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				MAKE AN ENQUIRY


			

			
		

	
A little about you...

Please complete this questionnaire by providing some simple background information about you and the problems you’d like to address in treatment. It will enable us to begin to build your treatment plan. Your responses will also provide our doctors with a solid foundation for getting to know you and the treatment you require.




	
		
			












    Name
        *
    

    
	
		Name	

	
					
				
					First				

										
						First
			

						
				
					Last				

										
						Last
			

				




    
    



    Email
        *
    
    
    
    



    Phone
        *
    
    
    
    





	
				
				
					If you are human, leave this field blank.				
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			CLOSE			
		
	






	

				

				

		

				
			
	
		
			
				MAKE AN ENQUIRY


			

			
		

	
A little about you...

Please complete this questionnaire by providing some simple background information about you and the problems you’d like to address in treatment. It will enable us to begin to build your treatment plan. Your responses will also provide our doctors with a solid foundation for getting to know you and the treatment you require.




	
		
			












    Who is the enquiry for?
        *
    

    		 Myself

		 A relative

		 My child

		 A friend



    
    



    Your relative's name
        
    
    
    
    



    Your child's name
        
    
    
    
    



    Your friend's name
        
    
    
    
    



















































	
				
				
					If you are human, leave this field blank.				
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				Support us in understanding

your condition


			

			
		

	
A little about you...

Please complete this questionnaire by providing some simple background information about you and the problems you’d like to address in treatment. It will enable us to understand and treat your condition. Your responses will also provide us with a solid foundation for getting to know you and the treatment you require.




	
		
			












    What is your gender?
        *
    

    		 Woman

		 Man

		 Non Binary

		 Transfeminine

		 Transmasculine

		 Agender

		 I don't know

		 Prefer not to say



    
    



    What are your pronouns?
        *
    
    		What are your pronouns?
She / her
He / him
They / them
Other


	
    
    










































	
				
				
					If you are human, leave this field blank.				
				
			

		

Next
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				Please provide some details


			

			
		

	
A little about you and your practice...

Please complete this questionnaire by providing some simple background information about you and your healthcare practice. It will enable us to carryout a high-level review of your company.




	
		
			



Sell Your Practice








    What type of practice are you selling?
        *
    

    		 Dentist

		 Doctor

		 Physiotherapy

		 Counselling

		 Chiropody/Podiatry

		 Chiropractor

		 Dermatologist

		 OtherOther



    
    














	
				
				
					If you are human, leave this field blank.				
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Podiatrists








    Select your license type
        *
    

    				 IOCP (Institute of Chiropodists and Podiatrists Registered)

				 BCPA (British Chiropody and Podiatry Association Registered)

				 The Society of Chiropodists and Podiatrists (HCPC Registered)

				 The Alliance of Private Sector Practitioners

				 OtherOther



    
    

















	
				
				
					If you are human, leave this field blank.				
				
			

		

Next















			

			
		

	





		



				

							
			CLOSE			
		
	






	

				

				

		

				
			
	
		
			
				Support us in finding

the ideal Acupuncturist


			

			
		

	
A little about your child...

Please complete this questionnaire by providing some simple background information about your child and the problems they’d like to address in treatment. It will enable us to match you with a suitable acupuncturist. Your responses will also give the acupuncturist a solid foundation for getting to know your child and the treatment they require.




	
		
			












    Child's gender?
        *
    

    		 Boy

		 Girl



    
    

















	
				
				
					If you are human, leave this field blank.				
				
			

		

Next














		

	






		



				

							
			CLOSE			
		
	






	

				

				

		

				
			
	
		
			
				Support us in finding

the ideal Acupuncturist


			

			
		

	
A little about your friend / relative...

Please complete this questionnaire by providing some simple background information about your friend/relative and the problems they’d like to address in treatment. It will enable us to match you with a suitable acupuncturist. Your responses will also give the acupuncturist a solid foundation for getting to know your friend/relative and the treatment they require.




	
		
			












    Friend / relatives gender?
        *
    

    		 Woman

		 Man

		 Non Binary

		 Transfeminine

		 Transmasculine

		 Agender

		 I don't know

		 Prefer not to say



    
    



    What are their pronouns?
        
