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	Patient Name
	
	Date
	

	Main Complain*
	
	# I.D./ DOB
	


A. PATIENT INFORMATION

Address:______________________________
City:________ State:__________ Zip:________
Phone: Home:_________ Work:_____ Cell:______
Employer:___________ occupation:_________
Work Address:_________________

Emergency Contact:______________________

Phone: Home:______ Work:_____ Cell:______

PRIMARY HEALH CARE PROVIDER

Name:________________________________
Address:_______________________________

City:________ State:__________ Zip:________

I give my Therapist permission to consult with

 my health care providers regarding my health

 and treatment.

Comments:_____________________________

Initials:____________ Date:________________

B. CURRENT HEALTH INFORMATION-------------------------------------------------------------------------
List Health Concerns Check all that apply:
Primary:____________________________

Intensity:__ Mild __Moderate  __ Disabling

Duration: __ Constant ​__ Intermittent
Symptoms w/ active:. __ Increase __ Decrease
Treatment Received:__________________

Secondary:____________________________

Intensity:__ Mild __Moderate  __ Disabling

Duration: __ Constant ​__ Intermittent

Symptoms w/ active:. __ Increase __ Decrease
Treatment Received:__________________

Additional:____________________________

Intensity:__ Mild __Moderate  __ Disabling

Duration: __ Constant ​__ Intermittent

Symptoms w/ active:. __ Increase __ Decrease
Treatment Received:__________________

LIST DAILY ACTIVITIES LIMMITED BY CONDITION

Work:____________________________ Home/ Family_________________________
Sleep/Self-care:____________________ Social/ Recreation:_____________________
LIST SELF-CARE ROUTINE

How do you reduce: stress?_________Pain?_________________
List of current medication(include pain relievers and herbal remedies):_________________________

Have you ever receive Manual Therapist before?____ Frequency:_________________
What is your goal for receiving massage therapist?_____________________________
C. HEALTH HISTORY-------------------------------------------------------------------------------------------------
List and Explain. Include date and treatment received: Sugeries/ Injuries/ Major Illnesses:______________________________________________________________________

Check all previous and current condition(please explain):
	Condition: GENERAL
	type
	Comments

	current
	past
	HEADACHE
	

	
	
	PAIN
	

	
	
	SLEEP DISTURBANCES
	

	
	
	FATIGUE
	

	
	
	INFECTIONS
	

	
	
	FEVER
	

	
	
	SINUS
	

	
	
	OTHER
	


	Condition: SKIN
	type
	Comments

	current
	past
	RASHES
	

	
	
	ATHLETE FOOT, WARTS
	

	
	
	OTHER
	


	Condition: MUSCLES/JOINTS
	type
	Comments

	current
	past
	RHEUMATOID ARTHRITIS
	

	
	
	OSTEOARTHRITIS
	

	
	
	OSTEOPOROSIS
	

	
	
	SCOLIOSIS
	

	
	
	BROKEN BONES
	

	
	
	SPINAL PROBLEMS
	

	
	
	DISK PROBLEMS
	

	
	
	LUPUS
	

	
	
	TMD, JAW PAIN
	

	
	
	SPASMS, CRAMPS
	

	
	
	SPRAINS, STRAINS
	

	
	
	TENDONITIS, BURSITIS
	

	
	
	STIFF OR PAINFUL JOINT
	

	
	
	WEAK OR SORE MUSCLES
	

	
	
	NECK, SHOULD. OR ARM PAIN
	


	Condition: NERVOUS SYST.
	type
	Comments

	current
	past
	Head injuries, concussions
	

	
	
	Dizziness, ringing in ears
	

	
	
	Loss of memory, confusion
	

	
	
	Numbness, tingling
	

	
	
	Sciatica, Shooting pain
	

	
	
	Chronic Pain
	

	
	
	Depression
	

	
	
	Other
	

	Condition: RESPIRATORY, CARDIOVASCULAR
	type
	Comments

	current
	past
	HEART DISEASE
	

	
	
	BLOOD CLOTS
	

	
	
	STROKE
	

	
	
	LYMPHAEDEMA
	

	
	
	HIGH/LOW BLOOD PRESSURE
	

	
	
	IRREGULAR HEART BEAT
	

	
	
	POOR CIRCULATION
	

	
	
	SWOLLEN ANKLES
	

	
	
	VARICOSE VEINS
	

	
	
	CHEST PAIN, SHORTNESS OF BREATH
	

	
	
	ASTHMA
	


	Condition: ALLERGIES
	type
	Comments

	current
	past
	SCENTS, OILS, LOTIONS
	

	
	
	DETERGENTS
	

	
	
	OTHER
	


	Condition: Digestive, Elimination system
	type
	Comments

	current
	past
	Bowel problems
	

	
	
	Gas, bloating
	

	
	
	Bladder, kidneys, prostate
	

	
	
	Abdominal Pain
	

	
	
	OTHER
	


	Condition: endocrine syst.
	type
	Comments

	current
	past
	thyroid
	

	
	
	diabetes
	

	
	
	OTHER
	


	Condition: Reproductive system
	type
	Comments

	current
	past
	Pregnancy
	

	
	
	Painful, emotional menses
	

	
	
	Fibrotic cysts
	

	
	
	OTHER
	


	Condition: Cancer/ Tumors
	type
	Comments

	current
	past
	Benign
	

	
	
	malign
	


	Condition: Habits
	type
	Comments

	current
	past
	Tabacco
	

	
	
	Alcohol
	

	
	
	Drugs
	

	
	
	Coffe/soda
	

	
	
	OTHER
	


