Sound Body Myotherapy and Massage

PATIENT INFORMATION
Name ________________________________________    Birth Date (mm/dd/yyyy)_______________

Occupation: ___________________________________    Gender:

Male    Female

Street Address: ____________________________City _______________ State/zip code _________

Primary Phone: ____________________________  Email __________________________________

Emergency Contact: ___________________________________ Emergency Phone: ______________

Physician _____________________________________

MEDICAL HISTORY
Please list conditions being monitored by your health care provider: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any allergies: ______________________________________________________________

Please provide the following information (including dates) for the past five years (or earlier if they are still bothering you or you feel they are relevant):

Surgeries: ____________________________________________________________________________________________________________________________________________________________________

Accidents: ____________________________________________________________________________________________________________________________________________________________________

Major Illnesses: ____________________________________________________________________________________________________________________________________________________________________

Please list all current medications/supplements: 

For what condition?

_________________________________________

__________________________________

_________________________________________

__________________________________

_________________________________________

__________________________________

_________________________________________

__________________________________

_________________________________________

__________________________________

_________________________________________

__________________________________

(OVER)

Please check all that apply and explain: 
	
	Arthritis/painful joints (where?)
_________________________________
	
	Fibromyalgia/Chronic Fatigue Syndrome

	
	Arm and hand issues: carpal tunnel syndrome, pain, ____________________
	
	Head issues: headaches, migraines, TMJD, ________________________

	
	Back issues: herniated or bulging discs, strains, stiffness, surgery, pain, ________ 
	
	Heart issues: birth defects, by-pass surgery, pacemaker, ________________

	
	Blood issues: CLOTS, bruise easily, diseases __________________________
	
	High or low blood pressure? (controlled by medication?) ___________________

	
	Cancer: type/treatment _________________________________
	
	Kidney issues/diseases? 

________________________________

	
	Circulatory issues: COPD, other
_________________________________
	
	Leg or foot issues—sciatica, pain, surgeries ________________________

	
	Contact Lenses
	
	Neck issues: whiplash, injuries, pain

________________________________

	
	Depression/Anxiety _________________________________
	
	Skin issues—RASHES, athlete’s foot, warts, ___________________________

	
	Diabetes (insulin dependent?)

_________________________________
	
	Varicose Veins, phlebitis

	
	Edema/Swelling (where?)

_________________________________
	
	Other: __________________________________


INFORMED CONSENT FOR TREATMENT
This information is correct. I have stated all medical information that I am aware of and will update my massage therapist of any changes in my health.

I take responsibility for alerting my massage therapist of any mental or physical conditions that could affect the outcome of my treatment. 

I understand that massage practitioners do not diagnose illness, disease, or any physical or mental

disorder. I acknowledge that massage is not a substitute for medical examination or diagnosis.

I understand that if I cancel an appointment without giving 24 hour notice or if I miss an appointment, I may be held responsible for the price of the massage.

Signature: __________________________________________  Date _________________________
