	BODY MASSAGE TREATMENT (20 x 1)
	Case Study 1


	Please complete using CAPITAL LETTERS
	Date:
	     

	Name:
	     
	Birthdate:
	     

	Address:
	

	Tel No:
	

	Occupation:
	

	GP Name:
	
	Tel No:
	

	Address:
	


	Do you suffer from/or have any of the following?

	Question
	No
	Yes
	Comments

	
	Chest Pain?
	
	
	

	
	Shortness of Breath?
	
	
	

	
	Persistent Coughing?
	
	
	

	
	Palpitations?
	
	
	

	

	Constipation?
	
	
	

	
	Diarrhoea?
	
	
	

	
	Nausea?
	
	
	

	
	Problems passing water (urination)?
	
	
	

	
	Burning sensation on urination?
	
	
	

	
	Changes in frequency of urination?
	
	
	

	
	Changes in menstrual cycle?
	
	
	

	
	Pregnant?
	
	
	

	
	Menopausal?
	
	
	

	
	Are you on any prescribed medication?
	
	
	

	
	Any major illnesses?
	
	
	

	
	Any major accidents?
	
	
	

	
	Any major operations?
	
	
	

	
	Anything else not mentioned?
	
	
	

	

	EATING HABITS:
	     

	FLUID INTAKE:
	     

	EXERCISE:
	     

	WELL-BEING:
	     

	

	REASON FOR VISIT
	     

	AREAS OF TIGHTNESS/TENSION
	     

	

	CONTRAINDICATIONS:
	None ______   Localised to: _________  Medical Approval Obtained _____

	CLIENTS INITIALS (Not Signature)

To confirm details are true.
	     


	Client Profile (Brief):








Case Study 1

	

	Home Stress Levels: 1 (Low) to 10 (High) 
	

	Work Stress Levels: 1 (Low) to 10 (High) 
	


	Treatment Plan:

	


	Home Care Advice:

	


	Client Feedback:

	


	BODY MASSAGE TREATMENT (20 x 1)
	Case Study 2


	Please complete using CAPITAL LETTERS
	Date:
	     

	Name:
	     
	Birthdate:
	     

	Address:
	

	Tel No:
	

	Occupation:
	

	GP Name:
	
	Tel No:
	

	Address:
	


	Do you suffer from/or have any of the following?

	Question
	No
	Yes
	Comments

	
	Chest Pain?
	
	
	

	
	Shortness of Breath?
	
	
	

	
	Persistent Coughing?
	
	
	

	
	Palpitations?
	
	
	

	

	Constipation?
	
	
	

	
	Diarrhoea?
	
	
	

	
	Nausea?
	
	
	

	
	Problems passing water (urination)?
	
	
	

	
	Burning sensation on urination?
	
	
	

	
	Changes in frequency of urination?
	
	
	

	
	Changes in menstrual cycle?
	
	
	

	
	Pregnant?
	
	
	

	
	Menopausal?
	
	
	

	
	Are you on any prescribed medication?
	
	
	

	
	Any major illnesses?
	
	
	

	
	Any major accidents?
	
	
	

	
	Any major operations?
	
	
	

	
	Anything else not mentioned?
	
	
	

	

	EATING HABITS:
	     

	FLUID INTAKE:
	     

	EXERCISE:
	     

	WELL-BEING:
	     

	

	REASON FOR VISIT
	     

	AREAS OF TIGHTNESS/TENSION
	     

	

	CONTRAINDICATIONS:
	None ______   Localised to: _________  Medical Approval Obtained _____

	CLIENTS INITIALS (Not Signature)

To confirm details are true.
	     


	Client Profile (Brief):








Case Study 2

	

	Home Stress Levels: 1 (Low) to 10 (High) 
	

	Work Stress Levels: 1 (Low) to 10 (High) 
	


	Treatment Plan:

	


	Home Care Advice:

	


	Client Feedback:

	


	BODY MASSAGE TREATMENT (20 x 1)
	Case Study 3


	Please complete using CAPITAL LETTERS
	Date:
	     

	Name:
	     
	Birthdate:
	     

	Address:
	

	Tel No:
	

	Occupation:
	

	GP Name:
	
	Tel No:
	

	Address:
	


	Do you suffer from/or have any of the following?

	Question
	No
	Yes
	Comments

	
	Chest Pain?
	
	
	

	
	Shortness of Breath?
	
	
	

	
	Persistent Coughing?
	
	
	

	
	Palpitations?
	
	
	

	

	Constipation?
	
	
	

	
	Diarrhoea?
	
	
	

	
	Nausea?
	
	
	

	
	Problems passing water (urination)?
	
	
	

	
	Burning sensation on urination?
	
	
	

	
	Changes in frequency of urination?
	
	
	

	
	Changes in menstrual cycle?
	
	
	

	
	Pregnant?
	
	
	

	
	Menopausal?
	
