MEDICAL  INFORMATION  FORM  FOR  MASSAGE  THERAPY
DATE:___________________         
NAME:______________________________________________________________________________        

(Last)






(First)

ADDRESS:__________________________________________________________________________


(Street)



(City)


(State)


(Zip)

PHONE:_____________________________CELL PHONE:____________________________________
WORK#_________________________________EMAIL:______________________________________
DATE OF BIRTH:______________________ ARE YOU PREGNANT?__________YES__________NO
IF PREGNANT, WHEN IS YOUR DUE DATE?______________________________________________

HOW LONG HAS IT BEEN SINCE YOUR LAST PROFESSIONAL MASSAGE?____________________
WHAT ARE YOUR EXPECTATIONS FOR TODAY’S MASSAGE SESSION?
RELAXATION / STRESS RELIEF______PAIN RELIEF_______OTHER:__________________________








                                       (Describe)

PLEASE RATE YOUR GENERAL HEALTH:  EXCELLENT______GOOD_____FAIR_____POOR______
PLEASE RATE YOUR STRESS LEVEL:     LOW 
1     2
   3     4     5     6     7      8     9      10    HIGH
WHAT IS YOUR OCCUPATION?:______________________________________________________________________
PLEASE CIRCLE ALL THAT APPLY:

Headaches / Migraines
           Sinus Issues               Seasonal Allergies (Hayfever, Asthma)        
          Stiff Joints

Tightness / Pain in Neck & Shoulders
        Chronic Low Back Pain            Hip Pain / Sciatica             Nerve Pain        
Tendonitis
    Carpal Tunnel Syndrome            Fibromyalgia / Chronic Pain
           Skin Conditions or Allergies            

Bruise Easily              Circulatory Problems           Varicose Veins
      
Lumps or Swelling              Leg Cramps        
Arm or Leg Pain / Discomfort           High Blood Pressure
     
Low Blood Pressure            Digestive Problems
Difficulty Sleeping or Relaxing             Menstrual Pain / Cramps             Heart or Lung Disease                 Cancer

PLEASE  NOTE ADDITIONAL HEALTH  ISSUES / CONCERNS:________________________________
___________________________________________________________________________________
___________________________________________________________________________________     
___________________________________________________________________________________

___________________________________________________________________________________                                                                
PLEASE LIST RECENT INJURIES / SURGERIES: __________________________________________

___________________________________________________________________________________

___________________________________________________________________________________    
___________________________________________________________________________________                                                                                                                                                              
PLEASE DESCRIBE ANY ACTIVITIES THAT CAUSE YOU PAIN OR DISCOMFORT (BENDING, LIFTING, RUNNING, ETC.)

___________________________________________________________________________________
___________________________________________________________________________________

PLEASE LIST ANY PRESCRIPTIONS AND OVER-THE-COUNTER MEDS YOU ARE CURRENTLY TAKING:
___________________________________________________________________________________
___________________________________________________________________________________
FAMILY PHYSICIAN NAME & PHONE# ___________________________________________________

EMERGENCY CONTACT & PHONE#:____________________________________________________
HOW WERE YOU REFERRED TO OUR OFFICE FOR MASSAGE THERAPY?
Gift Certificate

   Facebook / Internet

   Phone Book

   Family Member or Friend

Doctor or Other Health Care Professional

Other:_____________________________________
PLEASE READ THE FOLLOWING BEFORE SIGNING & DATING BELOW:

I understand that massage therapy is for the purpose of stress reduction, relief from muscular tension & spasm, general relaxation and improvement of circulation.   I understand that the Massage Therapist does not diagnose illness, disease or any other mental or physical disorder.  Massage practitioners do not prescribe medical treatment or pharmaceuticals, or perform any spinal manipulations.  It has been noted that massage is not a substitute for medical examinations or diagnosis, and it is recommended that anyone who has physical ailments or chronic pain see a physician for proper diagnosis and treatment.  

I affirm that I have disclosed all of my known medical conditions and have answered all questions on this form honestly.  I agree to keep the therapist updated as to any changes in my medical condition(s) or treatment(s), and there shall be no liability on the part of the therapist if I neglect to do so.  It is also understood that any illicit or sexually suggestive remarks or actions will cause the massage session to terminate immediately and I will be liable for the full payment of the scheduled service.
Signature:________________________________________________Date:_______________________
LifeStream Massage * 730 Broad Street, Ste 3* Wadsworth, OH 44281
