Massage Intake Form

Name: Date:

Address: City: State: Zip:
Home Phone: Work Phone:

Occupation: Employer:

Date of Birth: Marital Status: o Single o Married

Children’s Names and Ages:

Name of Spouse/Significant Other:

Preferred Appointment Day and Time:

Referred By: Name:

o Touch of Health o Ad o Sign o Website o Other:

What are your long-term massage goals?

What are your goals for this treatment?

Present Symptoms: What is your major complaint or condition you want to improve?

What activities and products have you used to address this condition?

What activities or products aggravate the condition?

What activities or products improve the condition?

Are you under medical/therapeutic treatment? o Yes o No

If yes, for what condition?

Please list your care provider’'s name and phone number?

List any medications (including aspirin) and nutritional supplements you are taking:

Specify any known allergies:

Please list any additional comments regarding your-self care or general well-being:




Health History

Check the following conditions that apply to you, past and present. Please add your comments to clarify the

condition.

Musculo-Skeletal
oHeadaches

oJoint Stiffness/swelling
oSpasma/cramps
oBroken/fractured foot
oStrains/sprains

oBack, hip pain

oShoulder, neck, arm, hand pain
olLeg, foot pain

oChest, ribs, abdominal pain
oProblems walking

oJaw pain/TM]

oTendonitis

oBursitis

oArthritis

oOsteoporosis

oScoliosis

oBone or joint disease
oOther:

Circulatory and Respiratory
oDizziness
oShortness of breath
oFainting

oCold feet or hands
oCold sweats
oSwollen ankles
oPressure sores
oVaricose veins
oBlood clots

oStroke

oHeart condition
oAllergies

oSinus problems
oAsthma

oHigh blood pressure
oLow blood pressure
oLymphedema
oOther:

Please list any additional comments regarding your health and well-being

Skin

oRashes

oAllergies
oAthlete’s Foot
oWarts

oMoles

oAcne

oCosmetic Surgery
oOther:

Digestive

oNervous stomach
oIndigestion
oConstipation
olntestinal gas/bloating
oDiarrhea
oDiverticulitis

olrritable bowel disease
oCrohn’s Disease
oColitis

oAdaptive aids

oOther:

Nervous System
oNumbness/tingling
oTwitching of face
oFatigue

oChronic pain
oSleep disorders
oUlcers

oParalysis
oHerpes/shingles
oCerebral Palsy
oEpilepsy

oChronic Fatigue Syndrome

oMultiple Sclerosis
oMuscular Dystrophy
oParkinson’s disease
oSpinal cord injury
oOther

Reproductive System
oPreghancy:

oCurrent oPrevious
oPMS
oMenopause
oPelvic Inflammatory Disease
oEndometriosis
oHysterectomy
oFertility concerns
oProstate problems

Other
olLoss of appetite
oForgetfulness
oConfusion

oDepression

oDifficulty concentrating
oDrug use

oAlcohol use

oNicotine use

oCaffeine use

oHearing impaired

oVisually impaired

oBurning upon urination
oBladder infection

oEating disorder

oDiabetes

oFibromyalgia

oPost/Polio Syndrome

oCancer

olnfectious disease (please list)

oOther congenital or acquired
disabilities (please list)

oSurgeries

oOther:

For clients who need mobility
assistance, please give your
height: weight:

I have stated all conditions that I am aware of and this information is true and accurate. I will inform the health

care provider of any changes in my status.

Client’s Signature:

Date:




