MOIRA COLONIC CLINIC – CLIENT QUESTIONNAIRE
(Please complete and return (along with £30 booking deposit) to : Des McCready 1 Belmont Court, Lisburn, BT28 3YE) : E-mail : des69ringo@yahoo.co.uk
Website : www.moiracolonicclinic.com      Tel no (home) 02892 588421

Full Name : ……………………………………………………………..............

Address : ………………………………………………………………………..

Marital Status : …………………………………………………………………

D.O.B : …………………………………………………………………………..

Telephone No (Home) : ……………  Work …………..  Mobile ……………..

E-mail address : …………………………………………………………………

Occupation : ………………………………………………………………………

GP’s Name and Address : …………………………………………………………..

List any medications you are taking : ……………………………………………………………………………………………………………………………………………………………………………………

List all past medical problems and surgical procedures with approx dates : ……………………………………………………………………………………………………………………………………………………………………………………

List any vitamin / mineral / herbal supplements used : …………………………………………………………………………………………………………………………………………………………………………………….

How did you learn of Colon Hydrotherapy treatment ? …………………………………………………………………………………………..

Tick boxes below as appropriate :

	DAILY HABITS
	HEAVY
	MODERATE
	LIGHT

	Alcohol
	
	
	

	Coffee
	
	
	

	Tobacco
	
	
	

	Drugs
	
	
	

	Exercise
	
	
	

	Sleep
	
	
	

	Appetite
	
	
	


Please tick any of the symptoms listed below you may suffer (or have suffered) from :

General

⁯ Headaches

⁯ Insomnia (loss of sleep)

⁯ Loss of weight

⁯ Dizziness

⁯ Fainting spells

⁯ History of seizures

⁯ Fatigue

⁯ Depression

⁯ Enlarged thyroid

⁯  Double / blurred vision

Gasto-intestinal system

⁯  Abdominal pain

⁯ Cancer

⁯ Cirrhosis

⁯ Colitis

⁯ Constipation

⁯ Crohn’s Disease

⁯ Diarrhoea

⁯ Diverticulitis

⁯ Diverticulosis

⁯ Distension / Bloating of lower abdomen

⁯ Fissures / Fistulas

⁯ Family history of colon cancer

⁯ Gall bladder disease

⁯ Haemorrhoids

⁯ Heartburn / Indigestion

⁯ Liver trouble

⁯ Rectal bleeding

⁯ Ulcerative Colitis

⁯ Vomiting of blood

Respiratory

⁯ Asthma

⁯ Bronchitis

⁯ Chronic cough

⁯ Emphysema

⁯ Shortness of breath / wheezing

Muscular / Skeletal System

⁯ Arthritis

⁯ Bursitis

⁯ Low back pain

⁯ Neck pain

⁯ Swollen joints

Cardiovascular


Skin

⁯ Angina



⁯ Acne

⁯ Congestive heart failure                  ⁯ Athlete`s foot

⁯ High blood pressure

⁯ Bruise easily

⁯ Hardening of arteries

⁯ Dermatitis

⁯ Irregular heart beat


⁯ Dry / scaly

⁯ Low blood pressure


⁯ Psoriasis

⁯ Poor circulation


⁯ Rashes

⁯ Swelling of ankles

 Genito-urinary

    Emotional / Mental Nervous System

⁯ Cystitus


    ⁯ Acute anxieties

⁯ Kidney infection or stone
    ⁯ Depression

⁯ Kidney failure

    ⁯ Fatigue

⁯ Painful urination

    ⁯ Insomnia (sleeplessness)

⁯ Prostate trouble

    ⁯ Inability to concentrate

⁯ Thrush


    ⁯ Irritability





    ⁯ Lethargy





    ⁯ Persistent headaches





    ⁯ Poor memory





    ⁯ Sudden mood swings

Women

⁯ Breast pain

⁯ Extremely heavy menstrual flow

⁯ Painful menstruation

⁯ Premenstrual tension

⁯ Vaginal discharge

⁯ Are you pregnant ?  Yes / No

DIET

Describe what you typically eat for :

Breakfast : ……………………………………………………………………………………….

Lunch : ……………………………………………………………………………………………………………………………………………………………………………………

Dinner : ………………………………………………………………………………………….

…………………………………………………………………………………………..

Snacks : ……………………………………………………………………………………………………………………………………………………………………………………

Water :  How much water do you drink per day ?  2 litres ;  1 litre ;  less than 1 litre. 

CONTRA-INDICATIONS FOR COLON HYDROTHERAPY

· Severe Cardiac disease (uncontrolled hypertension or congestive heart failure)

· Aneurysm

· Gastro-intestinal haemorrhage or perforation

· Cirrhosis

· Fissures or fistulas 

· Abdominal hernia

· Renal insufficiency

· Severe anaemia

· Severe haemorrhoids

· Carcinoma of the colon

· Pregnancy (over 3 months)

· Recent surgery of the rectum or bowel

· Severe gall stones

· High Blood Pressure (160/100)

· History of long-term steroid use

· Diabetes

I have read and understood the above conditions.  I do not have any of the above conditions and therefore agree to have colonic treatments.

Signature of client ………………………………………….

Printed Name : ……………………………………………...

Date : ………………………………………………………...

PLEASE NOTE

Appointments missed or cancelled with less than 24 hours notice will be charged.

Name ………………………………

Signature …………………………..



Date : ………………….