	
	

	
	Are you on any prescribed medication?
	
	
	

	
	Any major illnesses?
	
	
	

	
	Any major accidents?
	
	
	

	
	Any major operations?
	
	
	

	
	Anything else not mentioned?
	
	
	

	

	EATING HABITS:
	     

	FLUID INTAKE:
	     

	EXERCISE:
	     

	WELL-BEING:
	     

	

	REASON FOR VISIT
	     

	AREAS OF TIGHTNESS/TENSION
	     

	

	CONTRAINDICATIONS:
	None ______   Localised to: _________  Medical Approval Obtained _____

	CLIENTS INITIALS (Not Signature)

To confirm details are true.
	     


	Client Profile (Brief):








Case Study 3

	

	Home Stress Levels: 1 (Low) to 10 (High) 
	

	Work Stress Levels: 1 (Low) to 10 (High) 
	


	Treatment Plan:

	


	Home Care Advice:

	


	Client Feedback:

	


	BODY MASSAGE TREATMENT (20 x 1)
	Case Study 4


	Please complete using CAPITAL LETTERS
	Date:
	     

	Name:
	     
	Birthdate:
	     

	Address:
	

	Tel No:
	

	Occupation:
	

	GP Name:
	
	Tel No:
	

	Address:
	


	Do you suffer from/or have any of the following?

	Question
	No
	Yes
	Comments

	
	Chest Pain?
	
	
	

	
	Shortness of Breath?
	
	
	

	
	Persistent Coughing?
	
	
	

	
	Palpitations?
	
	
	

	

	Constipation?
	
	
	

	
	Diarrhoea?
	
	
	

	
	Nausea?
	
	
	

	
	Problems passing water (urination)?
	
	
	

	
	Burning sensation on urination?
	
	
	

	
	Changes in frequency of urination?
	
	
	

	
	Changes in menstrual cycle?
	
	
	

	
	Pregnant?
	
	
	

	
	Menopausal?
	
	
	

	
	Are you on any prescribed medication?
	
	
	

	
	Any major illnesses?
	
	
	

	
	Any major accidents?
	
	
	

	
	Any major operations?
	
	
	

	
	Anything else not mentioned?
	
	
	

	

	EATING HABITS:
	     

	FLUID INTAKE:
	     

	EXERCISE:
	     

	WELL-BEING:
	     

	

	REASON FOR VISIT
	     

	AREAS OF TIGHTNESS/TENSION
	     

	

	CONTRAINDICATIONS:
	None ______   Localised to: _________  Medical Approval Obtained _____

	CLIENTS INITIALS (Not Signature)

To confirm details are true.
	     


	Client Profile (Brief):








Case Study 4

	

	Home Stress Levels: 1 (Low) to 10 (High) 
	

	Work Stress Levels: 1 (Low) to 10 (High) 
	


	Treatment Plan:

	


	Home Care Advice:

	


	Client Feedback:

	


	BODY MASSAGE TREATMENT (20 x 1)
	Case Study 5


	Please complete using CAPITAL LETTERS
	Date:
	     

	Name:
	     
	Birthdate:
	     

	Address:
	

	Tel No:
	

	Occupation:
	

	GP Name:
	
	Tel No:
	

	Address:
	


	Do you suffer from/or have any of the following?

	Question
	No
	Yes
	Comments

	
	Chest Pain?
	
	
	

	
	Shortness of Breath?
	
	
	

	
	Persistent Coughing?
	
	
	

	
	Palpitations?
	
	
	

	

	Constipation?
	
	
	

	
	Diarrhoea?
	
	
	

	
	Nausea?
	
	
	

	
	Problems passing water (urination)?
	
	
	

	
	Burning sensation on urination?
	
	
	

	
	Changes in frequency of urination?
	
	
	

	
	Changes in menstrual cycle?
	
	
	

	
	Pregnant?
	
	
	

	
	Menopausal?
	
	
	

	
	Are you on any prescribed medication?
	
	
	

	
	Any major illnesses?
	
	
	

	
	Any major accidents?
	
	
	

	
	Any major operations?
	
	
	

	
	Anything else not mentioned?
	
	
	

	

	EATING HABITS:
	     

	FLUID INTAKE:
	     

	EXERCISE:
	     

	WELL-BEING:
	     

	

	REASON FOR VISIT
	     

	AREAS OF TIGHTNESS/TENSION
	     

	

	CONTRAINDICATIONS:
	None ______   Localised to: _________  Medical Approval Obtained _____

	CLIENTS INITIALS (Not Signature)

To confirm details are true.
	     


