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CLIENT CONFIDENTIAL RECORD 
 
NAME:  __________________________________________________________________________________ 
 
ADDRESS: __________________________________________________________________________________ 
 
  __________________________________________POST CODE: _____________________________ 
CONTACT  
NUMBER:  __________________________________________________________________________________ 
 
EMAIL:  __________________________________________________________________________________ 
 
AGE:  ________________________________ DOB: _____________________________________________ 
 
GP NAME: __________________________________________________________________________________ 
 
GP PRACTICE:   __________________________________________________________________________________ 
 
I would like to send a note to your GP letting them know you have attended a session.  No details will be 
disclosed.  Do you give me permission to do this?   
 
YES:          NO:   
 
How did you hear about me?  ______________________________________________________________________ 
  
Disclaimer 
I understand that the key to a successful outcome is me and I appreciate my part in the process. I agree to make all 
the necessary changes to achieve my goal. Following this session, if I wish to make any changes to my medication 
then I will consult my GP.  I accept full responsibility for turning my pain/symptoms off and will take note of any new 
pain/symptoms if they arise and seek medical attention if required. These appointments do not take the place of 
medical advice or assistance. Results can vary, and as such, success cannot be guaranteed.   
 
GDPR Data Protection 
I understand that it is a legal requirement that any personal and confidential data I provide for the purposes of the 
sessions will be kept by Emma Armes Pain Therapy for up to 7 years for recording purposes and shall then be 
destroyed. The data will be kept in a locked filing cabinet, and/or within an encrypted online database. I may request 
to view and update my personal data at any time during this period. I hereby give my consent to the storage of this 
data. I also consent to be contacted by Emma Armes Pain Therapy via details I have provided.   
 
 
SIGNED:_____________________________________________     DATE:____________________________________ 
 
Occasionally I share useful information and special offers.  Would you like to be added to my mailing list?   
 
YES:          NO: 
 
I value your feedback, are you happy for me to use your comments for marketing purposes (e.g. Facebook).  Please 
write anonymous if you would like to remain anonymous.   
 
YES:          NO:           _______________________________________ 
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CLIENT QUESTIONNAIRE 

Provide brief details of your pain/symptoms and location(s).     

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

Have you been seen by a medical practitioner?   

Yes:          No:     

How long have you had this pain?   

_______________________________________________________________________________________________ 

What is the maximum your pain/symptoms have ever been from 0 – 10 (“0” = none and “10” = worst ever)?   

0     1   2     3   4     5   6     7   8     9   10 

What is your day-to-day average pain/symptoms level from 0 – 10 (“0” = none and “10” = worst ever)? 

0     1   2     3   4     5   6     7   8     9   10 

What do you want to achieve from our sessions?   

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________  

Is there anything else you feel I should know?   

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________
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