New Bremen Massage Clinic- Medical History

Name: _______________________________________________ Date: ____________ Date of Birth: ___________

Address: _________________________________ City: __________________ St.: _________ Zip: _____________

Home Phone:___________ Work Phone:__________  Email: ____________________________________

Physician: _________________________________ Chiropractor: ________________________________

Occupation/Previous Occupation:  _________________________________________________________________

Indicate on the diagram below where you have pain/ tension:
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     Rate the pain you feel today, with 10 being the worst pain, and 0 being no pain:

                 Pre- massage: __________  Post-massage: ________________

In your own words, describe what the pain feels like:________________________

__________________________________________________________________

__________________________________________________________________
Describe what you do that causes pain and what activities tend to make it worse: 

______________________________________________________________________________________________________________________________________

Is there anything you cannot do because it causes too much pain? 

______________________________________________________________________________________________________________________________________

Describe your exercise habits: _______________________________________________________________________ 

How many hours of sleep do you get each night? ________         How much water do you drink each day? __________

Are you on any medications? Please list. _______________________________________________________________ ________________________________________________________________________________________________

Have you ever had any surgeries? Please list dates and results. _____________________________________________

________________________________________________________________________________________________

Do you have a current diagnosis by a medical doctor? If so, what? __________________________________________ ________________________________________________________________________________________________

Has your doctor or health care professional given you any restrictions?  If so, what? ____________________________ ________________________________________________________________________________________________

Have you had any accidents, major injuries, or traumas? If so, please explain below:

Date of accident
                 Injuries sustained

             Treatment

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you allergic to anything? If so, what? ______________________________________________________________

Is there any other information I should know about you? __________________________________________________

What is your goal for this session? ___________________________________________________________________

Would you like to be on our mailing list? ______________________________________

To the best of my knowledge, the above information is correct. I know that a massage therapist does not diagnose conditions. It is the client’s responsibility to inform the massage therapist of changes in health status or if he or she is uncomfortable with the massage treatment. Also, the New Bremen Massage Clinic, LLC respects your privacy and uses or discloses your personal and medical information when necessary or appropriate.
______________________________________


________________

Client Signature





              

Date
______________________________________


________________

Massage Therapist Signature





Date

