[image: image1.png]_ Health Information

R A PG B SR BB N AR it

Client Name Date
Address __- Work
City State Zip
Phone Alternate Home/Family
Occupation
Date of Birth Sleep/Self-Care
Emergency Contact
Phone Social/Recreational
Current Health Information  Check all that apply. List Self-Care Routines
Primary Symptom How do you reduce stress?
[CImild [ Jconstant [Igetting worse
[Imoderate Clintermittent  [Jgetting better
[disabling [(Ino change ——
[Jsymptoms 4 w/ activity Howdoyoureducepain? =
Clsymptoms ¥ w/ activity
Treatment received
—_——
Secondary Symptom List current medications (include pain relievers and herbal
remedies
[ Imild [Jeonstant [_lgetting worse —_
[Imoderate [Clintermittent  [lgetting better ———e
[ldisabling [Ino change
. 0 M————_—__—
E:};’mg}:mz $ w :ztt:z:g Have you ever received a massage?
?
Treatment received How long ago?
- Health History
Additional
O I_'Izna SymptomE] tant Cloetti List and explain; include dates and treatment received.
mi constan getting worse
[(moderate Ointermittent  [[Jgetting better Surgeries
[Cldisabling [Ino change
[lsymptoms 4 w/ activity
[symptoms ¥ w/ activity -
Treatment received njurtes_____________
Additional Symptom
[ Jmild [Jconstant [Igetting worse
[_Imoderate Clintermittent  [“Jgetting better -_—
[ldisabling [no change Major liiness
[_Isymptoms 1 w/ activity
[Isymptoms ¥ w/ activity

Treatment received e e e ———




[image: image2.png]General Nervous System Allergies
current past current past current past
[J [ headache [0 [ head injuries, concussion [0 [0 scents, oils, lotions
O O pain [0 [ detergents
[0 [0 sleep disturbance [0 [ dizziness, ringing in ears [ [ rubbing alcohol
[J [ other
fati | f , fusi
0 .atlgu-e L1 [ loss of memory, confusion Digestive/Elimination System
0 [ infections C1 [ bowel prob
O O fever 0 (O numbness, tingling Owel problems
O [ sinus -
[J [ other O [O sciatica, shooting pain L O gas, b'°a'f'n9
down leg O O bladder/kidney/prostrate
Skin Conditions
wﬁ"t ET‘ rashes [ [ chronic pain O [0 abdominal pain
(1 [ athlete's foot, warts [0 [ depression L1 O other
00 Oother [0 [0 other Endocrine System
Muscle and Joints Respiratory, Cardiovascular [J [ thyroid
current past current past . [0 [ diabetes
O O rheumatoid arthritis [0 [ heartdisease_ 01 [ other
[0 [OJ osteoarthritis 0 [ blood clots Reproductive System
0 Ostroke_ [ [ pregnancy________
[0 [ osteoporosis O [ lymphadema U 0O painful, emotional menses
0 [ scoliosis [0 [ high, low blood pressure
[0 [ broken bones L1 [ fibrotic cysts
roulafi
— e L1 L] poor circutation Cancer/Tumors
[0 [ spinal problems (] [ swollen ankles O [J benign
(0 [ varicose veins O [ malignant
[0 [ disk problems ] [ chest pain, shortness of 9
O O lupus breath_______  Habits
O O T™Y, jaw pain O Oasthma_____ [J [ tobacco
O [ spasms, cramps O Oeother [ O alcohol
[0 [O coffee, soda
[J [ sprains, strains
- - Consent for Care
[ [ tendonitis, bursits - It is my choice to receive massage therapy, and | give my consent
- —— to receive treatment. | have reported all health conditions that |
O [ stiff, painful joints______ am aware of and will inform my practitioner of any changes in my
health.
00 [ weak or sore muscles
0 [ neck, shoulder, arm pain  Signature ‘ Date
O [ low back, hip, leg pain
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