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Colon Hydrotherapy Questionnaire 

 

All information provided in this questionnaire is treated as strictly confidential. 

 

Full Name______________________________________________________________ 

 

Address________________________________________________________________ 

 

Post Code________________________   E- mail_______________________________ 

 

Tel: Home_______________________ Mob. ________________________________ 

 

Date of Birth_________________ Age_____ Height___________Weight____________ 

 

Marital status_____________________ How many children? ____________________ 

 

Occupation_____________________________________________________________ 

 

Name and address of your GP_______________________________________________ 

 

Do I have you consent to contact your GP if required? ___________________________ 

 

Health complains ________________________________________________________ 

 

________________________________________________________________ 

 

Medication you are taking___________________________________________ 

 

Vitamins/minerals/supplements/homeopathic remedies you are taking 

________________________________________________________________ 

 

How long have you been taking the supplements? _______________________ 

 

Past surgical procedures and dates____________________________________ 

 

Are you currently consulting any other practitioner? ______________________ 

 

Are you currently receiving any other treatments? ________________________ 

 

Have you been treated with antibiotics in the past year? ___________________ 

 

Do you suffer or have you ever suffered from: 

 

• High blood pressure   yes/no 

• Severe Cardiac Disease   yes/no 

• Aneurysm               yes/no 

• Severe Anaemia   yes/no       

• Abdominal or Inguinal Hernia     yes/no  

• GI Haemorrhage/Perforation      yes/no 

• Severe Haemorrhoids                yes/no  

• Cancer of the Colon                  yes/no    



• Recent Colon Surgery                yes/no 

• Recent Rectal Surgery               yes/no 

• Fissures and Fistulas                 yes/no 

• Cirrhosis                                   yes/no 

• Kidney disease/failure               yes/no 

• Crohn’s disease         yes/no    

 

If YES, please give details___________________________________________ 

________________________________________________________________ 

 

 

Please tick any conditions you currently suffer of have suffered:  

(C - current, P – Past) 

 

 

General 

Alcoholism  Ear infection  Fainting spells   

Amalgam fillings (how 

many) 

 Eating disorders  HIV/AIDS  

Cancer (any type)  Hyperthyroidism  Thyroid problems  

Chronic Fatigue Syndrome  Migraines  Multiple sclerosis  

Cold hands and feet  Headaches  Epilepsy  

Diabetes  Hepatitis  Double/blurred vision  

Dizziness  Sexually Transmitted 

Disease 

 Loss of weight  

Drug addiction  Chronic Fatigue Syndrome  Water retention  

Hypoglycaemia  Hypothyroidism    

 

Digestive system 

Abdominal pain  Bad breath  Colitis  

Constipation  Craving  Diarrhoea  

Distension and bloating  Diverticulitis/Diverticulosis  Flatulence  

Gall stones  Heartburn  Indigestion  

Irritable bowel syndrome  Liver problems  Rectal bleeding  

Rectal itching  Ulcerative Colitis  Vomiting  

Do you use any laxatives?  Yes/No 

 

 

Cardiovascular system 

Angina (Chest pain)  Low blood pressure  Swelling of ankles  

High blood pressure  Rapid/irregular heart beat  Varicose veins  

 

Musculoskeletal system 

Arthritis  Swollen joints  Low back pain  

Joint paint/stiffness  Muscle weakness  Multiple sclerosis   

 

Nervous System 

Anxiety  Irritability  Overeating  

Depression  Lack of concentration  Panic attacks  

Fatigue  Mood swings  Schizophrenia  

Insomnia  Nervous breakdown  Poor memory  

Lethargy  Nervous exhaustion  Multiple sclerosis  

 

Respiratory system 

Asthma  Bronchitis  Emphysema  

Hay fever  Shortness of breath  Sinus problems  



Tuberculosis      

 

Skin 

Acne  Bruise easily  Dermatitis  

Dryness  Eczema  Fungal infection  

Itching  Psoriasis    

 

Urinary system 

Bladder infection  Kidney infection/stones  Painful urination  

Scanty urination  Copious urination  Recurring cystitis  

 

For Women 

Amenorrhoea 

(Absence of periods) 

 Dysmenorrhoea (painful 

periods) 

 Heavy menstrual flow  

Scanty menstrual flow  Irregular periods  Vaginal thrush  

Genital herpes  Genital warts  Hysterectomy  

Endometriosis  Vaginal thrush  HRT  

PMT  Infertility  Miscarriage  

Contraceptive pills  Prolapsed womb    

 

Are you pregnant?  Yes/No    If yes, how many weeks ________ 

Date of last menstrual period  _____________ 

Do you use I.U.D? Yes/No 

  

For Men 

Enlarged prostate  Genital Herpes  Genital Warts  

 

 

 

Do you smoke?     How many per day? ____________________ 

Do you drink alcohol?    How much per day? ____________________ 

Do you drink coffee?    How many cups per day? ________________ 

Do you drink tea?    How many cups per day? ________________ 

Do you drink fizzy drinks?   How many glasses per day? ______________ 

Do you drink water?    How many glasses per day _______________ 

Do you exercise?    How often? ___________________________ 

 

Do you suffer from food allergies/food sensitivity? ______________________________ 

 

Do you normally eat at home or out? ________________________________________ 

 

How regular is your bowel movement? _______________________________________ 

 

Describe the colour, smell and shape of your stool: _____________________________ 

 

How many hours of sleep do you get? ______ 

 

Do you frequently travel abroad?   Yes/No 

 

Are you under stress?    Yes/No 

 

Do you suffer from Anorexia or Bulimia?  Yes/No 

 

Are you a Vegetarian or Vegan?  Vegetarian/Vegan/Neither 

 

Your daily diet 
 

Please give an indication of typical daily diet 



 

Breakfast ______________________________________________________________ 

 

Mid morning____________________________________________________________ 

 

Lunch _________________________________________________________________ 

 

Mid afternoon ___________________________________________________________ 

 

Dinner ________________________________________________________________ 

 

Additional information 
 
Please provide any other information, which you think, may be relevant: 

_____________________________________________________________________ 

 

_____________________________________________________________________ 

 

______________________________________________________________________ 

 

 
How did you find us? ___________________________________________________ 
 

 

 

 

The information provided above is true, accurate and given to the best of my knowledge. The 

procedure for Colon Hydrotherapy has been explained and I hereby give my consent for a digital 

examination and Colon Hydrotherapy to be performed on myself/my child. 

 

 

 

Signature: _______________________   Date: ________________________ 

 


