HIGHWAY HEALTH PRACTICE

PATIENT CONFIDENTIAL QUESTIONNAIRE
HHP Ref: ………






DATE: .../…./…..

TITLE
     FIRST NAME

INITIALS


SURNAME

ADDRESS

TEL. HOME


BUSINESS


OCCUPATION

AGE       DOB

NATIONALITY

ENGLISH - YOUR FIRST LANGUAGE?

HEIGHT


WEIGHT


MARITAL STATUS

CHILDREN Y/N
    AGES -
WHO DO YOU LIVE WITH?

WHAT IS YOUR FAMILY MEDICAL HISTORY?

FATHER:




MOTHER:
HAVE YOU HAD ANY MAJOR SURGERY? /ILLNESSES?
LIST BELOW WITH DATES

OPERATIONS/SURGERY:

ILLNESSES:

ARE YOU TAKING ANY MEDICATION FROM YOUR DOCTOR?   Y/N LIST BELOW WITH DATES
ARE YOU TAKING ANY HEALTH SUPPLEMENTS?  Y/N
      LIST BELOW
DO YOU SMOKE?  Y/N

HOW MANY PER DAY?

DO YOU EXERCISE?   Y/N

HOW OFTEN? 
STATE TYPE OF EXERCISE

HOW MANY HOURS SLEEP DO YOU GET?
DO YOU FEEL YOU NEED MORE?

WHAT ARE THE MAIN AREAS OF STRESS IN YOUR LIFE?

HOW DO YOU SPEND YOUR FREE TIME?

DO YOU HAVE ANY ACHES OR PAINS? 
LIST THEM
WHAT IS YOUR MAIN DAILY DIET - DESCRIBE
ARE YOU A VEGETARIAN?

 VEGAN?
 
ON A SPECIAL DIET?
DO YOU HAVE ANY FOOD OR DRINK CRAVINGS? 
LIST THEM

WHAT DO YOU USUALLY DRINK? 

ALCOHOL: 
LIST

HOW MUCH PER DAY?
WATER:

TEA/COFFEE:
OTHER:
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DO YOU SUFFER FROM: Y/N
FAINTING SPELLS:
 DIZZINESS:
 COLD OR HOT SWEATS:
 SHAKINESS:

WEAK SPELLS:

DEPRESSION:
 MENTAL CONFUSION: 
 LACK OF SEX DRIVE:

BREAST PAIN: 

BREAST LUMPS:
 CRAMPS:

 PMS:




PANIC ATTACKS:

JOINT PROBLEMS:
SKIN CONDITIONS:
VISION:

HEARING PROBLEMS:
SHORTNESS OF BREATH:
FLUID RETENTION:

OTHER HEALTH RELATED PROBLEMS WITH:

BRAIN

HEART 

LUNGS

KIDNEYS

LIVER
PANCREAS





DO YOU PERSPIRE PROFUSELY & FREQUENTLY?

HOW FREQUENTLY DO YOU URINATE?
DAY              NIGHT
DO YOU OPEN YOUR BOWELS EVERY DAY (Y/N)
MORE THAN ONCE A DAY 


DO YOU SUFFER FROM (Y/N): CONSTIPATION

 DIAHORREA 

HOW OFTEN?

WHAT IS THE MAIN PURPOSE OF YOUR VISIT TODAY – YOUR KEY HEALTH OBJECTIVES: LIST

1

2

3
THE DETAILS ABOVE ARE AN ACCURATE RECORD OF MY MEDICAL HISTORY AND CURRENT CONDITION/S. 

I AGREE TO PAY THE COSTS FOR CONSULTATION, SCREENS, TREATMENTS AND SUPPLEMENTS, WHICH I REQUIRE AND ARE DETAILED BELOW & HAVE BEEN PRE EXPLAINED TO ME. 

SIGNED AND DATED IN AGREEMENT

DATE:…………………….



SIGNATURE:………………………………..
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Clinic fees


Applicable
Supplements supplied





    £
      Y/N




Clinical Consultation     120:00
       



Screens:






     Toxins

70:00           

     Hormones

70:00           

     Nutrition:

     Vitamins/Minerals
70:00           

     Amino acids

70:00           

     EFA’s, Enzymes
70:00            

     Body composition
70:00          

     Composite systems:


Immune
             430:00


Cancer
             530:00

Treatments:

      Laser

70:00             

      Lymphatic detox
70:00             

      Laser & Lymphatic   120:00 
Supplements: 

AV10K – 60 capsules
19:50 

Other: -


Total Clinic costs        £ ________




TERMS AND CONDITIONS: 

1. CLINIC FEES ARE DUE AND PAYABLE IN ADVANCE OR ON DAY OF VISIT TO:
 C B MASCARENHAS BY: CHEQUE OR BANK TRANSFER TO:

    NATWEST BANK SORT CODE: 60-09-20    ACCOUNT NO: 74269089

2. Appointments once confirmed cannot easily be changed nor fees
  
   refunded for absence or lateness without prior notification. 

   It is the patient’s responsibility to be available for their punctual


   telephone consultations, clinic screens and treatments.

Kirrin Cottage
6 Vue de Mer

Rue de La Vallee

Torteval

Guernsey

GY8 0PP
TELEPHONE: +44(0)1481 263127
MOBILE: +44 (0)7839 259050
Email: enquiries@highwayhealthpractice.com



         www.highwayhealthpractice.com
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