





Palaquin Massage





Patient Health History Form

Please fill this form out to the best of your ability and bring it with you to your first office visit. If you have any questions, please feel free to ask me. Thank You!

Name ___________________________________________ Date____________________________

Address ________________________________________________________________________

City____________ State________________________ Zip _______________________

Phone (H) __________________ (W) _________________ (C)___________________

Email __________________________________

Insurance Information:

Carrier________________________ID#_____________________Group #___________________

Date of Birth______________ Age______________ Sex______________ Marital Status__________

Social Security Number __________________________

Occupation__________________ Emergency Contact __________________Phone______________

How did you hear about us? Friend______________On-site Chair Massage________

CitySearch__________________Other________________________

I will call patients at times, and wish to ensure your privacy regarding treatment at this clinic. In the event that we are unable to reach you by phone please indicate where it is appropriate to leave messages for

you:

Home message machine With family member At work Never leave message

What are you primary health concerns? List as many as you can, in the order of their importance to you.

1. ______________________________________________________________________________

______________________________________________________________________________

2. ______________________________________________________________________________

______________________________________________________________________________

3. ______________________________________________________________________________

______________________________________________________________________________

Primary form of exercise, if any and how often__________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Current Health:

Have you ever received massage therapy before?  yes____  no____  Frequency_________

Reasons for today’s visit: ____________________________________________________

Today’s primary concern or goal:______________________________________________

Classify concern: minor_______  problematic__________  major______________

Classify type:   recurring_______  getting worse________  getting better__________

List activities affected: ______________________________________________________

Are you currently receiving healthcare? If so, where and from whom? Please provide contact information

(phone and address) if available. If not, when was the last time you received medical care and why?

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Please any medications, either by prescription or over-the-counter and all vitamins/supplements/herbs, you are regularly taking or have taken in the past 6 months. 

Prescription Drugs:

1. _________________ Reason for taking________________________

2. _________________ Reason for taking________________________

3. _________________ Reason for taking________________________

4. _________________ Reason for taking________________________

5. _________________ Reason for taking______________ __________

6. _________________ Reason for taking________________________

Over the counter Drugs:

7. _________________ Reason for taking________________________

8. _________________ Reason for taking________________________

9. _________________ Reason for taking________________________

10. _________________ Reason for taking_______________________

Vitamins/Supplements:

11. _________________ Reason for taking________________________

12. _________________ Reason for taking_______________________

13. _________________ Reason for taking_______________________

14. _________________ Reason for taking________________________

Do you have any allergies?  yes_______ no_________

please list if yes: _____________________________________________

Contact Lenses:  yes______  no_________

Will you be returning to work after your massage? yes ______  no______

Please let your massage therapist know if you would like to have them avoid face and/or head massage.

Comments:___________________________________________________

Consent for Care

It is my choice to receive massage therapy.  I am aware of the benefits and the risks of massage and give my consent for massage.  I understand that there is no implied or stated guarantee of success or effectiveness of individual techniques or series of appointments.  I acknowledge that massage therapy is not a substitute for medical care, medical examination, or diagnosis.  I have stated all medical conditions that I am aware of and will inform my practitioner of any changes in my health status.

Signature: ____________________________

Date:  _______________________________

