
 

HEALTH HISTORY 

 

An accurate health history is important to ensure that it is safe for you to receive massage treatment.  If your health 

status changes in the future, please let me know.  All information gathered for this treatment is confidential, except 

as required/allowed by law, or except to facilitate clinical assessment or treatment.  Note:  You will be asked to 

provide written authorization for the release of any information. 

 

I would like to inform you that I must charge for appointments cancelled with less than 12 hours notice. 

                                           _________________       _________________________ 
                                                             Initials               Date (mm/dd/yyyy) 

 

Name: ______________________________________________ Occupation: ______________________________ 

Address: _____________________________________________________________________________________ 
                                   Street                                                               City                                                              Postal Code 

Phone #: Home: _____________________   Work: ______________________DOB: ________________________ 

Emergency contact: _______________________________________________Phone #:______________________ 

Medical Doctor: __________________________________________________Date of last visit: _______________ 

            Address: __________________________________________________Phone #:______________________ 

 

What brings you in for a massage? ________________________________________________________________ 

When did it start (if applicable)? __________________________________________________________________ 

In regards to pain:     Intensity:   0          1         2         3          4          5          6          7         8         9        10 
            Mild                                                      Moderate                                                      Severe 

             

          Frequency:  Constant? ____________________ Comes and goes? ______________________ 

 

Has there been a medical diagnosis? Yes _____ No_____ 

If there was a diagnosis, what was it? ________________________________________________________ 

 Were X-rays taken? Yes _____ No_____. If “yes”, when was it taken? _____________________________ 

 

List other areas of minor complaints or concerns: _____________________________________________________ 

_____________________________________________________________________________________________ 

 

Current medications:    Name     For what condition? 

   ______________________  _____________________________________________ 

   ______________________  _____________________________________________ 

   ______________________  _____________________________________________ 

 

                Please fill out both side → 



 

 

HEALTH HISTORY (continued) 

 

Please check all that apply: 

 

Head/Neck 

□  Headaches 

     Type:_____________________ 

     Dizziness/vertigo:___________ 

□  Vision problems 

□  Sinus 

□  Hearing problems 

□  Hearing Loss 

□  TMJ dysfunction 

Respiratory 

□  Chronic cough 

□  Shortness of breath  

□  Chronic cold 

□  Smoking, # of years__________ 

□  Asthma 

□  Emphysema/bronchitis  

□  Other breathing problems 

     Types:____________________ 

Digestive/Urinary 

□  Acid reflux  

□  Hernia 

□  Liver 

□  Gallbladder  

□  Kidney 

□  Diabetes, meds: yes □, no □ 

□  Constipation 

□  Diarrhea 

□  Digestive problems  

□  Other _____________________ 

Women issues 

□  Menstrual problems 

□  Pregnant? # of weeks_________ 

□  Children, #_________________ 

□  Breast pains, tenderness 

□  Caesarean section 

□  Menopause  

 

Men issues 

□  Prostate 

□  Testicular cancer 

 

Skin 

□  Sensitive skin 

□  Rashes or sores 

□  Warts 

□  Eczema 

□  Psoriasis 

□  Loss of sensation  

□  Other:_____________________ 

 

Muscles & joints 

□  Swelling 

□  Stiffness 

Other conditions 

□  Fatigue 

□  Insomnia 

□  Depression, grief, anxiety 

□  Allergies___________________ 

□  Epilepsy, meds: yes □, no □ 

□  Cancer, type: _______________ 

□  Immune disorders  

     (Hep C, TB,   HIV) 

□  Infectious disease 

     Type:_____________________ 

Cardiovascular 

□  High/Low blood pressure 

□  Heart attack, date____________ 

□  Stroke, date ________________ 

□  Heart disease 

     Type:_____________________ 

□  Phlebitis 

□  Varicose veins 

□  Poor circulation 

□  Hemophilia 

□  Pacemaker 

 

□  Limited movement 

□  Neck pain 

□  Back pain 

□  Arm/wrist pain 

□  Hip/thigh/leg pain 

□  TMJ/jaw/tooth pain 

□  Tendonitis:_________________ 

□  Bursitis:___________________ 

□  Fractures:__________________ 

□  Rheumatoid arthritis 

□  Osteoarthritis 

□  Other arthritis ______________ 

Surgery/Injury (Type & date – 

including pins/rods/artificial 

joints) 

____________________________ 

____________________________ 

____________________________ 

 

Other health care 
□  Regular exercise 

□  Chiropractor 

□  Physiotherapy 

□  Other:__________________ 

 

Disclaimer 

I hereby certify that I have read and understand all the questions relative to my health and medical history.  I have 

completed all the information accurately and I am aware of no other health conditions not specifically mentioned on 

the above questionnaire. 

 

Client Signature:_________________________________________   Date:__________________________ 

 


