take on a regular basis:

	


Do you suffer from pain, illness or discomfort in the:- 
	Spine
	
	Kidneys
	
	Bowels
	
	Liver
	

	Eyes
	
	Feet
	
	Legs
	
	Lungs
	

	Chest
	
	Throat
	
	Abdomen
	
	Joints
	

	Arms
	
	Hands
	
	Skin
	
	


Have you ever had a Colonic Hydrotherapy treatment before ? …..………..
Where was that ? ……………………………………………………………………………………….
Do you get a lot of colds or flu? ………………………….

Do you have white spots or horizontal/vertical ridges on finger nails or toe nails? ……………..

Do you have cravings/binges? …………………………………….           Do you have an eating disorder? ………………...

Are there any foods that you do not eat?.................................................................................
Do you take laxatives?..............  How Often …………………………….  Which type ……………………………………………
Do you take:  aspirins ...…     Antibiotics ……     HRT……     Birth Control pill ………        Statins ………………
Steroids ……………………..    Beta Blockers ……………………….  Thyroxine …………………….
To the best of my knowledge, all my statements made in the above case history are true, and I hereby agree to receive colonic hydrotherapy treatments.
Signed: ………………………………………………………………………………………….. Date: ………………………….

Print Name : ………………………………………………………………………………..
	PRACTITIONER USE ONLY :
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