Herbacone                                    BiOcandle

Thermal Auricular Therapy Consultation Form (Hopi Candle)
To be Completed by the client before each session



Date:  ______________________

Name:  _________________________________________________________________________

Address _________________________________________________________________________

Home Tel _______________________________  Mobile ________________________________

Date of Birth __________________________________

Occupation ____________________________________________________________________

Do you suffer or have you ever suffered from any of the following?  Please tick if Yes.

Perforated Ear Drum

Grommets in place

Infected or inflamed Ear

Do you have any known allergies to any of the following ingredients?  Please tick if Yes

Beeswax

Honey

Sage

Chamomile

St Johns Wort

Organic Cotton

Vitamin A

I confirm that the information given above is correct and complete and that I have read and accepted the caution listed above.  I will inform my therapist before receiving treatment if any of the information above changed at any time during my treatment.

Signed:  __________________________________________

Date:    ___________________________________________

To be completed by the therapist after each session

Full details of this therapy session:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Timing of Ears  ____________ Left   ____________ Right

Any improvements reported from last treatment or observed by therapist

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

