Massage Therapy Personal Intake Form

World Chiropractic

Name: Date:

Address: Apt:

City: State: Zip Code: Phone:

E-mail: Birthday: ___/ Age:
Occupation: Height ___ ~’ 7 Weight:
Emergency Contact: Relationship: Phone:
Have you ever received massage therapy: Yes No  If yes, when was your last:

List any known allergies to cream/ massage oils:

Please list any medications:

Activity Level: Light Some  Moderate Regular

Where would you like the focus of the massage to be on:

Preferred overall Pressure:  Light Medium Firm

During a massage: ___| prefer little to no talking ___ some talking is fine ___1love to talk

Any recent injuries in the last 3 years:

Please check yes if any of you have or had any of the following:

AIDS/HIV
Alcoholism
Allergy Shots
Anemia
Anorexia
Appendicitis
Arthritis
Asthma
Bleeding Disorders
Breast Lump
Bronchitis
Bulimia
Cancer
Cataracls

Chemical
Dependency

Chicken Pox

[JYes
[Yes
CYes
[JYes
[JYes
[J Yes
[JYes
[ Yes
[ Yes
[JYes
[1Yes
[JYes
] Yes
{JYes

[]Yes
[JYes

[J No
[ No
{1 No
[J No
[J No
{INo
{J No
[1No
[JNo
[J No
[J No
O No
[ No
[ No

[ No
O No

Diabetes
Emphysema
Epilepsy
Fractures
Glaucoma
Goiter
Gonorrhea
Gout

Heart Disease
Hepatitis
Hernia
Herniated Disk
Herpes

High Blood
Pressure

High Cholesterol
Kidney Disease

[JYes
JYes
[JYes
[JYes
[JYes
[JYes
Yes
[ Yes
t] Yes
[dYes
[]Yes
[JYes
[ Yes

[JYes

[JYes
[JYes

[J No-

[J No
[0 No
[ No
[ No
[ No
] No
[J No
I No
I No
[ No
[J No
[J No

[J No
[ No
[ No

Liver Disease

Measles

[ Yes
[JYes

Migraine Headaches ] Yes

Miscarriage
Mononucleosis
Multiple Sclerosis
Mumps
Osteoporosis

Pacemaker

[JYes
[JYes
[JYes
[JYes
[JYes
[1Yes

Parkinson's Disease [] Yes

Pinched Nerve
Pneumonia

Polio

Prostate Problem
Prosthesis

Psychiatric Care

OYes
[JYes
[IYes
[ Yes
[[]Yes
O Yes

Rheumatoid Arthritis [] Yes

[J No
[ No
[ No
[JNo
[ No
[JNo

[0 No,

E]'No
[ No
] No
I No
[J No
O No
[JNo
[J No
[ No

[J No

Rheumatic Fever [JYes [JNo
Scarlet Fever [Yes []No
Sexually

Transmitted

Disease OYes [JNo
Stroke JYes []No
Suicide Attempt [ Yes [i] No
Thyroid Problems  []Yes [JNo
Tonsillitis ) COYes [INo
Tuberculosis OYes [INe '
Tumors, Growths  [JYes []No
Typhoid Fever JYes []No
Ulcers [ClYes Mo
Vaginal Infections  []Yes [JNo
Whooping Cough  [JYes [JNo
Other

| have stated all of my concerns to my therapist and the above is correct to the best of my recollection.
Any information that is shared is only for the use of World Chiropractic. '

Signature:




