PAGE  
Craniosacral health history form


Surname.......................................................………..First Name.............................................……Title…………………………...
Address: 

E-mail……………………………………………………………………. ……………………………………      
Address:………………………………………………………………………………………………………………………………..
Occupation                                             Gender                            Mobile………........................…………………………………….
Date of birth



Weight


Height


Blood pressure 

Number of children: 
Please state the main reason/s for seeking the treatment: 
What have you already tried for your condition? 
Any Medical conditions that are relevant to you:
General Health: 
Have you had any dental work?

How was your own birth if you have been told Normal……Traumatic….., used Ventouse….. and/or 
Forceps….., C-section…, wrong position……., any other: …………………………………………………………………….
Any additional Information:
Diet and Life stile if relevant (vegetarian, vegan, religious reasons, etc….)………………………………………………………
Additional Comments: 
Please sign that the above is true at the time of the appointment: 
Your Name ………………………              Your signature ---------------------------------------------------------Date ………………..
   Date:………
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