
 

CLIENT RECORD: Pt1 
Please note: All information provided will remain strictly private, confidential 
and maintained in accordance with Australian Privacy & Data Protection 
Standards. 

 

Please complete all information below in clear writing. 
 

Full Name : 
 

 
 

Preferred Name:  
if different from above 

 
 

          
          Date of Birth:                                                         Gender: 
 

Address:  
 ________________________________________________________________  
 
 Suburb ____________________________________      Post Code __________ 
 

Phone Number:  
Home _____________________          Mobile: ___________________________ 
 

Email Address:  
 

Emergency Contact:  
Name: __________________________________________________________ 
 
Relationship: ____________________________________________________ 
 
Contact Number: ________________________________________________ 
 

Your GP:  
GP Name: _________________________________________________________ 
 
GP Address: _______________________________________________________ 
 
                       ___________________________  Phone #:____________________ 
 

Medications: 
 
 
 
 
 
 
 
 
 

Are you currently taking Medications?          YES  /  NO 
If yes, please give details… 

MEDICATION PRESCRIBED FOR 

  

  

  
  

  
 

 



Surgery / Medical 
Treatments: 

 
 
 
 
 
 
 
 

Have you recently had any surgery or medical Treatments?        
YES  /  NO     If yes, please provide details… 

SURGERY/TREATMENT HOW LONG AGO? 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 

Family History: Please note any relevant family medical conditions: 
 
 
 
 
 
 
 

Do you have Epilepsy? 
 

YES  /  NO   If yes, please provide details… 

Are you pregnant or trying 
to become pregnant? 

YES  /  NO   If yes, please provide details… 
 

Do you have any Metal 
Medical Implants? 

YES  /  NO   If yes, please provide details… 
 

Do you have a deep vein 
thrombosis in the leg or 
known thrombi? 

YES  /  NO   If yes, please provide details… 
 

Do you have any acute 
inflammations and 
tumours? 

YES  /  NO   If yes, please provide details… 

Do you have carotid 
atherosclerosis? 
 

YES  /  NO   If yes, please provide details… 

Do you have any diseased 
veins? 
 

YES  /  NO   If yes, please provide details… 
 
 

Do you have Eczema? YES  /  NO   If yes, please provide details… 
 
 

Do you have any 
inflammatory skin 
disorders? 

YES  /  NO   If yes, please provide details… 
 

Do you have any other 
inflammatory processes 
associated with fever? 

YES  /  NO   If yes, please provide details… 
 

Do you have any open 
wounds? 
 

YES  /  NO   If yes, please provide details… 



Do you have a Cardiac 
pacemaker, artificial heart 
valve, defibrillator or 
cardiac arrhythmias? 

YES  /  NO   If yes, please provide details… 

Do you have a shunt? 
 

YES  /  NO   If yes, please provide details… 

Do you have a stent? 
 

YES  /  NO   If yes, please provide details… 

Do you have a deep brain 
stimulation device (DBS)? 

YES  /  NO   If yes, please provide details… 

Have you had whiplash in 
the last 3 days? 

YES  /  NO   If yes, please provide details… 

Please mark below where you feel (P)=Pain, (A)Ache, (S) Sensation Change, (M) Movement restriction 

 
If you experience pain, on a scale of 0 (none) to 10(extreme), what would you rate it?:  

0          1          2          3          4          5           6           7           8           9          10 
 

How did you hear about Sound Health by Design? 
 
If someone referred you, please state who: 
 
KEEP IN TOUCH: I would like to be notified of news, offers and events:  YES  / NO  (please circle) 
 

CLIENT CONSENT & WAIVER FORM 
 

I ___________________________________________verify that all information is correct and 

current to the best of my knowledge. I understand that any information provided is for safety 

purposes and will be kept strictly confidential, unless I provide written consent. I hereby give my 

consent to receive treatments and I acknowledge and agree that I am doing so at my own risk. My 

health and safety with respect to such services are my sole responsibility. My decision to receive 

services is voluntary, and I know of, understand and assume any and all the risks associated 

therewith. In exchange for receiving services I hereby waive, release, discharge and hold my 

Practitioner harmless from any and all liability for any and all injuries, including damages or claims 

relating to or resulting from my receipt of the services, now or in the future, foreseen or unforeseen.  



I have read and agree to the following:  

 Benefits of Sound Healing will be experienced from the first session but may not be felt straight away. 
Healing is a journey and takes time - timeframes will vary person to person and depend on severity of the 
issue being addressed, how long it has been an issue and the client’s willingness to engage in the healing 
process. 

 

 Sound Healing utilises a holistic approach, which involves treating the person at a physical, mental, 
emotional, soul & spiritual level. This will incorporate conversations, protocols and sound 
recommendations relating to these different areas. Some views/concepts presented by the practitioner 
may be different to the clients – in these instances the client is free to agree to disagree or explore what 
has been shared, but will not take offense. Clients are not required to undertake recommendations, 
however, in doing so will support, speed up and enhance their healing process. 

 

 Distance Sound Healing sessions are provided as alternatives to in-person sessions to make them more 
accessible. While we aim to provide the best possible service & experience, it is not possible to equal the 
in-person experience via distance due to the unpredictable nature of technology and internet service 
providers. Also, we are unable to control disruptive sounds and interruptions at the client’s location. In 
booking a distance session, the client accepts this. 

 

 Sound Healing is a complimentary therapy, and therefore can be used in conjunction with other medical, 
health and wellbeing treatments. If during the course of treatments you experience improvement in your 
health/condition, please consult your appropriate medical/health practitioner before altering medications 
/ treatment protocols. 
 

 Sound Practitioners provide recommendations that will support health and wellbeing but do not diagnose 
or medically treat any illness or condition. Anything said during the sessions shall not be regarded as 
medical advice, treatment, diagnosis or prescription. 
 

 If I experience pain or discomfort during the session, I will immediately inform my practitioner. I will not 

hold my practitioner responsible for any pain or discomfort I experience before, during or after the 

session.  
 

 I understand that the services offered today are not a substitute for medical care.  
 

 I understand that my practitioner is not qualified to carry out a medical examination or provide a diagnosis 

and I agree not to interpret their comments as medical advice.  
 

 I affirm that I have notified my practitioner of all known medical conditions and injuries.  
 

 I agree to inform the practitioner of any changes in my health and medical condition. I understand that 

there shall be no liability on the practitioner’s part should I forget to do so.  
 

 I understand that treatment is non-sexual in nature.  
 

  I understand my medical information and treatment notes may be released to other, third-party, health 

practitioners whom I agree for my practitioner to refer me to.  
 

 I agree that my practitioner will need to disclose my personal information, if required to by law.  
 

 By signing this release, I hereby waive and release my practitioner from any and all liability, past, present 

and future relating to this/these treatment(s).  

Please sign to confirm that you have read, understood and agree to the above: 

 

Client Name: ________________________________________        Date: ___ / ___ / _____ 

(18 years +) Client Signature: ______________________________________ 

(Under 18 years) Guardians Name: _________________________________________ 

                               Guardians Signature: ______________________________________ 

Feel free to ask your Practitioner any questions before, during, or after the session. Your 

practitioner is a skilled professional and will be happy to assist with any queries or concerns. 