	Client Profile (Brief):








Case Study 5

	

	Home Stress Levels: 1 (Low) to 10 (High) 
	

	Work Stress Levels: 1 (Low) to 10 (High) 
	


	Treatment Plan:

	


	Home Care Advice:

	


	Client Feedback:

	


	BODY MASSAGE TREATMENT (20 x 1)
	Case Study 6


	Please complete using CAPITAL LETTERS
	Date:
	     

	Name:
	     
	Birthdate:
	     

	Address:
	

	Tel No:
	

	Occupation:
	

	GP Name:
	
	Tel No:
	

	Address:
	


	Do you suffer from/or have any of the following?

	Question
	No
	Yes
	Comments

	
	Chest Pain?
	
	
	

	
	Shortness of Breath?
	
	
	

	
	Persistent Coughing?
	
	
	

	
	Palpitations?
	
	
	

	

	Constipation?
	
	
	

	
	Diarrhoea?
	
	
	

	
	Nausea?
	
	
	

	
	Problems passing water (urination)?
	
	
	

	
	Burning sensation on urination?
	
	
	

	
	Changes in frequency of urination?
	
	
	

	
	Changes in menstrual cycle?
	
	
	

	
	Pregnant?
	
	
	

	
	Menopausal?
	
	
	

	
	Are you on any prescribed medication?
	
	
	

	
	Any major illnesses?
	
	
	

	
	Any major accidents?
	
	
	

	
	Any major operations?
	
	
	

	
	Anything else not mentioned?
	
	
	

	

	EATING HABITS:
	     

	FLUID INTAKE:
	     

	EXERCISE:
	     

	WELL-BEING:
	     

	

	REASON FOR VISIT
	     

	AREAS OF TIGHTNESS/TENSION
	     

	

	CONTRAINDICATIONS:
	None ______   Localised to: _________  Medical Approval Obtained _____

	CLIENTS INITIALS (Not Signature)

To confirm details are true.
	     


	Client Profile (Brief):








Case Study 6

	

	Home Stress Levels: 1 (Low) to 10 (High) 
	

	Work Stress Levels: 1 (Low) to 10 (High) 
	


	Treatment Plan:

	


	Home Care Advice:

	


	Client Feedback:

	


	BODY MASSAGE TREATMENT (20 x 1)
	Case Study 7


	Please complete using CAPITAL LETTERS
	Date:
	     

	Name:
	     
	Birthdate:
	     

	Address:
	

	Tel No:
	

	Occupation:
	

	GP Name:
	
	Tel No:
	

	Address:
	


	Do you suffer from/or have any of the following?

	Question
	No
	Yes
	Comments

	
	Chest Pain?
	
	
	

	
	Shortness of Breath?
	
	
	

	
	Persistent Coughing?
	
	
	

	
	Palpitations?
	
	
	

	

	Constipation?
	
	
	

	
	Diarrhoea?
	
	
	

	
	Nausea?
	
	
	

	
	Problems passing water (urination)?
	
	
	

	
	Burning sensation on urination?
	
	
	

	
	Changes in frequency of urination?
	
	
	

	
	Changes in menstrual cycle?
	
	
	

	
	Pregnant?
	
	
	

	
	Menopausal?
	
	
	

	
	Are you on any prescribed medication?
	
	
	

	
	Any major illnesses?
	
	
	

	
	Any major accidents?
	
	
	

	
	Any major operations?
	
	
	

	
	Anything else not mentioned?
	
	
	

	

	EATING HABITS:
	     

	FLUID INTAKE:
	     

	EXERCISE:
	     

	WELL-BEING:
	     

	

	REASON FOR VISIT
	     

	AREAS OF TIGHTNESS/TENSION
	     

	

	CONTRAINDICATIONS:
	None ______   Localised to: _________  Medical Approval Obtained _____

	CLIENTS INITIALS (Not Signature)

To confirm details are true.
	     


	Client Profile (Brief):








Case Study 7

	

	Home Stress Levels: 1 (Low) to 10 (High) 
	

	Work Stress Levels: 1 (Low) to 10 (High) 
	


	Treatment Plan:

	


	Home Care Advice:

	


	Client Feedback:

	


	BODY MASSAGE TREATMENT (20 x 1)
	Case Study 8


	Please complete using CAPITAL LETTERS
	Date:
	     

	Name:
	     
	Birthdate:
	     

	Address:
	

	Tel No:
	

	Occupation:
	

	GP Name:
	
	Tel No:
	

	Address:
	


	Do you suffer from/or have any of the following?

	Question
	No
	Yes
	Comments

	
	Chest Pain?
	
	
	

	
	Shortness of Breath?
	
	
	

	
	Persistent Coughing?
	
	
	

	
	Palpitations?
	
	
	

	

	Constipation?
	
	
	

	
	Diarrhoea?
	
	
	

	
	Nausea?
	
	
	

	
	Problems passing water (urination)?
	
	
	

	
	Burning sensation on urination?
	
	
	

	
	Changes in frequency of urination?
	
	
	

	
	Changes in menstrual cycle?
	
	
	

	
	Pregnant?
	
	
	

	
	Menopausal?
	
