
  CONFIDENTIAL CLIENT HISTORY

NAME BIRTH DATE (M/D/Y)

ADDRESS CITY POSTAL CODE

PHONE NUMBER EMAIL

GENDER HEIGHT WEIGHT

INDICATE CONDITIONS CURRENTLY OR RECENTLY EXPERIENCED
INFECTIOUS CONDITIONS (PRESENT TODAY) SKIN CONDITIONS (NON-CONTAGIOUS)

LIST MEDICATIONS TAKEN FOR THESE CONDITIONS:

MEDICATIONS TAKEN FOR THESE CONDITIONS: COMMENTS:

COMMENTS:

PLEASE INFORM YOUR THERAPIST IF YOU ARE CURRENTLY EXPERIENCING A “FLARE-UP” OF ANY INFECTIOUS CONDITION

  ECZEMA             PSORIASIS            CONTACT ALLERGIES

  RESPIRATORY (COMMON COLD, BRONCHITIS)

  SKIN (RASH, WORTS, OPEN SORES, HERPES, OR SIMILAR

�  SYSTEMIC (HEPATITIS, HIV/AIDS, FLU OR SIMILAR)

CIRCLE ON THE DIAGRAM 
WHERE YOU ARE 

EXPERIENCING ANY 
SORENESS OR PROBLEMS

GENERAL INFORMATION
OCCUPATION LIST ANY SERIOUS OR LASTING TRAUMA

SPORTS

ANY OTHER HEALTH OR MEDICATION INFORMATION

HOBBIES

DESCRIBE YOUR SLEEP PATTERNS

HAVE YOU HAD A MASSAGE BEFORE?

WHAT WAS YOUR EXPERIENCE?

DO YOU HAVE DIFFICULTY LAYING IN A CERTAIN

POSITION? ARE YOU RECEIVING TREATMENT FROM ANY OTHER

HEALTH CARE PROFESSIONAL?

LIST SURGERIES IN THE LAST 5 YEARS �  PHYSICIAN                         �  CHIROPRACTOR

  NATUROPATH                       OTHER

  PHYSICAL THERAPIST               ACUPUNCTURE 

YES       NO   

continued on next page



INDICATE CONDITIONS CURRENTLY OR RECENTLY EXPERIENCED
CARDIOVASCULAR DIGESTIVE

LIST MEDICATIONS TAKEN FOR THESE CONDITIONS

LIST MEDICATIONS TAKEN FOR THESE CONDITIONS COMMENTS

COMMENTS WOMEN

HEAD AND NECK

LIST MEDICATIONS TAKEN FOR THESE CONDITIONS

COMMENTS

LIST MEDICATIONS TAKEN FOR THESE CONDITIONS

OTHER CONDITIONS

COMMENTS

RESPIRATORY

LIST MEDICATIONS TAKEN FOR THESE CONDITIONS

LIST MEDICATIONS TAKEN FOR THESE CONDITIONS COMMENTS

COMMENTS

WAIVER

MUSCLE/JOINT/BONE
I, ___________________________________________ 

RELEASE THE MASSAGE PRACTITIONER FROM ANY AND ALL LIABILITY 
FROM PROBLEMS ARISING FROM THE TREATMENT AS A RESULT OF 
INFORMATION NOT GIVEN, OR INCORRECTLY GIVEN IN THIS PATIENT 
HISTORY. BECAUSE MY PERSONAL AND MEDICAL INFORMATION IS 
CONFIDENTIAL, I UNDERSTAND THAT THIS INFORMATION WILL BE 
SEEN ONLY BY THE PRACTITIONER, UNLESS I GIVE MY CONSENT IN 

WRITING. 

SIGNATURE _____________________________________ 

DATE _________________________________________

LIST MEDICATIONS TAKEN FOR THESE CONDITIONS

COMMENTS

�  POLIO/POST-POLIO

�  CROHN’S DISEASE                                       

  SCOLLOSIS

�  DIZZINESS                                        

  VARICOSE VEINS (NOT SPIDER VEINS)          

�  DIABETES                                        

  BRONCHITIS

�  PREGNANCY DUE DATE:                                        

  PHLEBITIS

�  ULCERS

�  EAR PROBLEMS

�  MENSTRUAL PROBLEMS

�  FIBROMYALGIA

  CONSTIPATION                                  

  CHRONIC CONGESTIVE HEART FAILURE

  VISION PROBLEM                                  

  PREGNANCY COMPLICATIONS                                  

  EPILEPSY                                  

  EMPHYSEMA

  RHEUMATOID ARTHRITIS

  LIVER DISEASE

  MENOPAUSAL PROBLEMS

  HEARING LOSS

  CHRONIC FATIGUE

  HIGH BLOOD PRESSURE                          

  OSTEOPOROSIS

  HEART DISEASE (HEART VALVE PACEMAKER OR SIMILAR DEVICE)

  GYNECOLOGICAL PROBLEMS

  ALLERGIES

  CANCER               

  CHRONIC COUGH

  COLITIS               

  HISTORY OF MIGRAINE HEADACHE               

  FRACTIURES/SPRAINS

  HEART ATTACK

  IBS

  VISION LOSS

  KIDNEY DISEASE

  LOW BLOOD PRESSURE                          

  ASTHMA

  OSTEOARTHRITIS

  HISTORY OF STRESS HEADACHE

�  HEMOPHILLA                                        

  SHORTNESS OF BREATH

  WIRES/PLATES/PINS

  STROKE


