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Name










Date

Address






Phone

Date of Birth

Occupation

Body
Mind

Addictions
Anger

Allergies
Apathy

Arthritis
Confidence

Asthma
Confused

Athlete’s foot
Courage

Blood pressure – high/low
Depression

Bronchitis
Emotional stress

Bursitis
Fears

Cancer
Grief

Circulation
Hyper-sensitive

Constipation
Hysteria

Convalescence
Insecurity

Cough
Irritability

Cysts
Jealousy

Cystitis
Loneliness

Diabetes
Mental fatigue

Digestion, sluggish
Mind-weak

Fatigue
Moodiness

Fibromyalgia
Nerves-fragile

Fluid retention
Nervous tension

Fungal infections
Objectivity

Glands swollen
Patience

Headaches, severity  1-10, frequency
Phobias

Immune system low
Post-partum depression

Inflammation
Resentment

Insomnia
Tolerance

Irritable bowel
Worries

Lymph, congested


Menopause


Migraines


Muscle pain


Nerve pain


Obesity


Osteoporosis


Periods, painful, irregular, heavy


Pms


Psoriasis


Sinus problems


Sleep


Skin, acne, dry, rash, sensitive


Stress level    1-10


Varicose veins


Virus


Other


Pregnant
Yes      No

Signature


Record of each visit including changes, oils used and results.

















































































































