	
	

	
	Are you on any prescribed medication?
	
	
	

	
	Any major illnesses?
	
	
	

	
	Any major accidents?
	
	
	

	
	Any major operations?
	
	
	

	
	Anything else not mentioned?
	
	
	

	

	EATING HABITS:
	     

	FLUID INTAKE:
	     

	EXERCISE:
	     

	WELL-BEING:
	     

	

	REASON FOR VISIT
	     

	AREAS OF TIGHTNESS/TENSION
	     

	

	CONTRAINDICATIONS:
	None ______   Localised to: _________  Medical Approval Obtained _____

	CLIENTS INITIALS (Not Signature)

To confirm details are true.
	     


	Client Profile (Brief):








Case Study 8

	

	Home Stress Levels: 1 (Low) to 10 (High) 
	

	Work Stress Levels: 1 (Low) to 10 (High) 
	


	Treatment Plan:

	


	Home Care Advice:

	


	Client Feedback:

	


	BODY MASSAGE TREATMENT (20 x 1)
	Case Study 9


	Please complete using CAPITAL LETTERS
	Date:
	     

	Name:
	     
	Birthdate:
	     

	Address:
	

	Tel No:
	

	Occupation:
	

	GP Name:
	
	Tel No:
	

	Address:
	


	Do you suffer from/or have any of the following?

	Question
	No
	Yes
	Comments

	
	Chest Pain?
	
	
	

	
	Shortness of Breath?
	
	
	

	
	Persistent Coughing?
	
	
	

	
	Palpitations?
	
	
	

	

	Constipation?
	
	
	

	
	Diarrhoea?
	
	
	

	
	Nausea?
	
	
	

	
	Problems passing water (urination)?
	
	
	

	
	Burning sensation on urination?
	
	
	

	
	Changes in frequency of urination?
	
	
	

	
	Changes in menstrual cycle?
	
	
	

	
	Pregnant?
	
	
	

	
	Menopausal?
	
	
	

	
	Are you on any prescribed medication?
	
	
	

	
	Any major illnesses?
	
	
	

	
	Any major accidents?
	
	
	

	
	Any major operations?
	
	
	

	
	Anything else not mentioned?
	
	
	

	

	EATING HABITS:
	     

	FLUID INTAKE:
	     

	EXERCISE:
	     

	WELL-BEING:
	     

	

	REASON FOR VISIT
	     

	AREAS OF TIGHTNESS/TENSION
	     

	

	CONTRAINDICATIONS:
	None ______   Localised to: _________  Medical Approval Obtained _____

	CLIENTS INITIALS (Not Signature)

To confirm details are true.
	     


	Client Profile (Brief):








Case Study 9

	

	Home Stress Levels: 1 (Low) to 10 (High) 
	

	Work Stress Levels: 1 (Low) to 10 (High) 
	


	Treatment Plan:

	


	Home Care Advice:

	


	Client Feedback:

	


	BODY MASSAGE TREATMENT (20 x 1)
	Case Study 10


	Please complete using CAPITAL LETTERS
	Date:
	     

	Name:
	     
	Birthdate:
	     

	Address:
	

	Tel No:
	

	Occupation:
	

	GP Name:
	
	Tel No:
	

	Address:
	


	Do you suffer from/or have any of the following?

	Question
	No
	Yes
	Comments

	
	Chest Pain?
	
	
	

	
	Shortness of Breath?
	
	
	

	
	Persistent Coughing?
	
	
	

	
	Palpitations?
	
	
	

	

	Constipation?
	
	
	

	
	Diarrhoea?
	
	
	

	
	Nausea?
	
	
	

	
	Problems passing water (urination)?
	
	
	

	
	Burning sensation on urination?
	
	
	

	
	Changes in frequency of urination?
	
	
	

	
	Changes in menstrual cycle?
	
	
	

	
	Pregnant?
	
	
	

	
	Menopausal?
	
	
	

	
	Are you on any prescribed medication?
	
	
	

	
	Any major illnesses?
	
	
	

	
	Any major accidents?
	
	
	

	
	Any major operations?
	
	
	

	
	Anything else not mentioned?
	
	
	

	

	EATING HABITS:
	     

	FLUID INTAKE:
	     

	EXERCISE:
	     

	WELL-BEING:
	     

	

	REASON FOR VISIT
	     

	AREAS OF TIGHTNESS/TENSION
	     

	

	CONTRAINDICATIONS:
	None ______   Localised to: _________  Medical Approval Obtained _____

	CLIENTS INITIALS (Not Signature)

To confirm details are true.
	     


