
Therapeutic Solutions 		Broadway Practice  
Patient Details

Name:  ………………………………............
Address:  ……………………………….......................................... ..….. ............................................................................................................. …… …………………………...............................................................
Contact details: 
phone no: mobile  ………………………  home …….....................  Work 
Age:	…………………………..occupation: ………………………………................

Doctors details ………………………………............................... ........ ............ ………………………..............……..:…………………… ……….. ..........................................................................
Permission to contact the Doctor if necessary:  ………………………………................................................................................................
Has the patient consulted the his or her doctor with regard to the presenting issue: ………………………………................... ................................ ................................................... ............................. .................... 
Medical history:  ( including non- prescription or herbal  remedies)

………………………………................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................
………………………………...................................................................................................................................................................................................................................................................................................................................
Psychiatric History:  
………………………………..............................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................
previous therapists ..................................................................................................................................................................................................................................................................................................................................................................................................................................................................







History of the presenting symptoms:

………………………………................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................Other personal information:
Early childhood history; ………………………………........................................................
………………………………................................................................................................................................................................................................................................................
Schooling;……………………………..................................................................................................................................................................................................................................................................................................................................................................................
Academic history; ……………………………....................................................................................................................................................................................................................................................
Friendship; ………………………………................................................................................................................................................................................................................................................
Relationship with parent ………………………………....................................................... ................................................................................................ .................................. 
Spouse ……………………………….................................................................................. ...............................................................................................................................................
Children………………………………...............................................................................................................................................................................................................................


Alcohol consumption; ………………………………....... Smoker       /   non smoker  	

Recreational drug use………………………………..........................



Interest and hubbies;

Hobbies……………………………….........................................................................................................................................................................................................................................................................................
Holidays………………………………..............................................................................................................................................................................................................................................................................................................
Film/ plays/ books/ TV  
How do you relax ……………………………….................................................................................................................................................................................................................................................................................................			
Goal of the Therapy. ……………………………….................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................... ………………………………................................................................................................
If you had a magic wand what would you change about yourself?
……………………………….................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................... ………………………………..................................................................................................................................................................................................................................................................................................................................................................................................................
Where do you see yourself in five years time?
……………………………….................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................... ………………………………..................................................................................................................................................................................................................................................................................................................................................................................................................









Cost of therapy
We are constantly looking to find ways of offering affordable therapy to everyone.  

First consultation session is 90 minutes and is fixed £50 in which a package of treatments can be worked out and assessment is made.

Clients have the option of short term or long term work which will make a difference in the session’s fees. 
  
Short term session fees are 
£50 for Counselling sessions
£75 for combined hypnotherapy and counselling (longer sessions)
Groups sessions negotiable according to numbers in the group.
Long term session 
Prepaid 10 sessions £400
prepaid  Hypnotherapy combined session
10 sessions £700
Stop smoking is £200 and can be one or more sessions  
Fees for other alternative therapies are negotiated with individual therapists.
    

Mariam Nouruzi S
07528453163
Mar_nouruzi@yahoo.co.uk		
