
r e r o o t . r e f l e x o l o g y
Client Consultation Form

Name…………………………………………………….Tel. Number……………………………………………….....................
Address……………………………………………………………………………………………………...…………....…………
…………………………………………………………………………………………………………………………………………
Email…………………………………………………………………………………………………………………………………..
D.O.B……………………………………………………..Occupation…………………………………......................................

Doctor/Surgery……………………………………………………………………………………………………………………….
Medication…………………………………………………………………………………………………………………………….
………………………………………………………………………………………………………………...…………..…………..
Operations……………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
Illnesses………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
Any Current Illnesses or Concerns ……………………………………….……………………………………………………….

Have you had or have you suffered from:

Acute Undiagnosed Pain?

Imminent Medical tests (in the next week)?

Thrombosis/D.V.T?

Severe Varicose Veins?

Cellulitis?

Recent Flight (last 48 hours)?

Fever/Diarrhoea/Vomiting (last 48 hours)?

Recent Breaks or sprains?

Unstable Heart Condition?

Early Pregnancy?

Details of Medical History
INTEGUMENTARY SYSTEM (e.g. Allergies/Eczema/ Psoriasis/Acne)

MUSCULAR/SKELETAL SYSTEM (previous breaks/fractures/ sprains/ whiplash/ back/neck ache/ Sciatica/ Lumbago/
Arthritis/ Rheumatism/ Osteoporosis/ Spondylosis)

NERVOUS SYSTEM (e.g. Headaches/ Migraines/ Epilepsy/ Bell’s Palsy)

ENDOCRINE SYSTEM (e.g. Thyroid/Diabetes/P.M.S/Menopause)

RESPIRATORY SYSTEM (e.g. Asthma/Bronchitis/Sinusitis/Rhinitis)

CARDIOVASCULAR SYSTEM (e.g. High Blood Pressure/Heart Problems/Varicose Veins/ Raynaud's disease)
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LYMPHATIC SYSTEM (e.g. Colds/Flu/Allergies)

DIGESTIVE SYSTEM (e.g. I.B.S/Indigestion/Heartburn/G.O.R.D/Hiatus Hernia)

URINARY SYSTEM (e.g. Overactive Bladder/Cystitis/Urinary Tract Infections/Thrush/Candida)

REPRODUCTIVE SYSTEM (e.g. Pregnancies/Miscarriages/Hysterectomy/Fibroids/Prostate Problems/Subfertility)

Women’s Health
Regular Periods:................................Date of last period:……………………..
Symptoms of P.M.T:............................................................................................................................................................
Breastfeeding:................Hysterectomy (date):......................
Menopause/Symptoms:......................................................................................................................................................

Do you or any blood relatives suffer any problems relating to the following?

Diabetes? Epilepsy? Blood Pressure (L/H)? Thrombosis?

Heart? MS? Migraine? Kidneys?

Bladder? Digestion? Cancer? Varicose Veins?

Allergies? Hepatitis? Arthritis? Asthma?

Further comments/Additional information:

Details of Lifestyle

Smoke/Day: Alcohol: Units/Week: Type:

Tea/Day Coffee/Day Water/Day: Other/Day:

Balanced diet: Regular Meals: Eat before bed: Eat between meals?

Exercise/Type/
Frequency:

Hobbies: Work Hours/Week: Work Environment:

Take care of children: How many/Ages: Take care of elderly/sick/
handicapped:

Sleep pattern: Sleep during the day:

Tension: Depression: Anxiety: Stress:

Optimistic/Pessimistic: Posture: Physical Handicap: Glasses/Contacts/
Hearing aid:

Confident/ Nervous: Partner: Bereavement: Phobias:

Further information on lifestyle & well-being:
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r e r o o t   r e f l e x o l o g y

YOUR PERSONAL INFORMATION - GENERAL DATA PROTECTION REGULATION (GDPR)

GDPR (implemented by DPA2018 in the UK) brought in new legal protection for personal information from May 2018.
This tells you what personal information I hold and why, and what your rights are. Once you have read it please
complete and sign the declaration consent at the bottom.
Therapist’s Name: Faye Russell
Therapist’s Contact Details:
Telephone No: 07523485315
Email address: faye@rerootreflexology.com
Address: Jubilee Wharf, Penryn, Cornwall
Data Controller Contact Details: Faye Russell

The Purpose of processing Client Data
In order to give professional reflexology treatments, I will need to gather and retain potentially sensitive information
about your health. I will only use this information for informing reflexology treatments and associated
recommendations concerning aspects of health and wellbeing which I will offer to you.

