ColourHarmonics – Healing with Colour & Light

Colour Questionnaire

Name___________________________________________ Date of Birth _____________
(including first name and preferred form of address: Ms/Miss/etc)
Address___________________________________________________________________________________
Post Code ___________ Phone No (Day) _______________ Phone No (Eve) ____________________
Referred by________________________________________________________________
Health Background:

Present state of health_______________________________________________________

Present Treatment (including drugs and supplements)
__________________________________________________________________________
Lifestyle

Occupation_____________________________ Family _____________________________


Do you smoke?____________If so, what and how many?____________________________

Do you drink?_____________If so, what and how much?_____________________________

Do you use recreational drugs?______________If so, what and how much?______________ 

Describe a typical day’s eating and drinking:  First Thing______________________________

Breakfast___________________________________________________________________

Lunch_____________________________________________________________________

Tea (Dinner)________________________________________________________________

What kinds of things do you eat/drink between meals?_______________________________

What exercise do you take?____________________________________________________

How long per week?__________________________________________________________

What other relaxation do you have?______________________________________________

How often and how long?______________________________________________________
Height ______________ Weight _______________Weight five years a go _____________
Medical History:

Was there anything abnormal about your birth? (i.e. premature, method of delivery,etc.)

Did you have normal childhood vaccinations?_____ List and if possible date any since_____

What was your health like when you were younger?_________________________________

List surgical operations, serious illnesses/injuries/accidents with approximate dates
List any medication (drugs) taken over a long period ________________________________

List any emotional traumas that your remember with approximate dates _________________

Conditions, complaints, problems:  

Please list conditions and mark the degree of severity, by putting:

‘1’ for Mild  ‘2’ for Moderate  ‘3’ for Severe
Please list in order of importance the problems that you would most like help with:

Colour Information:

Predominant colour(s) worn at Home ___________________ at Work ________________

Predominant colours in Home _________________________ at Work ________________

Favourite Colour(s) _________________ Least liked Colour(s) _____________________

How much daylight do you get on a weekly basis ________________________________

Please read and sign the following:
I give my consent to receive colour healing and be touched as appropriate for the purpose of receiving a colour healing session. 

I understand that in giving this colour healing session we do not give medical diagnosis or treatment, but do correct energy imbalances, which are revealed during a session, using gentle colour and light techniques.

I further appreciate that it is my responsibility to consult my GP about any pain, problem or disease that I am aware of, or become alerted to the possibility of, as a result of the colour energy balancing session.

Signed ________________________________________ Date _______________________



















