CONFIDENTIAL

PATIENT REGISTRATION FORM

PLEASE COMPLETE THE FOLLOWING USING BLOCK CAPITALS

Date of First Visit: _____________________________________________

Title (Mr./Mrs./Miss/Ms/other) __________________________________

First name: _____________________ Surname: ____________________

Address (number and road): ____________________________________

_____________________________________________________________

Town______________________ Postcode__________________________

Telephone No: ______________________ Date of Birth_______________

1. Please give brief details as to why you are seeking healing:

______________________________________________________________

______________________________________________________________

______________________________________________________________

2. If you are seeking help regarding a medical condition:

a) What is this condition?

______________________________________________________________

______________________________________________________________

b) Have you sought advice or treatment for this through any other means?

______________________________________________________________

______________________________________________________________

3. Are you taking any prescribed medication? If so, what are you taking?

_______________________________________________________________

_______________________________________________________________

IMPORTANT: These notes are completely confidential and will not be shown to any one else without your permission. They are available for you to read at anytime.

PARENTAL CONSENT FORM

(PLEASE COMPLETE IN BLOCK CAPITALS)

Healers are required by law to obtain confirmation that the parents or guardians of minors (children under the age of 16) have been advised to seek medical advice regarding the health of their child. Parents/guardians of 16-18 year olds should complete part B. Parents/guardians of children under 16 should complete both parts.

A: I have been instructed by Lincoln Ascott that according to law I should consult a doctor concerning the health of my child

Name of child_______________________________________________

Signed (parent or guardian)_________________________Date________

Please also print your name:____________________________________

Signed by witness (signature of person witnessing):__________________

Signature:____________________________________________________

Please also print your name:_____________________________________

B. I hereby give my consent for my child/legal ward:__________________

(Name of child, please print clearly)_______________________________

to be given healing by Lincoln Ascott

Signed (parent or guardian)_________________________Date__________

Please also print your name:______________________________________

Signed by witness (signature of person witnessing):___________________

Signature:____________________________________________________

Please also print your name:______________________________________

