
SI Medical Ltd Client registration and consent to Assessment and Physiotherapy Treatment Form 
 

Name.......................................................................................................Date of Birth........................... 
 
Address.................................................................................................................................................... 
.................................................................................................................Post Code............................... 
Telephone...............................................................................................................................................       
Email address...............................................................................GP ..................................................... 
 
Insurance company............................. Policy no..............................Authorisation no............................ 
 
 
Medical History: Have you suffered with any of the following 
Chest condition................................DVT...........................................Heart Condition........................... 
Bladder problems............................Epilepsy.....................................Hearing problems......................... 
Bone fractures.................................Eye problems.............................High/low Blood pressure.............. 
Cancer.........................................      Fainting.....................................Osteoporosis................................ 
Dizzy spells.......................................Headaches................................Skin conditions............................. 
Diabetes........................................    Gynae problems...........................Allergies................................... 
Do you have a Pacemaker      Yes (       )         No (      ) 
 
Have you had any recent investigations  ................................................................................................ 
Have you had any operations.              ..................................................................................................... 
Have you had a long course of steroids  .................................................................................................. 
Please list any medication you are taking............................................................................................... 
 
Data Protection 
All information collected during the course of treatment at The Claydon Clinic will remain 
confidential under GDPR regulations 
 
Cancellation Policy 
Clients who book appointments are required to give 24 hours notice of cancellation otherwise they 
will be charged in full for that appointment 
 
Chaperone   
If you would like a chaperone please advise your Physiotherapist. 
 
Payment 
All patients are responsible for payment to SI Medical Ltd. 
 
Consent 
I consent to the assessment and treatment recommended by The Claydon Clinic in accordance with 
the governing body’s professional guidelines. This may include manual therapy techniques, soft 
tissue massage, acupuncture, electrotherapy modalities, exercises and advice. I understand that 
before any treatment is carried out a full explanation of the purpose and risks of that treatment will 
be provided and that if I wish to decline treatment then I am entirely within my rights to do so and 
that I should inform the clinician of my wishes at any time 
 
By signing I agree I have read and understood the Terms and Conditions of The Claydon Clinic 
 
Client signature.................................................................................................Date...................... 


