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(Answers to all questions are for our records only and will be held confidential)

1. Height Weight Desired Weight

[JYes []No

2. Are you under a doctor’s care?

If yes, for what reason?

[] Yes
|:| Yes

10. Have you had any surgical operations recently?

|:| Yes

8. Do you have any diabetes/epilepsy?

9. Do you have any varicose veins?

If yes, please explain

[ ] No
|:|No

|:|No

|:| Yes |:| No

3. Are you taking any medication?

If yes, please explain

4. Do you have any circulatory or respiratory problems?

|:| Yes |:| No

If yes, please explain

[ ] No

5. Do you have high or low blood pressure? |:| Yes

If yes, please explain

|:| Yes |:| No

6. Do you have any heart ailments?

If yes, please explain

7. Do you have any type of skin disease or disorder?

|:| Yes |:| No

If yes, please explain

[] Yes
|:| Yes
13. Are you on any special diet at this time? |:| Yes
|:| Yes
[] Yes
|:| Yes

11. Do you sunbathe (tan)?

12. Are you pregnant at this time?

14. Are you menstruating at the moment?
15. Do you suffer with migraines?

16. Do you have an allergy to minerals?

[ ] No
|:|No
[ ] No
|:|No
[ ] No
|:|No

| understand that | am wrapped at my own risk and that the

management of this establishment and its employees assume no

liability of any kind.
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Porsonad detodls

Client’s name:

Address:

Postal Code:

Home telephone no.:

Work telephone no.:

Mobile no.:

Email:

Date of birth:

Age:

[ ] Male
[ ] single

|:| Divorced

Gender:

Marital status:

[ ] Female

|:| Married
[ ] widowed

General information

Occupation:

[ ] Active

Do you smoke? [ | Yes

Lifestyle:

If yes how many daily?

|:| Sedentary

|:|No

Exercise: |:| Yes

Type of exercise:

[ ] No

Frequency:

Water daily intake:

|:| 5-8 glasses
Tea/coffee daily intake:
[ ] 5-8 cups

Alcohol weekly intake:
|:| 5-8 glasses

Daily food intake:

[ ] 0-4 glasses
|:| 9+ glasses
|:| 0-4 cups
[ ] 9+ cups
|:| 0-4 glasses
[ ] 9+ glasses

Do you follow a special diet? [ | Yes [ ] No

How did you hear about us?

Have you ever had a body wrap?

If so where?

and when?
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Finders International Ltd., Spa House, Winchet Hill, Goudhurst, Kent, TN17 1JY England, U.K.
Tel: +44 (0) 1580 211055 Fax: +44 (0) 1580 212062 Email: info@spafindskincare.com

WWW.SPAFINDSKINCARE.COM
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