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Chronic fatigue

syndrome

TMJ (jaw) dysfunction

HIV/AIDS

Herniated/bulging disc(s)

Hernia(s)

Organ or gland disorder(s)

Skin disorder(s)

Broken bones

Dislocated joints

P.M.S.

Severe menstrual pain

Shortness of breath/apnea

Other

Vision problems

Hemorrhage(s)

High blood pressure

Hepatitis

Low blood pressure

Fibromyalgia

Heart condition

Varicose veins

Blood clots

Severe depression

Severe irritability

Fatigue

Loss of balance

Fainting spells

Ringing in ears

Long illness

Limited mobility

Joint replacement(s)/prosthetics

Cold hands

Cold feet

Foot numbness/tingling

Hand numbness/tingling

Cortisone therapy

Sciatica 

Scoliosis

Chest pain

Back pain

Neck pain

Dizziness

Headaches

Sinus disorder(s)

Constipation

Diarrhea

Edema/swelling

Diabetes

Cancer

Bursitis

Arthritis

Severe anxiety

Accidental injury

8) Are you pregnant?  If yes, estimated due date

Smoke? Use alcohol? 7) Do you regularly drink caffeine beverages?

6) Have you had surgery in the past few years? Explain.

5) Please list present medications used and their purpose.

If yes, please explain. 4) Are you presently under a doctor’s care? 

3) Is there anything that makes your condition worse?

2) How did this condition develop? When did it start?

1) Reason for appointment

Physician’s Name Referred by

F Sex:  M Age Date of Birth

Profession / Title Employer

Work Phone

Home Phone

Zip State                                       City  Address                                                              

E-mail

Please fill out both sides of this form

Name                                                                

9) Please check the following that apply or have applied to you: 

HEALTH PROFILE FORM


[image: image2.emf]Phone Phone

Adjuster

Claim #

No Yes Massage: Percentage

Attorney

Zip Zip State State

City City

Address Address

Insurance Co.

Date of accident

Social Security # 

Deductible  Policy #

Workers’ Comp Health Blue Cross/Blue Shield Auto

13) Complete this section if you are filing insurance:

12) Date of injury

Other (explain)

Insurance Check Cash 11) How will payment for treatment be made?

10) Please indicate

areas of discomfort,

especially muscle

tightness:

Because a massage and bodywork therapist must be aware of any existing conditions that I have, I have listed all my 

known medical conditions and physical limitations, and I will inform my therapist of any changes in my health.

I understand and agree that: (1) the therapy that I am given is for the purpose of stress reduction, relief from muscular 

tension or spasm, and/or for improving circulation; (2) that a massage therapist neither diagnoses illness, disease, or 

any other medical, physical, or mental disorder, nor performs any spinal manipulation; (3) I am responsible for consult-

ing a qualified physician for any ailments that I may have; (4) that health and accident insurance policies are an 

arrangement between an insurance company and myself, and that this office will prepare any necessary reports to 

assist me in making collection from the insurance company.

I agree that all services rendered myself are charged directly to myself, and I am responsible for payment unless prior 

arrangements have been made. I agree to pay for all scheduled appointments that I am unable to keep, unless I notify 

my therapist  24 hours in advance.

Signature:                                                                                                                        Date:

at least