	Client Profile (Brief):








Case Study 10

	

	Home Stress Levels: 1 (Low) to 10 (High) 
	

	Work Stress Levels: 1 (Low) to 10 (High) 
	

	Treatment Plan:

	


	Home Care Advice:

	


	Client Feedback:

	


	BODY MASSAGE TREATMENT (20 x 1)
	Case Study 11


	Please complete using CAPITAL LETTERS
	Date:
	     

	Name:
	     
	Birthdate:
	     

	Address:
	

	Tel No:
	


	Occupation:
	

	GP Name:
	
	Tel No:
	

	Address:
	


	Do you suffer from/or have any of the following?

	Question
	No
	Yes
	Comments

	
	Chest Pain?
	
	
	

	
	Shortness of Breath?
	
	
	

	
	Persistent Coughing?
	
	
	

	
	Palpitations?
	
	
	

	

	Constipation?
	
	
	

	
	Diarrhoea?
	
	
	

	
	Nausea?
	
	
	

	
	Problems passing water (urination)?
	
	
	

	
	Burning sensation on urination?
	
	
	

	
	Changes in frequency of urination?
	
	
	

	
	Changes in menstrual cycle?
	
	
	

	
	Pregnant?
	
	
	

	
	Menopausal?
	
	
	

	
	Are you on any prescribed medication?
	
	
	

	
	Any major illnesses?
	
	
	

	
	Any major accidents?
	
	
	

	
	Any major operations?
	
	
	

	
	Anything else not mentioned?
	
	
	

	

	EATING HABITS:
	     

	FLUID INTAKE:
	     

	EXERCISE:
	     

	WELL-BEING:
	     

	

	REASON FOR VISIT
	     

	AREAS OF TIGHTNESS/TENSION
	     

	

	CONTRAINDICATIONS:
	None ______   Localised to: _________  Medical Approval Obtained _____

	CLIENTS INITIALS (Not Signature)

To confirm details are true.
	     


	Client Profile (Brief):








Case Study 11

	

	Home Stress Levels: 1 (Low) to 10 (High) 
	

	Work Stress Levels: 1 (Low) to 10 (High) 
	


	Treatment Plan:

	


	Home Care Advice:

	


	Client Feedback:

	


	BODY MASSAGE TREATMENT (20 x 1)
	Case Study 12


	Please complete using CAPITAL LETTERS
	Date:
	     

	Name:
	     
	Birthdate:
	     

	Address:
	

	Tel No:
	

	Occupation:
	

	GP Name:
	
	Tel No:
	

	Address:
	


	Do you suffer from/or have any of the following?

	Question
	No
	Yes
	Comments

	
	Chest Pain?
	
	
	

	
	Shortness of Breath?
	
	
	

	
	Persistent Coughing?
	
	
	

	
	Palpitations?
	
	
	

	

	Constipation?
	
	
	

	
	Diarrhoea?
	
	
	

	
	Nausea?
	
	
	

	
	Problems passing water (urination)?
	
	
	

	
	Burning sensation on urination?
	
	
	

	
	Changes in frequency of urination?
	
	
	

	
	Changes in menstrual cycle?
	
	
	

	
	Pregnant?
	
	
	

	
	Menopausal?
	
	
	

	
	Are you on any prescribed medication?
	
	
	

	
	Any major illnesses?
	
	
	

	
	Any major accidents?
	
	
	

	
	Any major operations?
	
	
	

	
	Anything else not mentioned?
	
	
	

	

	EATING HABITS:
	     

	FLUID INTAKE:
	     

	EXERCISE:
	     

	WELL-BEING:
	     

	

	REASON FOR VISIT
	     

	AREAS OF TIGHTNESS/TENSION
	     

	

	CONTRAINDICATIONS:
	None ______   Localised to: _________  Medical Approval Obtained _____

	CLIENTS INITIALS (Not Signature)

To confirm details are true.
	     


	Client Profile (Brief):








Case Study 12

	

	Home Stress Levels: 1 (Low) to 10 (High) 
	

	Work Stress Levels: 1 (Low) to 10 (High) 
	

	Treatment Plan:

	


	Home Care Advice:

	


	Client Feedback:

	


	BODY MASSAGE TREATMENT (20 x 1)
	Case Study 13


	Please complete using CAPITAL LETTERS
	Date:
	     

	Name:
	     
	Birthdate:
	     

	Address:
	

	Tel No:
	

	Occupation:
	

	GP Name:
	
	Tel No:
	

	Address:
	


	Do you suffer from/or have any of the following?

	Question
	No
	Yes
	Comments

	
	Chest Pain?
	
	
	

	
	Shortness of Breath?
	
	
	

	
	Persistent Coughing?
	
	
	

	
	Palpitations?
	
	
	

	

	Constipation?
	
	
	

	
	Diarrhoea?
	
	
	

	
	Nausea?
	
	
	

	
	Problems passing water (urination)?
	
	
	

	
	Burning sensation on urination?
	
	
	

	
	Changes in frequency of urination?
	
	
	

	
	Changes in menstrual cycle?
	
	
	

	
	Pregnant?
	
	
	

	
	Menopausal?
	
