WELCOME

Client Information Phone Numbers
Please Print Clearly
Date: Referred by Whom? Home Phone: ( )
Full Name:
Cell Phone: ( )
Address: "
Work:
City: State: © ( )
Zip: Email: Best time and place to reach you:
Sex: o Mo F Age: Birthdate:

Height: Weight:
oWidowed aSeparated oDivorced oPartnered for years

oMinor oSingle oMarried

Occupation:

Parental Consent For Minors

I the undersigned parent of

, a minor, do hereby consent to

them participating in therapeutic/Athletic massage.

Parent’s Signature:

IN CASE OF EMERGENCY, PLEASE CONTACT

Name:

Relationship:

Home Phone: ( )

Work Phone: ( )

Doctor’s Name:

Doctor’s Phone: ( )

Client’s Health History

Reason for Visit:

What type of massage are you interested in receiving?

OTherapy OSports/Stretching O Stress Reduction 00 Maintenance

If coming for Injury Therapy, is it due to a: Orecent or Cpast injury?

How long ago was the injury?

Where exactly is the problem? Mark the figure to specify=>

Rate the recent level of pain in the Pain Rating Scale.

How does it feel? Oaching Ccramping [dull Osore Odeep DOsharp

Oshooting [Istabbing Clsting Cltingling Cburning Cinumbness

O radiating - If so, where?

Anterior

Posterior

How did it start the 1* time & this time, if this is not the first?

Onset of injury: Osudden Ogradual How did it happen?
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Health History Continued...
Injury & Pain Information

e How often does it bother you? Clconstant all the time, everyday [1Comes & Goes
__xperday __ xperweek  x per month

e How long does it last once it is there? [JAlways There Minutes __ Hours OONo Pattern

e What specifically makes it worse? (Certain movements/activities, stress, time of day, no pattern)

e  What makes it feel better? (Certain movements/activities, heat/ice, time of day, therapies, nothing)

e Do you have a diagnosis from a doctor? If yes, please list it and name of the doctor.

What treatment have you received for your condition? CIMedications [1Surgery [J Physical Therapy 1 Massage
Therapy [ Chiropractic [1 Accupuncture/ Accupressure [ none [J other:

‘What were the results of these Therapies?

e What do you believe caused or is causing this condition?

e Do you believe it is possible to heal 100%? If not, what %?

e How long do you feel it will take?

e Are there any specific areas you do NOT want the practitioner to touch? Please consider that in order to
help you; we will need to have access to most of the body to access muscles, tendons and ligaments.
Restrictions of palpation may inhibit us to help you the best we know how.:

¢ On ascale of 0-10, how much effort are you willing to put in to achieve maximum healing?

e Circle the level of stress you are experiencing on a regular basis on a scale of 1-10 (1 being the lowest)

1 23 456 7 8 9 10



Health History Continued

Activities of Daily Living
Exercise Work Activity Habits
ONone Sitting [ISmoking #/Day:
ClLight OStanding ClAlcohol # Drinks/Week:
CIModerate OWalking O Coffee/Soda/Tea  oz/day:
[IHeavy {1 Light Labor OWater # glasses/day:
{0 Daily [JHeavy Labor [OHigh Stress Level Reason:
1 Weekly ORepetitive — -
_ #ofhours ODesk/Computer work Nutrition & Diet
spent exercising P OMixed food (animal & Vegetable sources) ovegetarian ovegan [Isalt
per week? UOther: restriction Olfat restriction ostartch/carb restriction [1Zone Diet
What types of exercise? Ltotal calorie restriction
Specific food restrictions:

Do you stretch before your workouts?
OYes [No

Do you stretch after your workouts?
OYes [ONo

Odairy Owheat Oeggs Csoy Ocorn [all gluten Tpeanuts
Olother:

Food Frequency:
Servings per day of: Fruits (citrus, melons, etc):

Dark green or deep yellow/orange vegetables:

Grains (unprocessed): Beans, peas, legumes:

Dairy, eggs: Meat, Poultry, fish:

Eating Habits
[1Skip breakfast (12 meals/day 01 meal/day
[OGraze (small frequent meals) OOFood rotation
OEat constantly, whether hungry or not
OGenerally eat on the run [IEating lots of snacks
[JAdd salt to food [JAdd sugar to food/drink
[JAdd Splenda to food/drink

