Patient Health History Form
Name:_____________________________ Date of Birth:__________________
Address:__________________________City/Prov:____________________ Postal Code_____________
Home phone:(___)_____-______Other Phone:(___)___-______ Email address:___________________________
Physician name:________________________ Address:______________________Phone #:(___)_____-_______
	Emergency Contact:____________________ Phone number:(___)____-______ Relation:___________________
Referred for massage by_____________________________ Main complaint:_____________________________

Health History: please check ☑ conditions you are experiencing.

	Skin
	Respiratory
	GI conditions

	☐Rashes/bruise easily_______________________
☐Infection skin conditions________________________________
☐Other:__________________________________

Muscles/Joints
Indicate Left (L) or Right (R) where appropriate.
☐Neck (L) (R)
☐Upper back (L) (R)
☐Mid back (L) (R)
☐Lower back (L) (R)
☐Shoulder (L) (R)
☐Elbow (L) (R)
☐Arm (L) (R)
☐Wrist (L) (R)
☐Hand (L) (R)
☐Hip (L) (R)
☐Leg (L) (R)
☐ Knee (L) (R)
☐Ankle (L) (R)
☐Foot (L) (R)
☐Weakness or loss of strength___________________________________
☐Clumsiness:______________________________
☐Osteoarthritis_____________________________
☐Osteoporosis_____________________________
☐Tendonitis:
Location_____________________Date__________
☐Strain:
Location_____________________Date__________
☐Joint sprain/dislocation:
Location_____________________Date__________
☐Other injury:_________________________________________
_________________________________________
_________________________________________
_________________________________________
_________________________________________
	☐Asthma____________________________
☐Bronchitis__________________________
☐Chronic cough______________________
☐Difficulty breathing___________________
☐Emphysema________________________
☐Shortness of breath__________________
☐Smoking___________________________
☐Other:_____________________________

Cardiovascular
☐Bleeding disorder____________________
☐High blood pressure__________________
☐Low blood pressure__________________
☐Heart attack________________________
☐Heart disease_______________________
☐Angina____________________________
☐Stroke/ACV________________________
☐Pacemaker_________________________
☐Defibrillator_________________________
☐Varicose veins______________________
☐Phlebitis___________________________
☐Poor circulation_____________________
☐Other_____________________________
____________________________________

Head/Neck
☐Visual Impairment:___________________
☐Hearing impairment:__________________
☐Speech impairment:__________________
☐Headache:_________________________
☐Migraines:__________________________
☐Jaw pain(TMJ)______________________
☐Sinus problem______________________
☐Other_____________________________
____________________________________
____________________________________
____________________________________


	☐Constipation___________________________
☐Diarrhea______________________________
☐Irritable bowel__________________________
☐Hiatus Hernia___________________________
☐Ulcers________________________________

Other Conditions
☐Allergies_______________________________
☐Cancer
 Type_____________________Date__________
☐Diabetes
Type_____________________Date__________
☐Fainting_______________________________
☐Fever_________________________________
☐Insomnia______________________________
☐Numbness/Tingling______________________
_______________________________________
☐Seizure_______________________________

Infectious conditions
☐Hepatitis______________________________
☐HIV__________________________________
☐Tuberculosis___________________________
☐Other_________________________________

Trauma/Surgeries
☐Fracture______________________________
1)Location___________________Date________
2)Location___________________Date________
☐Surgery_______________________________
1)Location___________________Date________
2)Location___________________Date________

List of medication
1)Name______________________Date_______
Reason_________________________________
2)Name______________________Date_______
Reason_________________________________
3)Name______________________Date_______
Reason_________________________________




 (
Update Form
Initial___________Date
___________
Initial___________Date
___________
Initial___________Date
___________
Initial___________Date
___________
Initial___________Date
___________
Initial___________Date
___________
Initial___________Date
___________
Initial___________Date
___________
Initial___________Date
___________
Initial___________Date
___________
Initial___________Date
___________
Initial___________Date
___________
Initial___________Date
___________
)
 (
Cancellation and No Show Policy:
You have to give us 
24h
ours
 notice
 to reschedule an appointment or a 
25
$ fee
 will be added to your personal account. This fee will be added if you 
do not attend
 an appointment without prior notice.
I u
nderstand this policy. 
Signature
__________________________
Date
________________
 
An accurate health
 history is important to ensure that it is safe for you to receive a massage treatment. If your health status change
s
 in the future, please advise your massage therapist. All information gathered for treatment
s
 is confidential except as allowed by law to facilitate diagnosis (assessment) or treatment. You will be asked to provide written authorization for release of any information.
I have read, understood and 
divulged all 
important information to the RMT.
Signature:___________________________________ Date______________________
)
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