
Client Consultation Form

Patient/client information

Full name: Date of birth:

Gender: 

Contact information:

Phone number:

Email address:

Address:

Emergency contact:

Name:

Relationship:

Phone number:

Medical history

Do you have any existing medical 
conditions?

Yes  No

If yes, please specify:

Are you currently taking any medications?

Yes          No

If yes, please list:

Do you have any allergies?

Yes          No

If yes please list:

Consultation details

What brings you in today?

Have you had any previous treatments for 
this issue?

Yes  No

If yes, please explain:

What are your goals for this consultation?



Lifestyle information

Do you smoke?

Yes          No          Occasionally

If yes, how many per day?

Do you consume alcohol?

Yes          No          Occasionally

If yes, how many drinks per week?

What is your current exercise routine?

Consent and agreement

I hereby consent to the collection and use of my information for the purposes of my treatment.

Yes          No

Signature: Date:

Additional notes

Healthcare professional information

Name: License ID:

Signature: Date of consultation:


	Full name: Kris Webb
	Date of birth: April 15, 1985
	If yes please specifyDo you have any existing medical conditions Yes No: Hypertension, Asthma
	If yes please listAre you currently taking any medications Yes No: Lisinopril (10mg), Albuterol Inhaler (as needed)
	If yes please listDo you have any allergies Yes No: Penicillin, Peanuts
	What brings you in todayRow1: To explore long-term treatment options for pain relief and improved mobility.
	If yes please explainHave you had any previous treatments for this issue Yes No: Physical therapy for 6 weeks last year, pain
management with over-the-counter medications.
	What are your goals for this consultationRow1: To explore long-term treatment options for pain relief and improved mobility.
	If yes how many per dayDo you smoke Yes No Occasionally: N/A
	If yes how many drinks per weekDo you consume alcohol Yes No Occasionally: 2-3 glasses
	What is your current exercise routineRow1: Light walking for 20-30 minutes, 3 times a week.
	Signature: 
	Date: October 21, 2024
	Additional notesRow1: Patient reports increased pain in the last two weeks, which has been impacting sleep and daily
activities. Recommended further assessment with orthopedic specialist.
	License ID: 123456789
	Signature_2: 
	Date of consultation: October 21, 2024
	Name: Dr. Emily Clark
	Group2: Choice4
	Group3: Choice2
	Group4: Choice5
	Group5: Choice7
	Group6: Choice2
	Group7: Choice6
	Group8: Choice7
	Phone number: (555) 123-4567
	Name2: Jane Webb
	Email address: kris.webb@email.com
	Relationship: Sister
	Address: 123 Maple Street, Springfield, IL, 62704
	Phone number2: (555) 987-6543
	Gender: Male