	
	

	
	Are you on any prescribed medication?
	
	
	

	
	Any major illnesses?
	
	
	

	
	Any major accidents?
	
	
	

	
	Any major operations?
	
	
	

	
	Anything else not mentioned?
	
	
	

	

	EATING HABITS:
	     

	FLUID INTAKE:
	     

	EXERCISE:
	     

	WELL-BEING:
	     

	

	REASON FOR VISIT
	     

	AREAS OF TIGHTNESS/TENSION
	     

	

	CONTRAINDICATIONS:
	None ______   Localised to: _________  Medical Approval Obtained _____

	CLIENTS INITIALS (Not Signature)

To confirm details are true.
	     


	Client Profile (Brief):








Case Study 13

	

	Home Stress Levels: 1 (Low) to 10 (High) 
	

	Work Stress Levels: 1 (Low) to 10 (High) 
	


	Treatment Plan:

	


	Home Care Advice:

	


	Client Feedback:

	


	BODY MASSAGE TREATMENT (20 x 1)
	Case Study 14


	Please complete using CAPITAL LETTERS
	Date:
	     

	Name:
	     
	Birthdate:
	     

	Address:
	

	Tel No:
	

	Occupation:
	

	GP Name:
	
	Tel No:
	

	Address:
	


	Do you suffer from/or have any of the following?

	Question
	No
	Yes
	Comments

	
	Chest Pain?
	
	
	

	
	Shortness of Breath?
	
	
	

	
	Persistent Coughing?
	
	
	

	
	Palpitations?
	
	
	

	

	Constipation?
	
	
	

	
	Diarrhoea?
	
	
	

	
	Nausea?
	
	
	

	
	Problems passing water (urination)?
	
	
	

	
	Burning sensation on urination?
	
	
	

	
	Changes in frequency of urination?
	
	
	

	
	Changes in menstrual cycle?
	
	
	

	
	Pregnant?
	
	
	

	
	Menopausal?
	
	
	

	
	Are you on any prescribed medication?
	
	
	

	
	Any major illnesses?
	
	
	

	
	Any major accidents?
	
	
	

	
	Any major operations?
	
	
	

	
	Anything else not mentioned?
	
	
	

	

	EATING HABITS:
	     

	FLUID INTAKE:
	     

	EXERCISE:
	     

	WELL-BEING:
	     

	

	REASON FOR VISIT
	     

	AREAS OF TIGHTNESS/TENSION
	     

	

	CONTRAINDICATIONS:
	None ______   Localised to: _________  Medical Approval Obtained _____

	CLIENTS INITIALS (Not Signature)

To confirm details are true.
	     


	Client Profile (Brief):








Case Study 14

	

	Home Stress Levels: 1 (Low) to 10 (High) 
	

	Work Stress Levels: 1 (Low) to 10 (High) 
	


	Treatment Plan:

	


	Home Care Advice:

	


	Client Feedback:

	


	BODY MASSAGE TREATMENT (20 x 1)
	Case Study 15


	Please complete using CAPITAL LETTERS
	Date:
	     

	Name:
	     
	Birthdate:
	     

	Address:
	

	Tel No:
	

	Occupation:
	

	GP Name:
	
	Tel No:
	

	Address:
	


	Do you suffer from/or have any of the following?

	Question
	No
	Yes
	Comments

	
	Chest Pain?
	
	
	

	
	Shortness of Breath?
	
	
	

	
	Persistent Coughing?
	
	
	

	
	Palpitations?
	
	
	

	

	Constipation?
	
	
	

	
	Diarrhoea?
	
	
	

	
	Nausea?
	
	
	

	
	Problems passing water (urination)?
	
	
	

	
	Burning sensation on urination?
	
	
	

	
	Changes in frequency of urination?
	
	
	

	
	Changes in menstrual cycle?
	
	
	

	
	Pregnant?
	
	
	

	
	Menopausal?
	
	
	

	
	Are you on any prescribed medication?
	
	
	

	
	Any major illnesses?
	
	
	

	
	Any major accidents?
	
	
	

	
	Any major operations?
	
	
	

	
	Anything else not mentioned?
	
	
	

	

	EATING HABITS:
	     

	FLUID INTAKE:
	     

	EXERCISE:
	     

	WELL-BEING:
	     

	

	REASON FOR VISIT
	     

	AREAS OF TIGHTNESS/TENSION
	     

	

	CONTRAINDICATIONS:
	None ______   Localised to: _________  Medical Approval Obtained _____

	CLIENTS INITIALS (Not Signature)

To confirm details are true.
	     