    
    		What are their pronouns?
She / her
He / him
They / them
Other


	
    
    





















	
				
				
					If you are human, leave this field blank.				
				
			

		

Next














		

	






		



				

							
			CLOSE			
		
	






	

				

				

		

				
			
	
		
			
				Support us in finding

your ideal acupuncturist


			

			
		

	
A little about you...

Please complete this questionnaire by providing some simple background information about you and the problems you’d like to address in treatment. It will enable us to match you with a suitable acupuncturist. Your responses will also provide the acupuncturist with a solid foundation for getting to know you and the treatment you require.




	
		
			












    What is your gender?
        *
    

    		 Woman

		 Man

		 Non Binary

		 Transfeminine

		 Transmasculine

		 Agender

		 I don't know

		 Prefer not to say



    
    



    What are your pronouns?
        
    
    		What are your pronouns?
She / her
He / him
They / them
Other


	
    
    




















	
				
				
					If you are human, leave this field blank.				
				
			

		

Next














		

	






		



				

							
			CLOSE			
		
	






	

				

				

		

				
			
	
		
			
				Support us in finding

the ideal Chiropodist


			

			
		

	
A little about your child...

Please complete this questionnaire by providing some simple background information about your child and the problems they’d like to address in treatment. It will enable us to match you with a suitable chiropodist. Your responses will also give the chiropodist a solid foundation for getting to know your child and the treatment they require.




	
		
			












    Child's gender?
        *
    

    		 Boy

		 Girl



    
    



















	
				
				
					If you are human, leave this field blank.				
				
			

		

Next














		

	






		



				

							
			CLOSE			
		
	






	

				

				

		

				
			
	
		
			
				Support us in finding

the ideal Chiropodist


			

			
		

	
A little about your friend / relative...

Please complete this questionnaire by providing some simple background information about your friend/relative and the problems they’d like to address in treatment. It will enable us to match you with a suitable chiropodist. Your responses will also give the chiropodist a solid foundation for getting to know your friend/relative and the treatment they require.




	
		
			












    Friend / relatives gender?
        *
    

    		 Woman

		 Man

		 Non Binary

		 Transfeminine

		 Transmasculine

		 Agender

		 I don't know

		 Prefer not to say



    
    



    What are their pronouns?
        
    
    		What are their pronouns?
She / her
He / him
They / them
Other


	
    
    























	
				
				
					If you are human, leave this field blank.				
				
			

		

Next














		

	






		



				

							
			CLOSE			
		
	






	

				

				

		

				
			
	
		
			
				Support us in finding

your ideal Chiropodist


			

			
		

	
A little about you...

Please complete this questionnaire by providing some simple background information about you and the problems you’d like to address in treatment. It will enable us to match you with a suitable Chiropodist. Your responses will also provide the Chiropodist with a solid foundation for getting to know you and the treatment you require.




	
		
			












    What is your gender?
        *
    

    		 Woman

		 Man

		 Non Binary

		 Transfeminine

		 Transmasculine

		 Agender

		 I don't know

		 Prefer not to say



    
    



    What are your pronouns?
        
    
    		What are your pronouns?
She / her
He / him
They / them
Other


	
    
    






















	
				
				
					If you are human, leave this field blank.				
				
			

		

Next














		

	






		



				

							
			CLOSE			
		
	






	

				

				

		

				
			
	
		
			
				Support us in finding

the ideal Doctor


			

			
		

	
A little about your child...

Please complete this questionnaire by providing some simple background information about your child and the problems they’d like to address in treatment. It will enable us to match you with a suitable doctor. Your responses will also give the doctor a solid foundation for getting to know your child and the treatment they require.




	
		
			












    Child's gender?
        *
    

    		 Boy

		 Girl



    
    





















	
				
				
					If you are human, leave this field blank.				
				
			

		

Next














		

	






		



				

							
			CLOSE			
		
	






	

				

				

		

				
			
	
		
			
				Support us in finding

the ideal Doctor


			

			
		

	
A little about your friend / relative...

Please complete this questionnaire by providing some simple background information about your friend/relative and the problems they’d like to address in treatment. It will enable us to match you with a suitable doctor. Your responses will also give the doctor a solid foundation for getting to know your friend/relative and the treatment they require.




