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Name: …………………………………………………………… 
Age:     ……… 
Today’s date: …………………………………………… 
Course date:  …………………………………………… 
Reason for doing course: 
…………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………… 
 
What were your symptoms before the course? 
…………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………… 
 
Were your symptoms impacting on your work, school or fitness? 
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………  
                                                                                          
What, if any, medication were you taking and how much did you need? 
..............................................................................................................................................
..............................................................................................................................................
.......................................................................................................................................... 
   
Snorers - sleep apnoea sufferers: were you using a CPAP machine or dental device? 
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………                                                                                                                     
 
How have you benefited from the course?  
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
…………...................................................................................................................................                                                          
 
Have you been able to reduce or eliminate your need for medication? 
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………                
 
Are you sleeping better? 
..............................................................................................................................................
.............................................................................................................................................. 
                                                                                                                                                         
Snorers/ sleep apnoea sufferers: have you been able to stop using your CPAP or dental 
appliance? 
…………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………… 
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How have you benefited from the course? Use this section to describe your symptoms 
before the course and what improvements you have experienced. Would you 
recommend Buteyko to others? Be as brief or as wordy as you like.  
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………….. 
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………… 
 
Signature: …………………………………………………………………….. 
 

Please tick this box if you are willing for us to use your recommendation in helping raise awareness 

about the Buteyko breathing programme. We encourage you to inform your GP or other health 

provider about your progress. Tell your friends, like us on Facebook and anything else you can do to help 

us achieve the goal to have this life changing programme incorporated into general practice and health 

education in New Zealand. 

 
Return by email to: info@buteykobreathingco.nz 
 
or address to: Buteyko Breathing Clinic 

          20 Arthur Street, Freemans Bay,  
          Auckland 1011 
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