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FICHA DE AVALIAÇÃO TERAPÊUTICA 
 

 

1.0 –  IDENTIFICAÇÃO 

Nome: ___________________________________________________________________________ Apelido: ___________________ 

DT. Nascimento: _____/_____/_____  - Idade: _____ - Sexo: (     ) Masculino    (     ) Feminino       Estado Civil: _________________ 

Telefone de Contato: Casa: _________ - __________   |  Celular: _________ - __________   |  Comercial: _________ - __________ 

Endereço: _________________________________________________________________ - N.º ________ Compl.: ______________ 

Bairro: _______________________________________________ Cidade: _______________________________ UF: _____________ 

Profissão: _____________________________________________ Tempo: _____________ - Data de Avaliação: _____/_____/_____ 

Encaminhamento Médico: __________________________________ Terapeuta Responsável: _______________________________ 
 

 

 

2.0 –  AVALIAÇÃO TERAPÊUTICA 

Queixa Principal: _____________________________________________________________________________________________ 

H.M.A./P.: ___________________________________________________________________________________________________ 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Antecedentes Pessoais: ________________________________________________________________________________________ 

Antecedentes Familiares: ______________________________________________________________________________________ 

Hábitos e Vícios: ________________________________________________ Medicamentos em Uso: (     ) Não     (     ) Sim – Quais? 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

AVD´s: ______________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Exames Complementares: ______________________________________________________________________________________ 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

Tem Algum Tipo de Alergia:  (     ) Não (     ) Sim – Quais? _____________________________________________________ 

____________________________________________________________________________________________________________ 
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3.0 – EXAME VISUAL DOS PONTOS DOLOROSOS E MAPA DE AVALIAÇÃO DOS CHACRAS 
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4.0 – OBSERVAÇÕES SOBRE O CAMPO PSICOLÓGICO 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 
 

 

 

 

 

5.0 – HIPÓTESE DIAGNÓSTICA E LINHA DE CONDUÇÃO TERAPÊUTICA 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

 

 

 

São Paulo, _________________ de ____________________________ de __________. 

 
 
 

 

 
 

 
 
 

Terapeuta Responsável 
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“Registro de Atendimento de Paciente” 
 

Paciente  

 

Queixa PP  

Relatório de Atendimento 

 
 
 

 
 
 

 
 
 

 
 
 

 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 

 

 
 

 
 

São Paulo, _________________ de ____________________________ de __________. 

 

 
 

 
 

Terapeuta Responsável 
 

 
 

 
 

 

 

 
 

 

 

 
 

 

 

 
 

 

 


