AQUIS COLONIC HYDROTHERAPY SCREENING QUESTIONNAIRE


All information provided by you, will be treated in the strictest of confidence.  The purpose of this document is to understand your overall health and well being, to enable the therapist to provide you with the best possible service and advice.  If however, there are any questions that you do not wish to answer, please leave them blank.
Date:                                             .

	Name:
	DOB:



	Address:



	Postcode:


	Home Tel:
	Mobile:

	Email:


	Occupation:

	
	
	
	
	
	

	What is your main reason for having this treatment, and what do you hope to get out of it?


	
	
	
	
	
	

	How did you hear about Aquis?



	
	
	
	
	
	

	Smoking history



	
	
	
	
	
	

	How much alcohol do you drink on an average week?



	
	
	
	
	
	

	Please list any medications you are taking which are either prescribed by your Doctor or Nurse, or that you buy yourself?



	
	
	
	
	
	

	Please list any medical conditions you are being treated for by your GP or hospital, or if you are currently undergoing any investigations.



	Please circle any symptoms you are currently experiencing, or have experienced in the past and mark them     T = today P = past

	
	
	
	
	Any other symptoms?

	Headache/migraine
	Thirst
	Nervousness
	Coughing up blood
	

	Dizzyness
	Fainting
	Allergy
	Chest pains
	

	Fatigue
	Loss of sleep
	Thirst
	
	

	Numbness in arm/leg
	Weight loss
	Chronic Cough
	
	

	Neuralgia
	Weight gain
	Coughing up phlegm
	
	

	Fever/chills
	Convulsions
	Dry cough
	
	

	
	
	
	
	
	


	Please circle any of the following conditions that apply to you

Gastro-intestinal

	Poor appetite
	Bloating/distension
	Constipation
	Heartburn

	Belching / gas
	Liver/gall bladder probs
	Haemorrhoids
	Diarrhoea

	Flatulence
	Excessive hunger
	Colitis/crohns disease
	Intestinal worms

	Stomach pains
	Nausea/vomiting
	Difficult digestion
	Coeliac disease

	Others  __________________________________________________________________________

	

	ENT

	Failing vision
	Hay fever
	Asthma
	Enlarged glands

	Ear discharges
	Deafness
	Earache/Tinnitus
	Sore throats

	Sinus infections
	Nose bleeds
	Nasal obstruction
	Frequent colds

	Others  ___________________________________________________________________________

	

	Cardiovascular

	Irregular heartbeat
	Poor circulation
	High BP
	Stroke

	Previous heart attack
	Hardening of arteries
	Low BP
	Blood clots

	Others ___________________________________________________________________________

	
	
	
	

	Genito-Urinary

	Frequent urination
	Painful urination
	Kidney infections
	Prostate trouble

	Blood in urine
	Pus in urine
	Kidney stones
	Incontinence

	Others  ​​​​​​​​​​__________________________________________________________________________

	
	
	
	

	Skin

	Skin eruptions
	Itching
	Hives/allergy
	Sensitive skin

	Dryness
	Boils/acne
	Bruising
	Shingles

	Others  ___________________________________________________________________________

	
	
	
	

	Musculo-skeletal

	Painful neck
	Painful elbow
	Painful feet
	Jaw pain

	Backache/sciatica
	Painful knees
	Painful hands
	Painful tailbone

	Shoulder trouble
	Painful hips
	Swollen joints
	

	Others  ___________________________________________________________________________

	
	
	
	

	Women only
	
	
	

	Painful periods
	Heavy periods
	Irregular periods
	Hot flushes

	PMT/Mood swings
	Cramps
	Pre menst. food cravings
	Vaginal discharge

	Breast pains
	Lumpy breasts
	Fertility problems
	Miscarriage



	Date of last period  ___________________  Date you had your last baby if applicable  _______________

Please tell the therapist if you are trying to become pregnant.

	
	
	
	

	Other conditions

	Appendicitis
	Thyroid disease
	Mental health problems
	HIV

	Heart Disease
	Cancer
	Hepatitis
	

	Herpes
	Arthritis
	STIs
	

	Epilepsy
	Pneumonia
	Rheumatic fever
	

	Pleurisy
	Glandular fever
	Thrush
	

	Cystitis
	Diabetes
	Gastric ulcers
	

	Tuberculosis
	Alcoholism
	Anaemia
	


	How often do you have your bowels open?

Do you have to strain to have a bowel movement?

Do you ever use any laxatives or medications to help your bowels?

Use the description on the right to help describe the look of your stools.  
	Type 1 Small hard lumps, like nuts
Type 2 Sausage like but lumpy

Type 3 like a sausage with cracks on the surface

Type 4 Like a sausage, smooth and soft

[image: image1.jpg]


Type 5 Soft blobs with clear cut edges

Type 6  Fluffy pieces with ragged edges, a mushy stool

Type 7 Watery, no solid pieces


	Describe your diet on an average week



	What do you consider to be a good point about your diet?



	What do you consider to be bad about your diet?



	How much fluid do you drink on an average day?




Please add anything here you think needs to be taken into consideration before you have colonic treatment.
Contraindications

If you have any of the following conditions, you would not be a suitable candidate for colon hydrotherapy.
Severe cardiac disease / Uncontrolled Blood Pressure / Very low blood pressure causing faints / gastric haemorrhage / cirrhosis of the liver / severe kidney disease requiring dialysis / severe haemorrhoids / cancer of the colon / active anal fissures or fistulas / recent colo rectal surgery / pregnancy / abdominal hernia / inflammatory bowel disease

Disclaimer

The service provided is not intended to replace the relationship with your primary health care providers, and our consultation is not intended as medical advice.  It is intended as a sharing of knowledge and information from our education, research and experience.

Cancellation policy

I understand that Aquis has a cancellation policy which states that 24 hours cancellation is required for any appointment.  Should I have an appointment and fail to cancel within the stated time period a cancellation charge of 50% of the cost of the treatment will be levied.

Consent declaration


The information provided above is to the best of my knowledge true and accurate.  The procedure has been explained and I hereby consent for treatment to be performed upon me.

I have read the above and confirm that I do not suffer from any condition that may prevent me from undergoing treatment.  I will let my therapist know of any changes in my health.

Signed  ………………………………………………………  Date  …………………………………………

AQUIS COLONIC HYDROTHERAPY 79 Newhall Road Kirk Sandall Doncaster DN3 1QQ
Telephone 07892 737486  email info@aquiscolonics.co.uk  www.aquiscolonics.co.uk 
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