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Name_____________________________________Date_______________Referred by:________________ 

Address_________________________________________________________________________________ 

Email ______________________________________ May we contact you via email?______Yes______No 

Date of Birth______________ Home Number _________________ Mobile Number__________________ 

Emergency Contact Name:___________________ Relationship:_____________ Phone:_______________ 

Occupation:_____________________________________________________________________________ 
                                                                                                                 
Primary Health Care Provider:________________________________ Phone:________________________ 

Are you presently taking any medication?  __________Yes    ____________No 

List Medications:________________________________________________________________________ 

Have you had a recent major surgical procedure or injury?    ____ Yes    ____ No 

If yes, please explain:______________________________________________________________________ 

Check if applicable 

are you on blood thinners 
have you recently had a concussion 
do you have acute intracranial hemorrhage 
recent skull fracture 
intracranial aneurysm 
encephalitis meningitis 
brain tumors 
brain shunts 
chiari 
detached retina 
plates in head 
pregnant 
unhealed puncture of dura - recent cortisone shots epidural             
recent head surgery 
active electrode at base of spine 
wires from appliances going to cranium  
pace maker 
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Circle the following conditions that apply to you, past and present.  Please add your comments to 
clarify the condition. 

      MUSCULO-SKELETAL DIGESTIVE  SKIN 

Headaches Indigestion Rashes    
Joint stiffness/swelling Constipation Allergies 
Spasms/cramps Intestinal gas/bloating Athlete’s foot 
Broken/Fractured bones Diarrhea Acne 
Strains/Sprains Irritable bowel syndrome Impetigo 
Back, hip pain Crohn’s Disease Hemophilia 
Shoulder, neck, arm, hand pain Colitis Other:_____________________ 
Leg, foot pain Other:________________  
Chest, ribs, abdominal pain  OTHER 
Problems walking  Loss of Appetite 
Jaw pain/TMJ NERVOUS SYSTEM Depression 
Tendonitis  Difficulty concentrating 
Bursitis Numbness/tingling Hearing Impaired 
Arthritis Fatigue Visually Impaired 
Osteoporosis Sleep disorders Diabetes 
Scoliosis Ulcers Fibromyalgia 
Other:________________ Paralysis Post/Polio Syndrome 

 Herpes/shingles Cancer/Tumors 
CIRCULATOR/RESPIRATORY Cerebral Palsy Tuberculosis 
 Epilepsy Drug/Alcohol addiction 
Dizziness Chronic Fatigue Syndrome Nicotine/Caffeine addiction 
Shortness of breath Multiple Sclerosis Eating Disorder 
Fainting Muscular Dystrophy Other:______________________ 
Cold feet or hands Parkinson’s Disease 
Cold sweats Other:_______________ INFECTIOUS DISEASE 
Stroke 
Heart condition REPRODUCTIVE SYSTEM Name of disease______________ 
Allergies 
To what:______________ PMS ____________________________ 
Asthma Pregnancy 
High blood pressure Other:______________ 
Low blood pressure 

Comments:___________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________  

It is my choice to receive bodywork.  I realize that the treatment is being given for the well-being of my body and 
mind.  This includes stress reduction, relief from muscular tension, spasm or pain, or for increasing circulation or 
energy flow.  I agree to communicate with my practitioner any time I feel like my well-being is being compromised.  

I understand that bodywork therapists do not diagnose illness, disease, or any physical or mental disorder; nor do they 
prescribe medical treatment, pharmaceuticals, or perform spinal manipulations.  I acknowledge that bodywork is not a 
substitute for medical examination or diagnosis. 

I have stated all medical conditions that I am aware of and will update the practitioner with any changes. I also agree 
there shall be no liability on the practitioners part should I neglect to do so. 

Client’s signature___________________________________________  Date_________________________ 
                                                   Parent or Legal Guardian if under 18.