	Client Profile (Brief):








Case Study 15

	

	Home Stress Levels: 1 (Low) to 10 (High) 
	

	Work Stress Levels: 1 (Low) to 10 (High) 
	


	Treatment Plan:

	


	Home Care Advice:

	


	Client Feedback:

	


	BODY MASSAGE TREATMENT (20 x 1)
	Case Study 16


	Please complete using CAPITAL LETTERS
	Date:
	     

	Name:
	     
	Birthdate:
	     

	Address:
	

	Tel No:
	

	Occupation:
	

	GP Name:
	
	Tel No:
	

	Address:
	


	Do you suffer from/or have any of the following?

	Question
	No
	Yes
	Comments

	
	Chest Pain?
	
	
	

	
	Shortness of Breath?
	
	
	

	
	Persistent Coughing?
	
	
	

	
	Palpitations?
	
	
	

	

	Constipation?
	
	
	

	
	Diarrhoea?
	
	
	

	
	Nausea?
	
	
	

	
	Problems passing water (urination)?
	
	
	

	
	Burning sensation on urination?
	
	
	

	
	Changes in frequency of urination?
	
	
	

	
	Changes in menstrual cycle?
	
	
	

	
	Pregnant?
	
	
	

	
	Menopausal?
	
	
	

	
	Are you on any prescribed medication?
	
	
	

	
	Any major illnesses?
	
	
	

	
	Any major accidents?
	
	
	

	
	Any major operations?
	
	
	

	
	Anything else not mentioned?
	
	
	

	

	EATING HABITS:
	     

	FLUID INTAKE:
	     

	EXERCISE:
	     

	WELL-BEING:
	     

	

	REASON FOR VISIT
	     

	AREAS OF TIGHTNESS/TENSION
	     

	

	CONTRAINDICATIONS:
	None ______   Localised to: _________  Medical Approval Obtained _____

	CLIENTS INITIALS (Not Signature)

To confirm details are true.
	     


	Client Profile (Brief):








Case Study 16

	

	Home Stress Levels: 1 (Low) to 10 (High) 
	

	Work Stress Levels: 1 (Low) to 10 (High) 
	


	Treatment Plan:

	


	Home Care Advice:

	


	Client Feedback:

	


	BODY MASSAGE TREATMENT (20 x 1)
	Case Study 17


	Please complete using CAPITAL LETTERS
	Date:
	     

	Name:
	     
	Birthdate:
	     

	Address:
	

	Tel No:
	

	Occupation:
	

	GP Name:
	
	Tel No:
	

	Address:
	


	Do you suffer from/or have any of the following?

	Question
	No
	Yes
	Comments

	
	Chest Pain?
	
	
	

	
	Shortness of Breath?
	
	
	

	
	Persistent Coughing?
	
	
	

	
	Palpitations?
	
	
	

	

	Constipation?
	
	
	

	
	Diarrhoea?
	
	
	

	
	Nausea?
	
	
	

	
	Problems passing water (urination)?
	
	
	

	
	Burning sensation on urination?
	
	
	

	
	Changes in frequency of urination?
	
	
	

	
	Changes in menstrual cycle?
	
	
	

	
	Pregnant?
	
	
	

	
	Menopausal?
	
	
	

	
	Are you on any prescribed medication?
	
	
	

	
	Any major illnesses?
	
	
	

	
	Any major accidents?
	
	
	

	
	Any major operations?
	
	
	

	
	Anything else not mentioned?
	
	
	

	

	EATING HABITS:
	     

	FLUID INTAKE:
	     

	EXERCISE:
	     

	WELL-BEING:
	     

	

	REASON FOR VISIT
	     

	AREAS OF TIGHTNESS/TENSION
	     

	

	CONTRAINDICATIONS:
	None ______   Localised to: _________  Medical Approval Obtained _____

	CLIENTS INITIALS (Not Signature)

To confirm details are true.
	     


	Client Profile (Brief):








Case Study 17

	

	Home Stress Levels: 1 (Low) to 10 (High) 
	

	Work Stress Levels: 1 (Low) to 10 (High) 
	


	Treatment Plan:

	


	Home Care Advice:

	


	Client Feedback:

	


	BODY MASSAGE TREATMENT (20 x 1)
	Case Study 18


	Please complete using CAPITAL LETTERS
	Date:
	     

	Name:
	     
	Birthdate:
	     

	Address:
	

	Tel No:
	

	Occupation:
	

	GP Name:
	
	Tel No:
	

	Address:
	


	Do you suffer from/or have any of the following?

	Question
	No
	Yes
	Comments

	
	Chest Pain?
	
	
	

	
	Shortness of Breath?
	
	
	

	
	Persistent Coughing?
	
	
	

	
	Palpitations?
	
	
	

	

	Constipation?
	
	
	

	
	Diarrhoea?
	
	
	

	
	Nausea?
	
	
	

	
	Problems passing water (urination)?
	
	
	

	
	Burning sensation on urination?
	
	
	

	
	Changes in frequency of urination?
	
	
	

	
	Changes in menstrual cycle?
	
	
	

	
	Pregnant?
	
	
	

	
	Menopausal?
	
