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___________________________
First Name

___________________________
Phone Number

___________________________
Address 

___________________________
Gender

___________________________
Emergency Contact Name






___________________________
Last Name

___________________________
Email

___________________________
Birthday

___________________________
Occupation

__________________________
Emergency Contact Number



Referred By: 


· At times we may ask if you are willing to reschedule an appointment so that we can accommodate clients with urgent pain issues. If this occurs, would you be able to reschedule your appointment? If so, what is your general availability for appointments? 
____________________________________________________________
____________________________________________________________


· You are under no obligation to agree to reschedule, and we will never move an appointment without your permission.





  

Health Information
Are you taking any medications?  Yes  No
If yes, please list: 
	Name
	Dosage

	
	

	
	

	
	

	
	

	
	

	
	

	
	



Are you taking any supplements? If so, please list: 
	Name
	Dosage

	
	

	
	

	
	

	
	

	
	

	
	

	
	



Please list any allergies (oils, lotions, nuts, fruit, etc) 
____________________________________________________________
____________________________________________________________

Are you pregnant? Yes  No          If yes, how many months? ___________________




Are you currently under medical supervision or receiving other medical interventions?   
Yes  No
If yes, please describe: 
____________________________________________________________
____________________________________________________________
Please indicate if you are experiencing the following:

☐Anxiety/stress
☐Areas of swelling 
☐Autoimmune disorder
☐Back/neck problems
☐Bleeding disorders 
☐Blood clots 
☐Bruise easily 
☐Bursitis
☐Cancer
☐Contagious condition
☐Decreased sensation
☐Depression
☐Diabetes
☐Fibromyalgia
☐Headaches
☐Heart Condition
☐Hypertension
☐Kidney disease
☐Multiple sclerosis
☐Neurological condition
☐Neuropathy
☐Osteoarthritis
☐Osteoporosis
☐Phlebitis
☐Sciatica
☐Seizures
☐Stroke
☐Tendinitis
☐TMJ disorder
☐Tuberculosis
☐Varicose veins
☐Vertigo/dizziness
☐Vision impairment
☐Areas of broken skin
If so, where? _________________


History of joint replacement surgery? Yes  No
Which joints? 
____________________________________________________________
Do you have any implants? (Insulin pump, pacemaker, etc) Yes  No
If so, what kind and where? 
____________________________________________________________




Have you had any other recent surgery? Yes  No
If so, what kind and where? 
____________________________________________________________
____________________________________________________________
Other recent injuries or medical procedures in the past 2 years?  Yes  No
If yes, please describe: 
____________________________________________________________
Please describe any areas of numbness or decreased sensation: 
____________________________________________________________
____________________________________________________________ 
Please describe any other injuries or health conditions: 
____________________________________________________________
____________________________________________________________
Any current infections or contagious conditions? ____________________________________________________________
____________________________________________________________

Massage information
Have you ever had a professional massage before? Yes  No
If yes, how recently?
____________________________________________________________
Reason for seeking massage: ____________________________________________________________
How much pressure do you prefer? ☐Light ☐Medium ☐Heavy
I confirm the answers I've given are true and correct to the best of my knowledge: 
____________________________________________________________
Full Name								             Date
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