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Consultation Form 

- Tantra Coaching and Massage -
The information you provide in this form will help me to be more effective in the support I can offer you. I treat all aspects of our sessions with deepest respect and hold in confidence all information you share with me. -  Shakti Dea
Personal Details

Name:

     
DOB:

     




 FORMCHECKBOX 
  Male
 FORMCHECKBOX 
  Female

Email:

     



Telephone: 

      
Address:
     
Post code:
     
Doctor:


     
Practice Address:
     
Post code:

     
How can we confirm the appointment?

 FORMCHECKBOX 
  Email
 FORMCHECKBOX 
  Phone
 FORMCHECKBOX 
  Post

General State of Health


Do you exercise regularly? 



 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Are you taking any medication?
 


 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Are you on any special diet?



 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes

How would you describe your levels of stress?

 FORMCHECKBOX 
  High
 FORMCHECKBOX 
 Medium
 FORMCHECKBOX 
  Low
How would you describe your level of energy?

 FORMCHECKBOX 
  High
 FORMCHECKBOX 
  Medium
 FORMCHECKBOX 
  Low
Do you smoke? 





 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes

How many cigarettes per day?
Do you drink alcohol? 




 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes

How many units per week?

     
Do you drink water? 




 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes

How many units per day?

     
Do you drink caffeine? 




 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes

How many units per day?

     
Do you take any recreational drugs?


 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes 
For women: 

Are you pregnant?




 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes

How many months?

     
Are you breast feeding




 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Are you currently menstruating?


 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Conditions and /or Symptoms

Do you suffer from: 

Depression? 





 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Unstable blood pressure? 



 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Any heart disorders?
 



 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Any infectious diseases? 



 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Any skin disorders? 




 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Any swelling/oedema? 




 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
From arthritis?





 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Any back problems? 




 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Any allergies?





 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes

Do you have:
A history of thrombosis/embolism? 


 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Epilepsy? 





 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Dysfunction of the nervous system? 


 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Any severe bruising? 




 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Any recent scar tissue? 




 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Any varicose veins? 




 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Any recent  cuts or abrasions?



 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Any recent fractures or sprains?



 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes

Diabetes? 





 FORMCHECKBOX 
  No

 FORMCHECKBOX 
 Yes

Osteoporose? 





 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes

Have you ever had or do you have cancer?

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Are you currently suffering from a fever?

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Have you recently 

Suffered from a haemorrhage?



 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Had any operations?




 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Had any inoculations?




 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Consumed alcohol?




 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Consumed a heavy meal?



 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes
Please give details if answered yes to any of the above:       
Why did you decide to have Tantra Massage? (tick as many as you want)

Healing

   FORMCHECKBOX 


Low libido
 FORMCHECKBOX 


Relaxation
 FORMCHECKBOX 

Pleasure
   FORMCHECKBOX 


Low energy
 FORMCHECKBOX 


Curiosity
 FORMCHECKBOX 

Improve sex life
   FORMCHECKBOX 


Re-energize
 FORMCHECKBOX 




Recommended by partner


 FORMCHECKBOX 

Would you like to learn about Tantra?

 FORMCHECKBOX 
  No



 FORMCHECKBOX 
  Yes

Do you suffer from Premature Ejaculation?


Often       FORMCHECKBOX 


Occasionally        FORMCHECKBOX 



No  
 FORMCHECKBOX 

Do you have a partner?



 FORMCHECKBOX 
  No


Yes  
 FORMCHECKBOX 

How do you consider your sex life? 


Poor         FORMCHECKBOX 


Medium               FORMCHECKBOX 



High 
 FORMCHECKBOX 

Are you comfortable seat in a crossed leg, meditation position for 20 minutes? 



  
Yes 
 FORMCHECKBOX 



No
 FORMCHECKBOX 

Do you practice meditation?

No  
 FORMCHECKBOX 



Yes  
 FORMCHECKBOX 

What do you do to relax?      
What are the current difficulties or challenges in your life? Where in your life would you like my support?      
Please list any past and current injuries     
Please list any significant medical procedures you have had     
What were the major milestones or transitions in your life?      
Please describe any traumatic events that may have occurred in your life.      
Any other information you feel would be useful for me to have.      
Do you have any special request or enquire on any matter?       


Client Declaration:
I acknowledge that this is a sensual and spiritual work, and that this massage is not a substitute for medical advice and /or treatment.

I declare that the information I have given is true and correct and, as far as I am aware, I can undertake treatment with this establishment without any adverse effects.  

Client’s full name:





Date:  09 August 2011
Therapist’s signature:





Date:  09 August 2011
Please send this Form back to us prior to your appointment.
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