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       GP/Specialist nurse Consent form


	Patient Details

	Full name and Title:

	Address:
	Home telephone:

	
	Mobile:

	
	Email:

	Postcode:
	Date of birth:



	GP Details

	Full name and Title:

	GP address:
	

	
	Contact number:

	Postcode:
	Email:



	Available Treatments 

	Please indicate treatments that you consent to the patient receiving. 

	Reflexology
	
	Scalp treatments
	

	Reiki
	
	Hair Colouring (after regrowth if applicable)
	

	Body/scalp massage
	
	Yoga/Pilates/Thai chi/Qui gong
	

	Manicure/pedicure
	
	Light exercise
	

	Facial
	
	[bookmark: _GoBack]Infrared therapy
	



	What treatments has your patient received in relation to her cancer diagnosis

	Treatment received
	Date received
	Date completed

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



	Allergies/ Sensitivities/ Patient History

	Please list any existing patient allergies or sensitivities and any formally diagnosed conditions of which we should be aware for the provision of the treatments indicated:






	Further Information

	Please list any further relevant information or concerns and reason/s for declined consent in relation to a particular treatment:







	Consent

	I hereby consent to my above-named patient receiving any of the treatments indicated above:

	Signed:


	Date:
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