North Brentwood Massage Therapy Clinic
CLIENT CASE HISTORY
The information requested below will assist us in treating your safely.  Feel free to ask questions about the information being requested.  Please note that all information being requested below will be kept confidential unless required by law.  Your written permission will be required to release any information.   Name: ____________________________________________________ Date of Birth:______________/_______________/_________________
Address: _____________________________________________________		       month		day		year
 ________________________________________________________________  Postal Code: __________________
 Home Telephone: ______________________________________  E-mail: _____________________________________________________
 Work Telephone: ______________________________________		        (for appointment reminders)
 Cell phone: _____________________________________
 Family Doctor Name: _______________________________________Family Doctor telephone #  _____________________________
 Family Doctor address:__________________________________________________________________________________________________
 If you were referred by someone, whom: _____________________________________________________________________________

 What is your primary complaint? ______________________________________________________________________________________
 Other Complaints: _______________________________________________________________________________________________________
 Are there any aggravating Factors:      
  ____________________________________________________________________________________________________________________________
  Occupation: ______________________________________________________
  Do You Exercise/play sports? Please provide details: _______________________________________________________________
  Have you had previous Massage Therapy treatments? Yes___________ No__________
  Are you currently receiving treatment form another healthcare professional?, if who what kind? 
     ____________________________________________________________________________________________________________________________
     Please check conditions that apply to you:

· Headaches/migraines
· Vision problems
· Contact lenses
· Hearing problems
· Sinus problems
· Dizziness
· Allergies: type_________________
· Chronic cough
· Shortness of breath
· Respiratory issues
· Bronchitis
· Emphysema
· Asthma
· Smoker
· Prostate issues

· High/low blood pressure;
     B/P______________
· Poor circulation
· Heart disease
· Angina
· Atherosclerosis 
(hardening of the arteries)
· Fainting
· Stroke
· Phlebitis/varicose veins
· Hemophilia
· Heart attack
(Date: _________________________)

☐ What is your general health status?  __________________________

· Seizures/epilepsy
· Multiple Sclerosis
· Fibromyalgia
· Parkinson’s disease
· Diabetes: type_________________
· Constipation
· Hernia
· Cancer: type___________________
· Osteoporosis

· Hepatitis
· Tuberculosis
· HIV+
· Herpes
· Any other infectious diseases
_______________________________


· Sensitive Skin
· Rashes
· Bruise easily
· Psoriasis/eczema
· Other skin conditions:
________________________________


· Menstrual difficulties
· Gynecological conditions;
What? __________________________
· Pregnant:___________
Due date: ______________________


· Rheumatoid arthritis
· Osteoarthritis
· Degenerative disc disease
· Family history of arthritis



	    
· Neck
· Shoulder  R or L
· Back (upper/mid/low)
· Gluteus/Buttock
· Leg  R or L
· Arm R or L

	
· Hip R or L
· Elbow  R or L
· Wrist  R or L
· Knee  R or L
· Ankle  R or L
· Feet  R or L
	
Please list any allergies/hyper sensitivities:
__________________________________________________
 __________________________________________________
 __________________________________________________
 __________________________________________________
___________________________________________________


Mark with an X the areas of your soft tissue or joint discomfort:


· Stiffness/limited movement: where?__________________________________________________________________
· Numbness/tingling/electric-pain: where?___________________________________________________________
· Do you have any pins, plates, prosthesis, pacemaker, wires, where? _______________________________________

Please list any previous injuries/accidents or surgeries:
Date: ______________________  Injury/surgery:__________________________________________________________________________
Date: ______________________  Inury/surgery:__________________________________________________________________________
Date: ______________________  Injury/surgery:__________________________________________________________________________
Date: ______________________  Injury/surgery:__________________________________________________________________________


Please list any current medications and the condition they treats:
Medication: _________________________________________________  Condition:___________________________________________________
Medication: _________________________________________________  Condition:___________________________________________________ Medication: _________________________________________________  Condition:___________________________________________________ Medication: _________________________________________________  Condition:___________________________________________________

       

Please list any other diseases, medical conditions, or concerns: _____________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________

Massage therapy consists primarily of hands-on manipulation of the soft tissues of the body, specifically, the muscles, connective tissue, tendons, ligaments, and joints for the purpose of optimizing health.
I consent to the collection of the information on this form and have stated all my current and previous      medical conditions.  I understand that if my personal medical information or health changes, I will inform the massage therapist.
Please note that appointments cancelled without a minimum of 24 hours notice will be charged the full appointment fee.


[bookmark: _GoBack]Signature: _________________________________________________ Date: __________________________ 

Updated (at a minimum of every 12 months):

Client Signature: _________________________________________ Date: ____________________________
Client Signature: _________________________________________ Date: ____________________________
Client Signature: _________________________________________ Date: ____________________________
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