Rejuvenating Massage Therapy

Health History Form

FYI: an accurate health history ensures that it is safe for you to receive a massage treatment, and helps the therapist determine a proper treatment plan. When your health status changes in the future please let us know. All information gathered on this form is confidential. Your written authorization is legally required before any of this information can be released.

Personal Information

Name: _____________________________
Date: __________________

Address: ________________________ City: _________ Postal Code: ________

Home Phone: __________
​___Work Phone: _____________ Cell: _____​​​_________

Occupation: ___________________
Email: _______________________

Date of Birth: ______(dd)______(mm)_____(yyyy) 

Doctor: _________________________________ Phone: ______________ 

Emergency Contact Name: __________________ Phone: _________________

Do you have insurance coverage for massage therapy? ___Yes ___No

What insurance company do you have coverage with? ____________________


Have you had a massage before?  Yes  No 
Major Complaint? ____________________
Are you receiving treatment from:  ____Chiropractor
___Physical Therapist
Please indicate all conditions you are experiencing:
Joint/Soft Tissue:

__ Arms

__ Upper Back

__ Mid Back

__ Lower Back

__ Degenerative Discs

__ Feet

__ Hands

__ Hips

__ Jaw

__ Knees

__ Legs

__ Neck

__ Osteo Arthritis

__ Rheumatoid Arthritis
Skin:

__Rashes

__Itching

__Bruise Easily
General Symptoms:

__ Headaches (Tension)

__ Migraines
Cardiovascular:

__ High Blood Pressure

__ Low Blood Pressure
__ Heart Murmur

__ Palpitations

__ Varicose Veins

__ Swelling of the Ankles

__ Poor Circulation
Infectious (currently):

__ Cold

__ Flu
Digestive:

__ Constipation

__ Diarrhea

__ Nausea

__ Ulcer

__ Vomiting
Reproductive:

__ Pregnant
Due date ______________
Respiratory:

__ Smoking

Other Medical Conditions (e.g. hemophilia, diabetes, allergies): ______________________________________________________________________

Previous Major Operations: ______________________________________________________________________

Current Medications:
 ______________________________________________________________________

Accidents (what year and type): ______________________________________________________________________

How did you hear about me?

_____________________________

Lifestyle Questions

Energy Level: ___High ___Average ___Low

Average Hours of Sleep per Night? _______ 
Do you use a computer? ____Yes ___No

Please read carefully, and sign.

I attest that the information I have provided is true and complete to the best of my knowledge.

I understand the information I have provided on this form is confidential and will not be released without my written consent.

I consent to therapeutic massage treatment by the above named massage therapist.

I also understand that I am responsible for any charges incurred in the course of my treatment.

_______________________




_______________________

Signature






Today’s Date

Cancellation/No-Show Policy
Clients will be charged a $25 fee if the following occur:

If a client does not cancel or reschedule with a minimum of 4 hours notice.

If a client does not show for their scheduled appointment.

Late Policy
Clients that are more than 5 minutes late will still be charged for the full amount of the original appointment booked, but your appointment will still end at the originally scheduled end time.

Signature: ____________​​​_______



Date: __________________
