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Stamford, CT 06902

(203) 561-8535
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In order to maximize the effectiveness and safety of our sessions, I ask that you take the time to fill out this confidential questionnaire carefully and completely.

Name:__________________________________Date:________Referred by:__________

Address:________________________________________________________________

Phone: day___________eve.___________cell___________email___________________

Date of birth:________Age____Occupation____________________________________

Name of primary healthcare professional_________________________Phone_________

May I contact her/him if the need arises? (circle) Yes   No

If you are pregnant, Number of weeks_______Complications______________________

Name of OB/GYN________________________________Phone___________________

May I contact her/him if the need arises? (circle) Yes   No

What brings you here today?(major complaints/symptoms)________________________

What aggravates the condition?______________________________________________

Have you had a professional therapeutic massage before?(circle) Yes   No

What type of massage was it?(circle) Swedish, DeepTissue, Shiatsu, Sports, Other_____  

Where do you hold tension in your body?______________________________________

Habits: Exercise Type___________________________Daily Posture________________

Sleep(hours)_______________Bowels: regular/ constipated/ irregular_________

Daily amount of: Caffeine______ Alcohol________ Recreational drugs________

Medical History: Please check or circle the conditions that apply and note any additional medical concerns in the space marked Other.

___Recent injury (sprain, strain, deep bruise, etc.)________________________________

___Headaches (migraine, tension, PMS, etc.)_______________Frequency____________

___Stress, due to:_________________________________________________________

___Skin conditions (rash, warts, wounds, skin cancer, ect.)________________________

___Allergies (nuts, foods, plants, trees, latex or vinyl gloves, environmental, ect.) ________________________________________________________________________
___Infectious conditions (Flu, HIV, Poison Ivy, Impetigo, Hepatitis, etc.)____________

___Lymphatic conditions (swollen glands, lymphoma, lymph edema, etc.)____________

________________________________________________________________________

___Circulatory conditions (heart disease, varicose veins, phlebitis, strokes, high BP, etc.) ________________________________________________________________________

___Neurological conditions (sciatica, numbness or tingling anywhere, etc)____________
________________________________________________________________________

___Joint conditions (pain, stiffness, whiplash, osteoarthritis, gout, hypermobility, etc.)

________________________________________________________________________

___Bone conditions (fractures, osteoporosis, cancer, scoliosis, etc.)__________________

___Surgery,  Type and how long ago:_________________________________________

_______________________________________________________________________
___Medications/Herbs_____________________________________________________

___Emotional conditions (depression, anxiety, etc.)______________________________ 

___Experiences of physical abuse or violence___________________________________
___Experiences of sexual abuse or violence____________________________________

___Other________________________________________________________________________________________________________________________________________

I,________________________________________, have thoroughly and truthfully completed the above medical history form.  I understand that the therapeutic massage provided here is for the purpose of stress reduction and relief from muscular tension.  I understand that the massage therapist does not diagnose illness, disease, or any other physical or mental condition.  The massage therapist does not prescribe medical treatment or pharmaceuticals, nor do they perform manipulations.  It has been made clear to me that therapeutic massage is in no way a substitute for proper medical care and that I should see a physician for any physical condition that I might have.

I agree to make my massage therapist aware of any existing or future physical conditions.

I understand that I will be charged a fee for not attending my scheduled appointment or for canceling my appointment with less than 24 hours notice.  This fee will be equal to my full appointment fee.

Signature:___________________________________Date:________________

Witness:____________________________________Date:________________