Lawful Basis for holding and using Client Information
As a full member of the Association of Reflexologists, I abide by the AoR Code of Practice and Ethics. The lawful
basis under which I hold and use your information is for my legitimate interests i.e.my requirement to retain the
information in order to provide you with the best possible treatment options and advice.

As I hold special category data (i.e. health related information), the Additional Condition under which I hold and use
this information is: for me to fulfil my role as a health care practitioner bound under the AoR Confidentiality as defined
in the AoR Code of Practice and Ethics.

What information I hold and what I do with it
In order to give professional reflexology treatments, I will need to ask for and keep information about your health. I will
only use this for informing reflexology treatments and any advice I give as a result of your treatment. The information
to be held is:
● Your contact details
● Medical history and other health-related information (which I will take from you at first consultation)
● Treatment details and related notes (which I will take after each consultation)

I will NOT share your information with anyone else (other than within my own practice, or as required for legal
process) without explaining why it is necessary, and getting your explicit consent.
How Long I Retain Your Information for
I will keep your information for 7 years in line with the requirements of my insurance. For children client records will be
kept until the child is 25 or if 17 when treated, then 26. Your data will not be transferred outside the EU without your
consent.

Protecting Your Personal Data
I am committed to ensuring that your personal data is secure. In order to prevent unauthorised access or disclosure, I
have put in place appropriate technical, physical and managerial procedures to safeguard and secure the information
we collect from you.

I will contact you using the contact preferences you give me in relation to:

● Appointment times
● Reflexology information or information related to your health
● Special offers and promotions (you may unsubscribe from this at any time)
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Your Rights
GDPR gives you the following rights:

● The right to be informed:
To know how your information will be held and used (this notice).
● The right of access:
To see your therapist’s records of your personal information, so you know what is held about you and can verify it.
● The right to rectification:
To tell your therapist to make changes to your personal information if it is incorrect or incomplete.
● The right to erasure (also called “the right to be forgotten”):
For you to request your therapist to erase any information they hold about you
● The right to restrict processing of personal data:.
You have the right to request limits on how your therapist uses your personal information
● The right to data portability: under certain circumstances you can request a copy of personal information held
electronically so you can reuse it in other systems.
● The right to object:
To be able to tell your therapist you don’t want them to use certain parts of your information, or only to use it for
certain purposes.
● Rights in relation to automated decision-making and profiling.
● The right to lodge a complaint with the Information Commissioner’s Office:
To be able to complain to the ICO if you feel your details are not correct, if they are not being used in a way that you
have given permission for, or if they are being stored when they don’t have to be.

Full details of your rights can be found at
https://ico.org.uk/for-organisations/guide-to-the-general-data-protection-regulation-gdpr/individual-rights/. If you wish
to exercise any of these rights, please use the contact details given above. If you are dissatisfied with the response
you can complain to the Information Commissioner's Office; their contact details are at: www.ico.org.uk

THERAPIST’S RIGHTS
Please note:
● if you don’t agree to your therapist keeping records of information about you and your treatments, or if you
don’t allow them to use the information in the way they need to for treatments, the therapist may not be able to treat
you
● Your therapist has to keep your records of treatment for a certain period as described above, which may
mean that even if you ask them to erase any details about you, they might have to keep these details until after that
period has passed
● Your therapist can move their records between their computers and IT systems, as long as your details are
protected from being seen by others without your permission.

4

https://ico.org.uk/for-organisations/guide-to-the-general-data-protection-regulation-gdpr/individual-rights/
https://ico.org.uk/for-organisations/guide-to-the-general-data-protection-regulation-gdpr/individual-rights/
https://ico.org.uk/
http://www.ico.org.uk/


DECLARATION

I have seen the above document and understand that you will hold and use my personal information, using it in order
to provide me with the best possible treatment options and advice in line with the statements above.

I have received a copy of this document.

Name:

Date:

Signature: …………………………………………………………………...

Note: for children under 16 a parental or guardian signature is required.

Treatment Consent

I confirm that the treatment that I have given is correct at the time of consultation and that I will advise of any changes
if and when the occur.

I confirm that I understand the implications of the treatment and wish to proceed with this course of treatment.

I confirm that I am happy for my details to be held and stored in accordance with the current data protection legislation
(G.D.P.R) and this information will not be shared with any second party unless of a safeguarding issue.

All Information Is Strictly Confidential

Client signature…………………………………………...Date…………………………………

Therapist signature……………………………………….Date………………………………...
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General Observations Of Feet
Treatment #1

Client……………………………………………..Date………………………………………….

Appearance and texture of feet:

Client Reactions:

Reflexes Presenting Imbalance:

Aftercare Advice Given:
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