Linda Booth LCSP (Phys.) MACH RT
Natural Health Practitioner and Colon Hydrotherapist
15 Shandwick Close
ARNOLD
Nottingham NGS5 8AZ

0115 9676699

www.nottmphysio-colonics.co.uk
lindabooth@btinternet.com

HEALTH QUESTIONNAIRE

(In strictest confidence)

Full name (including title) ..o e
Address (INCIUAING POSECOAEC) ...nuuiinttt ittt et e e et et e e e e aeeanaeens
Telephone number (best to reach YOU ON) ....ouiiiiniii e e e
€-MALL AAAIESS ...
Date of birth ... Age .ooiiiiiiiin Height ................ Weight ...................
L0 7o w0 107215 o ) o K
Name and address Of GP ...
Blood Group (If KNOWIN).......ui e e e e e et e e e et e e et e e e e ee e,
Have you received any antibiotic treatment in the past six months? ..o
Do you have any children? ........................oooal. Ifyes,howold? .....oooviiiiii i,

Current health COMPIAINTS .......oii e et e e e e e e e e e

Are you taking any vitamin/mineral SUPPIEMENtS? .........ooiiiiiiii i e



IS0, PLEASE LISt .. teeti e e
Are you currently consulting any other practitioners? If so, please give details of the treatment you are
U107 04T PPt

Do you suffer from, or have suffered from:

High blood pressure ................ Kidney failure .......................

Heart disease ..................ee.e. Cirrhosis of the liver ...............

Severe haemorrhoids ............... Cancer of the colon/rectum .......

Hernia ..., Recent colon surgery ...............

G.I. Haemorrhage? Severe anaemia ......................

Perforation ..................co

Fissures/Fistulas .....................

If you have answered Yes to any of the above, please give details ...............cooeiiiiiiiiiiiiiiiiii i

Have you ever had any of the following procedures:

Colonoscopy................ Sigmoidoscopy........ccoevviiinnnnn.

Barium Enema........................ Scans of the Abdominal area................

If you have answered Yes to any of the above, please give details ................coooiiiiiiiiiiiiiiiiiin,
Do you, or have you in the past ever administered rectal enemas? ................cooviiiiiiiiiiiiiii e,
Any family health CONdItionS ......... ..o e
How often do you urinate ? 3-4 times a day .... Less .... More ....

Any back pain? Yes ...... No...... Howoften ..o,



How regular are your bowel MOVEmMENtS? ...... ...t
Is there ever any mucous 1N YOUT STOOIS? .. ...ttt
Does stress affect your bowel movements? ....... ...
Do you crave any particular type of food and if so what? ....... ... ...
Do you smoke? ... Ifyes, how many aday? ..........ooooiiiiiiiiii e

Do you drink alcohol? .................. If yes, how many units per week? ............coooeiiiiiiiiiiiiiiinn...
How many cups of tea and/or coffee do you drink a day? ........ ..o
Do you add sugar and if so, how much? ...
Do you drink soft drinks (cola etc.) and if so, how many ? .......... ..o
How many glasses of water do you drink each day? .......... ..o
HOW Often dO YOU @XEICISE? ... nuiniit ettt e eeenaes
How many hours sleep do you need/get? ... ...
Do you have a g00d apPELIte? ........ ettt e

Do you suffer from any food allergies/food sensitivities? ............ooeiieiiiiiiiiiiiii e,
LEYES, PlEASE LISt .. eneeet et e e
Do you frequently travel abroad? ....... ..o
If yes, have you ever suffered with sickness and/or diarrhoea? ...............ccooiiiiiiiiiiiiiiiiii e,
Are you under a lot of stress at the moment? ........ ...
If yes, do you Know the cause Of 17 ... e e

Please tick if you suffer, or have suffered from any of the following conditions:

General Gastro-intestinal

Alcoholism .. Abdominal pain ...,
Amalgam fillings-how many ... Badbreath .
Anaemia . Colitis .
Cancer (of any type) ... Constipation ...
Chronic Fatigue Syndrome ... Cravings ...
Diabetes . Diarrhoea .
Dizziness .. Distension/abdominal bloating ~  ......

Double/blurred vision ... Diverticulitis/Diverticulosis ~ ......



Drug addiction

Fainting spells

Ear infections

Epilepsy
Headaches/Migraines
Hepatitis

HIV/Aids
Hypoglycaemia

M.E.

Weight loss

Over-active thyroid gland
Under-active thyroid gland
Gallstones

Cardio-vascular

Angina/Chest pain
Hardening of the arteries
Low blood pressure
Rapid irregular heart beat
Swelling of the ankles

Emotional/nervous system

Anxiety
Depression
Fatigue
Insomnia
Irritability
Lack of concentration
Lethargy
Mood swings
Over-reacting
Panic attacks
Memory loss

Respiratory

Asthma
Bronchitis
Emphysema
Hayfever

Sinus problems

Heartburn
Indigestion

Irritable Bowel Syndrome
Liver trouble (e.g. fatty liver)

Rectal bleeding
Rectal itching
Ulcerative Colitis

Muscle and joint

Arthritis

Low back pain
Joint pain/stiftness
Rheumatism
Muscle weakness

Skin

Acne

Bruise easily
Dermatitis
Eczema

Fungal infections
Psoriasis

Women

Amenorrhoea (absence of periods)
Dysmenorrhoea (painful periods)

Endometriosis
Gentital herpes
Genital warts

Heavy menstrual flow

Hysterectomy
PMT

Vaginal thrush
Are you pregnant?
Date of last period

Are you on the Pill?



Genito-urinary Men

Bladder infections ... Enlarged prostate ...
Kidney infections/stones ... Genital herpes ...
Genital warts ...

Daily diet — please give an indication of a typical daily diet

BreaK At oot

Have you ever suffered from anorexia or bulimia? ...
DO YOU ©VET OVET=CAL? ...ttt ettt et et et et e ettt e enens
Are you vegetarian or vegan or NEIther? ....... ... ...
Do you feel that certain foods upset you and if so, which? ..................

Please give any other information you may think is relevant .....................ooL.

The information provided above is, to the best of my knowledge, true and accurate. I also confirm that I
have not with-held any health/personal information that may affect the therapist's decision to treat me
with colon hydrotherapy.



I agree to having a rectal examination if during discussion it is deemed necessary



