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                                                              CONFIDENTIAL HEALTH HISTORY  

NAME______________________________             DATE_______________________

ADDRESS__________________________              UPDATE1______ 2______ 3______

__________________________________               DOB month______ day____ yr_____

DOCTOR___________________________             PHONE __________  ____________

EMAIL_____________________________              OCCUPATION__________________

How did you hear about us?____________              Other Healthcare________________

ALLERGIES_________________________             Last Massage________effects_____

General Health_______________________             Activity Level___________________

Primary issue(s)/reason for massage____________________________________________

If issue(s)/injury, for how long?__________  PAIN? Y or N   Rate 1  2   3   4   5   6   7   8   9   10

circle those that apply: radiating/sharp/aching/dull/constant/loss of sensation/other___________

Pain Location(s)___________________________Frequency____________________________

What aggravates pain?_____________________ What relieves pain?____________________

 Surgical History (include, joints, pins, wires & dates)____________________________________

MEDICATIONS__________________________________________________________________

VISUAL/HEARING____________________SKIN CONDITIONS___________________________

CANCER HISTORY Y OR N ________________________________________________________

MUSCULOSKELETAL (circle) headaches/arthritis-rheumatoid-osteo/osteoporosis/tendonitis/other

DETAILS______________________________________________________________________

STRAINS/SPRAINS__________________________SPASMS/CRAMPS______________________

STIFF JOINTS/SWELLING_____________________ BURSITIS____________________________

JAW PAIN____________________________ CARPAL TUNNEL_____________________________

HERNIAS_______________________ BACK/DISC ISSUES________________________________

CARDIOVASCULAR/CIRCULATORY (circle) dizziness/fainting/heart disease-attack/stroke/angina

blood pressure HIGH-LOW/varicose veins/pacemaker/thrombosis(clotting)/aneurysm/other

DETAILS______________________________________________________________________

RESPIRATORY (circle) chronic cough/asthma/bronchitis/emphysema/short of breath/sinus/other

DETAILS______________________________________________________________________

NERVOUS SYSTEM (circle) numbness/tingling/parkinsons/MS/Fibromyalgia/ALS/epilepsy/herpes/other  DETAILS__________________________________________________________________

REPRODUCTIVE/DIGESTIVE (circle) Pregnant: Due_______ diabetes/constipation/IBS/crohns/colitis/ulcers/other DETAILS_________________________________________________________

INFECTIOUS CONDITIONS (circle) HIV/hepatitis/TB/herpes/respiratory/skin/other_______________

HISTORY OF ABOVE_______________________________________________________________

If there are any areas you wish the therapist NOT treat please specify_________________________