	
	

	
	Are you on any prescribed medication?
	
	
	

	
	Any major illnesses?
	
	
	

	
	Any major accidents?
	
	
	

	
	Any major operations?
	
	
	

	
	Anything else not mentioned?
	
	
	

	

	EATING HABITS:
	     

	FLUID INTAKE:
	     

	EXERCISE:
	     

	WELL-BEING:
	     

	

	REASON FOR VISIT
	     

	AREAS OF TIGHTNESS/TENSION
	     

	

	CONTRAINDICATIONS:
	None ______   Localised to: _________  Medical Approval Obtained _____

	CLIENTS INITIALS (Not Signature)

To confirm details are true.
	     


	Client Profile (Brief):








Case Study 18

	

	Home Stress Levels: 1 (Low) to 10 (High) 
	

	Work Stress Levels: 1 (Low) to 10 (High) 
	


	Treatment Plan:

	


	Home Care Advice:

	


	Client Feedback:

	


	BODY MASSAGE TREATMENT (20 x 1)
	Case Study 19


	Please complete using CAPITAL LETTERS
	Date:
	     

	Name:
	     
	Birthdate:
	     

	Address:
	

	Tel No:
	

	Occupation:
	

	GP Name:
	
	Tel No:
	

	Address:
	


	Do you suffer from/or have any of the following?

	Question
	No
	Yes
	Comments

	
	Chest Pain?
	
	
	

	
	Shortness of Breath?
	
	
	

	
	Persistent Coughing?
	
	
	

	
	Palpitations?
	
	
	

	

	Constipation?
	
	
	

	
	Diarrhoea?
	
	
	

	
	Nausea?
	
	
	

	
	Problems passing water (urination)?
	
	
	

	
	Burning sensation on urination?
	
	
	

	
	Changes in frequency of urination?
	
	
	

	
	Changes in menstrual cycle?
	
	
	

	
	Pregnant?
	
	
	

	
	Menopausal?
	
	
	

	
	Are you on any prescribed medication?
	
	
	

	
	Any major illnesses?
	
	
	

	
	Any major accidents?
	
	
	

	
	Any major operations?
	
	
	

	
	Anything else not mentioned?
	
	
	

	

	EATING HABITS:
	     

	FLUID INTAKE:
	     

	EXERCISE:
	     

	WELL-BEING:
	     

	

	REASON FOR VISIT
	     

	AREAS OF TIGHTNESS/TENSION
	     

	

	CONTRAINDICATIONS:
	None ______   Localised to: _________  Medical Approval Obtained _____

	CLIENTS INITIALS (Not Signature)

To confirm details are true.
	     


	Client Profile (Brief):








Case Study 19

	

	Home Stress Levels: 1 (Low) to 10 (High) 
	

	Work Stress Levels: 1 (Low) to 10 (High) 
	


	Treatment Plan:

	


	Home Care Advice:

	


	Client Feedback:

	


	BODY MASSAGE TREATMENT (20 x 1)
	Case Study 20


	Please complete using CAPITAL LETTERS
	Date:
	     

	Name:
	     
	Birthdate:
	     

	Address:
	

	Tel No:
	

	Occupation:
	

	GP Name:
	
	Tel No:
	

	Address:
	


	Do you suffer from/or have any of the following?

	Question
	No
	Yes
	Comments

	
	Chest Pain?
	
	
	

	
	Shortness of Breath?
	
	
	

	
	Persistent Coughing?
	
	
	

	
	Palpitations?
	
	
	

	

	Constipation?
	
	
	

	
	Diarrhoea?
	
	
	

	
	Nausea?
	
	
	

	
	Problems passing water (urination)?
	
	
	

	
	Burning sensation on urination?
	
	
	

	
	Changes in frequency of urination?
	
	
	

	
	Changes in menstrual cycle?
	
	
	

	
	Pregnant?
	
	
	

	
	Menopausal?
	
	
	

	
	Are you on any prescribed medication?
	
	
	

	
	Any major illnesses?
	
	
	

	
	Any major accidents?
	
	
	

	
	Any major operations?
	
	
	

	
	Anything else not mentioned?
	
	
	

	

	EATING HABITS:
	     

	FLUID INTAKE:
	     

	EXERCISE:
	     

	WELL-BEING:
	     

	

	REASON FOR VISIT
	     

	AREAS OF TIGHTNESS/TENSION
	     

	

	CONTRAINDICATIONS:
	None ______   Localised to: _________  Medical Approval Obtained _____

	CLIENTS INITIALS (Not Signature)

To confirm details are true.
	     


	Client Profile (Brief):








Case Study 20

	

	Home Stress Levels: 1 (Low) to 10 (High) 
	

	Work Stress Levels: 1 (Low) to 10 (High) 
	


	Treatment Plan:

	


	Home Care Advice:

	


	Client Feedback:
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