	
		
			












    Friend / relatives gender?
        *
    

    		 Woman

		 Man

		 Non Binary

		 Transfeminine

		 Transmasculine

		 Agender

		 I don't know

		 Prefer not to say



    
    



    What are their pronouns?
        
    
    		What are their pronouns?
She / her
He / him
They / them
Other


	
    
    

























	
				
				
					If you are human, leave this field blank.				
				
			

		

Next














		

	






		



				

							
			CLOSE			
		
	






	

				

				

		

				
			
	
		
			
				Support us in finding

your ideal Doctor


			

			
		

	
A little about you...

Please complete this questionnaire by providing some simple background information about you and the problems you’d like to address in treatment. It will enable us to match you with a suitable doctor. Your responses will also provide the doctor with a solid foundation for getting to know you and the treatment you require.




	
		
			












    What is your gender?
        *
    

    		 Woman

		 Man

		 Non Binary

		 Transfeminine

		 Transmasculine

		 Agender

		 I don't know

		 Prefer not to say



    
    



    What are your pronouns?
        
    
    		What are your pronouns?
She / her
He / him
They / them
Other


	
    
    
























	
				
				
					If you are human, leave this field blank.				
				
			

		

Next














		

	






		



				

							
			CLOSE			
		
	






	

				

				

		

				
			
	
		
			
				Support us in finding

the ideal Dentist


			

			
		

	
A little about your child...

Please complete this questionnaire by providing some simple background information about your child and the problems they’d like to address in treatment. It will enable us to match you with a suitable dentist. Your responses will also give the dentist a solid foundation for getting to know your child and the treatment they require.




	
		
			












    Child's gender?
        *
    

    		 Boy

		 Girl



    
    





















	
				
				
					If you are human, leave this field blank.				
				
			

		

Next














		

	






		



				

							
			CLOSE			
		
	






	

				

				

		

				
			
	
		
			
				Support us in finding

the ideal Dentist


			

			
		

	
A little about your friend / relative...

Please complete this questionnaire by providing some simple background information about your friend/relative and the problems they’d like to address in treatment. It will enable us to match you with a suitable dentist. Your responses will also give the dentist a solid foundation for getting to know your friend/relative and the treatment they require.




	
		
			












    Friend / relatives gender?
        *
    

    		 Woman

		 Man

		 Non Binary

		 Transfeminine

		 Transmasculine

		 Agender

		 I don't know

		 Prefer not to say



    
    



    What are their pronouns?
        
    
    		What are their pronouns?
She / her
He / him
They / them
Other


	
    
    

























	
				
				
					If you are human, leave this field blank.				
				
			

		

Next














		

	






		



				

							
			CLOSE			
		
	






	

				

				

		

				
			
	
		
			
				Support us in finding

your ideal Dentist


			

			
		

	
A little about you...

By providing some simple background information about you and the problems you’d like to address in treatment, kindly complete this questionnaire. It will enable us to match you with a suitable dentist. Your responses will also provide the dentist with a solid foundation for getting to know you and the treatment you require.




	
		
			












    What is your gender?
        *
    

    		 Woman

		 Man

		 Non Binary

		 Transfeminine

		 Transmasculine

		 Agender

		 I don't know

		 Prefer not to say



    
    



    What are your pronouns?
        
    
    		What are your pronouns?
She / her
He / him
They / them
Other


	
    
    
























	
				
				
					If you are human, leave this field blank.				
				
			

		

Next














		

	






		



				

							
			CLOSE			
		
	






	

				

				

		

				
			
	
		
			
				Fibromyalgia Support


			

			
		

	
A little about you...

By providing some simple background information about you and the fibromyalgia symptoms you’d like to address in treatment, kindly complete this questionnaire. Your responses will provide us with a solid foundation for getting to know you.




	
		
			
				












    What is your gender?
        *
    

    		 Woman

		 Man

		 Non Binary

		 Transfeminine

		 Transmasculine

		 Agender

		 I don't know

		 Prefer not to say



    
    



    What are your pronouns?
        *
    
    		What are your pronouns?
She / her
He / him
They / them
Other


	
    
    






















































	
				
				
					If you are human, leave this field blank.				
				
