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Deborah Gideon

Herbalist and Flower Essence Practitioner

Raymond, Maine

207.655.2585

www.beeblossom.com
Consultation Questionnaire

Please complete only the information you are comfortable answering.  I observe client confidentiality under all circumstances.

Name_____________________________________ Birth date_____________

Address________________________________________________________

Town____________________________ State_________ ZIP_____________

Phone____________________________ Email________________________

Occupation_____________________________________________________

Passions/Interests________________________________________________

_______________________________________________________________

Briefly describe the problem/problems/issues that bring you to this consultation.

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

What would you like to accomplish while working with me?_________________

_______________________________________________________________

Are you currently seeing any other practitioners to address these issues? ____

_______________________________________________________________

Who lives in your household? _________________________________________
What makes you happy?_____________________________________________

_________________________________________________________________

List any medications and supplements, both prescription and over-the-counter, that you are currently taking, and/or treatments that you are currently undergoing.

________________________________________________________________

________________________________________________________________

List all major health issues, including illnesses and injuries, you’ve ever had.

	Problem
	When
	Description

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Circle any of the following items that have affected your immediate family.
	Problem
	Family member

	Diabetes
	

	Cancer
	

	Heart disease
	

	Mental illness
	

	Epilepsy
	

	Obesity
	

	Thyroid problems
	

	Other
	


How many hours of sleep do you average a night?__________________________
Do you feel rested when you wake?______________________________________
Do you use any of the following on a regular basis (please circle)?

coffee    tobacco    laxatives    marijuana    aspirin/Tylenol/Ibuprofen    alcohol

Circle all the items listed below that are a part of your regular diet.

	Red meat
	Fish
	Poultry
	Fruits
	Vegetables

	
	
	
	
	

	Raw foods
	Grains
	Nuts
	Seeds
	Fermented foods

	
	
	
	
	

	Butter
	Milk
	Cheese
	Yogurt
	Sugar

	
	
	
	
	

	Honey
	Baked goods
	Desserts
	Black tea
	Herbal tea

	
	
	
	
	

	Oils
	Soy products
	Eggs
	Ice cream
	Pasta

	
	
	
	
	

	Rice
	Oats
	Bread
	Mushrooms
	Cereal


What, if anything, would you like to change about your dietary habits?_________

________________________________________________________________

Have you ever been on a restricted diet?  If so, please describe.______________

_________________________________________________________________
Please indicate any traumatic event you have experienced.

	
	When
	Comments

	Death
	
	

	Loss (of loved one; of job)
	
	

	Divorce
	
	

	Injury
	
	

	Abuse
	
	

	Other
	
	


Describe any allergies you have._______________________________________

_________________________________________________________________
Do you grind or clench your teeth?______________________________________

Describe your current exercise habits. __________________________________

_________________________________________________________________

How would you describe your current energy levels?_______________________

_________________________________________________________________

Is there anything in particular that you’d like for me to know about you?_____________________________________________________________

_________________________________________________________________

Waiver of Liability

Clients are reminded that it is their personal right and responsibility to make educated choices for their own and their family's health care.  I do not make these choices for the client but provide educational resources and recommendations from the historical and traditional uses of herbs.

Only a physician (MD) can diagnose, treat and prescribe medicines for illness.  The role of the herbalist in any healing process is to consider not only a client's individual systems but also to consider a client as a whole person and to advise the client concerning lifestyle, diet, and herbal recommendations.

Please sign here to indicate your understanding and acceptance of this Waiver of Liability (electronic signatures are considered valid):

________________________________________                   Date________________

An herbal consultation involves an initial interview that usually lasts at least an hour, usually another hour or more of research to determine an appropriate remedy (or remedies), and then the preparation of the remedy.  The cost is $75.00 for this initial consultation.  The cost for the remedy will vary according to specific needs.  A sliding scale for the initial consultation is available.  Follow-up consultations are billed at $50.00 an hour.  Payment by cash or check is due at the completion of the consultation.
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