Joan Schmeltz, Massage Therapy
Name___________________________________________________Date____________

Home phone________________________cell__________________________________

Work______________________________

Address________________________City____________________State_____Zip______

e-mail__________________________________________________________________

Date of Birth___________________________

Marital/Relationship status________________________

Referred by:____________________________________

Have you had massage/bodywork before?______________What kind?_______________

________________________________________________________________________

Reason for Visit

Primary reason for visit:____________________________________________________

When did you first notice it?________________________________________________

What brought it on?_______________________________________________________

Describe any stressors occurring at the time____________________________________

________________________________________________________________________

What makes it worse?______________________________________________________

Is this condition getting worse?______________________________________________

Interfere with: work________sleep_______recreation_________

Medical History

Are you currently under the care of another health care provider(s)?______yes______no

Reason (s)______________________________________________________________

Name of Practioner_______________________________________________________

Address________________________________________________________________

Phone_______________________________ e-mail_____________________________

Current Medications and supplements/remedies_________________________________

_______________________________________________________________________

Allergies: specify allergen and reaction:_______________________________________

_______________________________________________________________________

Surgical History__________________________________________________________

_______________________________________________________________________

Hospitalizations__________________________________________________________

_______________________________________________________________________

Accidents/Traumas________________________________________________________

________________________________________________________________________

Falls/Injuries to Sacrum/head/tailbone (describe)________________________________

_______________________________________________________________________

Other__________________________________________________________________

Please circle any of the following conditions you have or have had in he past:

AIDS/ARC


Arthritis


Asthma

Blood Clots


Cancer (type)__________
Circulatory Problems

Diabetes


_____________________
High Blood Pressure

Hepatitis


Fainting


Low Blood Pressure

Mononucleosis

Osteoporosis


Respiratory-chronic

Skin Ulcers


Tuberculosis


Back problems/spinal injuries

Degenerative Joint Disease
Headaches


Migraines

Mental/emotional condition
Seizures


Toe fungus

What is your primary goal for receiving massage today?

______Relaxation_______Pain relief

Please list any areas of tension you are currently experiencing

________________________________________________________________________________________________________________________________________________

INFORMED CONSENT FOR TREATMENT
I understand that Massage Therapists DO NOT diagnose illness, disease, or any other physical or mental disorder. Nothing that is said or done should be misconstrued as such. Massage therapy is no a substitute for medical examination and or diagnosis. Because massage/bodywork is contraindicated (should not be done) under certain medical conditions, I affirm that I have stated all my known medical conditions and shall take it upon myself to keep my massage therapist updated on my physical health. I also agree that there shall be no liability on the practitioner’s part should I neglect to do so. It is also understood that any illicit or suggestive remarks or advances made by me will result in immediate termination of the session, and I will be liable for payment in full.

Name of Patient/Guardian_______________________________Date____________   

                                                               Sign

Name of Patient/Guardian_______________________________

                                                               print                                                                          