			

		

Next
















			

			
		

	





		



				

							
			CLOSE			
		
	






	

				

				

		

				
			
	
		
			
				Support us in finding

your ideal therapist


			

			
		

	
A little about you...

By providing some simple background information about you and the problems you’d like to address in treatment, kindly complete this questionnaire. It will enable us to match you with a suitable therapist. Your responses will also provide the therapist with a solid foundation for getting to know you.




	
		
			
				












    What is your gender?
        *
    

    		 Woman

		 Man

		 Non Binary

		 Transfeminine

		 Transmasculine

		 Agender

		 I don't know

		 Prefer not to say

		 Other



    
    



    Other
        
    
    
    
    

















































































	
				
				
					If you are human, leave this field blank.				
				
			

		

Next
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				Would you allow your partner to join?


			

			
		

	



No - Individual Therapy
 Yes - Couples Therapy
 Not sure decide later
 



	
		
			
				Let’s go over the steps involved in locating the ideal therapist for you. We’ll start off by asking some simple questions.
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Physiotherapist








    Select your license type
        *
    

    				 Bachelor of Physiotherapy (BPT)

				 Master of Physiotherapy (MPT)

				 Physiotherapy postgraduate (PG) diploma

				 OtherOther



    
    
















	
				
				
					If you are human, leave this field blank.				
				
			

		

Next















			

			
		

	





		



				

							
			CLOSE			
		
	






	

				

				

		

				
			
	
		
			
				



Counsellors & Psychologists








    Select your license type
        *
    

    				 BACP Counsellor (MBACP Registered, Accredited, or Snr Accredited)

				 Chartered Psychologist (HCPC)

				 NCS Counsellor (MNCS, FNCS)

				 OtherOther



    
    

















	
				
				
					If you are human, leave this field blank.				
				
			

		

Next















			

			
		

	





		



				

							
			CLOSE			
		
	






	

				

				

		

				
			
	
		
			



Request A Quote
Request A Quote

Give us the details of the treatment you require and we'll send you a selection of specialist Healthcare Professionals.









    Describe your requirement:
        
    
    
    
    



    What service do you require?
        *
    
    		Dentist
Doctor
Dermatologist
Chiropodist
Chiropractor
Physiotherapist
Other - Please state above


	
    
    



    When would you like the treatment?
        
    
    		Flexible
Urgent (within 48 hours)
Within the next week
Within the next month
I'm budgeting / researching


	
    
    



    Name
        *
    
    
    
    



    Last
        *
    
    
    
    



    Your Email
        *
    
    
    
    



    Postcode
        *
    
    
    
    



    reCAPTCHA
        
    
    

    
    


	
				
				
					If you are human, leave this field blank.				
				
			

		

Submit













		

	






		



				

							
			CLOSE			
		
	





		
			
				
					
						
							Change Location

							Find awesome listings near you!

						

													
											

					
						
							Change Location
						

					

				

			

		

			
	
































		
		Please accept our privacy terms


You can change your preferences at any time by clicking on “Privacy Settings” in the footer at the bottom of the page.

We believe that trustworthy health information should be free to everyone and we rely on advertising to make that possible. Providing authoritative experiences that are reviewed by physicians and other health and wellness professionals is expensive, but it’s an invaluable service. We collect and securely process your personal data to deliver a relevant experience and support our business, so we ask that you allow cookies in order to access all of our content and features.

We and our partners process your personal data in the following ways:

cookies or unique IDs, for storing and/or accessing the information on your device
personalized ads and content
ad and content measurement
audience insights and product development
ensuring security, preventing fraud, and debug
technically deliver ads or content
Your personal data use applies only while using the Pure Medical Website and Apps. Some of our partners do not ask for your consent to process your data and rely on their legitimate business interests. You can modify your setting or object by clicking on “Manage Settings.”

At this time, we cannot provide the full site experience if you disallow any purposes, features, or partners. Instead, we will provide a version of our site that shows 10 of our most popular articles without ads, cookies, or tracking technologies.ACCEPT & CONTINUE TO SITEPRIVACY POLICY

			
		

		