OAdd Sweet’n’Low or Equal to food/drink
(Aspartame products)

Current Supplements
OOMulti-vitamin/ Mineral [JVitamin C [Vitamin E [JEPA/DHA
[Evening Primrose [JCalcium source:

[OMagnesium [1Zinc [OMinerals describe:

OFriendly Flora (acidophilus) [IDigestive Enzymes [JAmino Acids
[0CoQ10 [lAntioxidants [lherbs - teas [lherbs - extracts
OChinese herbs [JAyurvedic herbs [JHomeopathy [Bach Flower
OProtein shakes [1Bee Pollen [Liquid meals (E.g. Ensure)
[JOther:

Would you like to:

OOHave more energy [Be stronger [JHave more endurance  [JBe Thinner [JBe more muscular
[Improve your complexion [Have stronger nails [THave healthier hair [IBe less moody [1Be less depressed [ISleep better

[IBe less indecisive [IFeel more motivated [1Be more organized [1Think more clearly and more focused [Jimprove memory

Do better on tests in school

[IStop using laxatives or stool softeners [1Be free of pain [1Have agreeable breath [1Have

agreeable body odor [JHave strong teeth [Get less colds and flus [Get rid of your allergies [increase your sex drive [INot

be dependent on over-the-counter medications [IReduce the risk of inherited disease tendencies (e.g. cancer, heart disease)




Health History Continued

Medical History
Please check all that apply:
oArthritis oEyes, ears, nose, throat oThyroid trouble Women’s Medical
oAllergies/hayfever problems oObesity oMenstrual Irregularities
DAsthma oEnvironmental sensitivities oOsteoporosis oinfertility
oAlcoholism oFibromyalgia oPneunonia oEndometriosis
DAlzheimer’s disease oFood Intolerance oSTD Dgfzm?g:/m breasts s
DAutoimmune disease nGastroesophageal Reflux aoSeasonal Affective Disorder Ep;v[rén ovanan cys
OBlood Pressure Problems | Disease (SAD) oBreast cancer
oBronchitis oOGenetic Disorder oSkin Problems oPelvic inflammatory
oCancer nGlaucoma o Tuberculosis disease
oChronic Fatigue oGout oUlcer r1Vaginal infections
Syndrome oHeart Disease OUrinary tract infection oDecreased sex drive
oCarpal Tunnel Syndrome | cHernia DVaricose veins oSTD
oCholesterol, clevated olnfection, Chronic nOther: 0Other:
oCirculatory problems oInflammatory Bowel Disease
oColitis olrritable Bowel Syndrome
oDental problems oKidney or bladder disease
oDepression DLearning disibilities Men’s Medical Are you currently
oDiabetes oLiver or Gall Bladder Disease oBPH (Benign Prostatic Pregnant? (Y [N
oDisk Herniation (stones) Hyperplasia) Which trimester are you
oDiverticular disease oMental Iliness OProstate Cancer currently in?
oDrug addiction OMental retardation oDecreased sex drive
oEating disorder oMigraine Headaches oinfertility
oEpilepsy oNeurological problems oSTD
oEmphysema (Parkinson’s, paralysis) aOther:
oSinus Problems
oStroke
Injuries/Surgeries you have had: Description Date
Falls
Injuries
Broken Bones
Dislocations
Surgeries
Medications/Reason Allergies




NeuroMuscular Junction Wellness Center

Release and Indemnification

I understand that the massage therapist does not diagnose, or prescribe illness or disease nor
perform spinal manipulation. I further understand that massage therapy is for the purpose of
reduction of stress, muscular spasm or pain and improved circulation, energy and sense of well-
being. All information shared by us, in or out of a session, in or out of the office is for
educational purposes only.

All assessment information is a hypothesis, not diagnosis. Serious health conditions need to be
discussed with the proper health practitioner or physician. I understand that a certain degree of
discomfort may be expected due to muscle spasm and direct pressure is used to release the
spasm. I will inform the therapist of any pain that I’m experiencing. I have filled this form
completely to the best of my knowledge and ability.

I hereby authorize any physician to release any and all information, copies of all records to the

NeuroMuscular Junction Wellness Center as deemed necessary for treatment. A copy of this
authorization shall be considered as valid as the original.

Printed Name: Date:

Signature:




