
Name: 
 

Gender: 

Address:  
  
  
 
Phone Number: Email: 

 
Date of Birth: Single                        Married                     Divorced 

 

Occupation: 

GP Name and Address: 

Please indicate the test you have ordered/would like: (e.g. Comprehensive Analysis) 

Health Goals 
What are the main reasons for wanting the Asyra health testing? 

Medical History 

Are you currently under the care of a GP? (Please circle)        
  
YES          NO 
  
If yes, what for and what medications (if any) are you taking? 

 
Are you currently under the care of any alternative/Complementary Therapist? (Please circle)         
  
YES          NO 
  
If yes, what for, and what kind of treatment are you having? 

Are you taking any supplements? (Please circle)         
  
YES          NO 
  
If yes, what are you taking? 

        Wellness Consultation Form



Do you have a family history of any serious illnesses? (Please circle) 
  
YES          NO 
  
If yes, what? 

Do you suffer with any known allergies or food intolerances? (Please circle) 
  
YES          NO 
  
If yes, what are these? 

Diet and Lifestyle 
How many portions of fruit and vegetables do you eat daily? 

How much water do you drink daily? 

How much alcohol do you consume in a week?                           …………………Units 
  
(1 glass of wine = 1.5 units, 35ml measure of spirit = 1.5 units, half pint of beer, lager or cider = 1 unit, pint of 
beer = 2.9 units, 1 bottle of Alco pop = 1.5 units. NB. These measurements may vary depending on alcohol 
strength) 

Do you exercise? (Please circle) 
  
YES          NO 

If so, how many times a week and how long for? 

Do you smoke? (Please circle)                                          YES          NO 

How many hours sleep do you average in a night?           …………………… Hours 

On a scale of 1-10 rate your stress levels? (1 being no stress and 10 being extremely stressed, please circle) 
  

1     2     3     4     5     6     7     8     9     10 

        Wellness Consultation Form

I confirm that the above information is correct to the best of my knowledge. I accept that it is my       
responsibility to inform the consultant of any changes to my health or any of the above information. I 
understand the consultant will not be held responsible for any given advice and will not be liable for any alleged 
harm or ill health that may result at any time (before, during or after testing or consultation). I understand that 
advice given may be opinion and have little scientific proof. I will keep my GP informed of my health concerns 
and make sure he/she is aware I am consulting with a Health and Wellbeing Consultant. Upon any changes in 
health, my GP will be notified immediately. I am aware that the consultant may refuse testing or consultation if 
he/she feels it necessary. 
  
Signed:     Date: 
 


