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Name - Date of Birth

Address City Sate __ Zip .

Phone (home)

B Sex M/F Occupation_

May we contact you or mail information to your Home _____ Work ____ Referred by.

Circle the following symptoms you have now or have had previously:

Alerges Heart Biscase/Hart Attack Poor Circulation Lumps in Breasts

‘Arthriis High Blood Pressure Shoulder Pain Mammary Fibrocysts

Cancer Low Back Pain Skin Problems Menopausal Symptoms

Diabetes Multple Sclrosis. Stroke. Premenstrual Syndrome
Dirziness Neck Pain Tuberculosis Pregnant How Long?____ mos.
Epllepay Nervousness/Depression Uleers Recent Birth

Fbromyalgia  Numbness Variose Veins Digestivo Disturbance

Head Aches Polio Edema (Swelling) Alcobol/Drug Dependency

1) Please list any serious illnesses or injuries not listed above

. diagnoses):

2) Please list any surgeries and the approximate date:

3) Are you presently under medical, chitopractic, naturopathic care? Name & Phone # of primary
caregiver:

4) List any prescription & non-prescription medications, vitamin or mineral supplements or other

remedies that you are currently taking:

In case of emergency, contac

Have you had a professional massage before? Yes No Regularly? Yes No

What would you like to learn/achieve through massage therapy? Check all that apply.
. increase self-awareness
T reduce stress
"~ overall relaxation
T relieve specific areas of discomfort ____
" enhance athletic performance
other

How would you rate your overall health? ___ Excellent ___Good ___ Fair ___ Poor

1 understand that massage therapy is not intended to be a substitute for proper medical counseling. My
therapist has not expressed or implied that massage is the primary treatment for any specific illness or
disease. T understand that massage s an adjunctive therapy that can be coordinated with the advice,

treatment or prescriptions recommended by my regular physician. The decision to receive massagés is
left to my own discretion,

Date: Signature:
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