PATIENT HEALTH HISTORY FORM

Name (print): __________________________________   

Date of Birth: ____ / ____ / ________      Age: ______   Gender:  Male    Female                                     

                                  (month)      (day)             (year)

Height: ___   ’___  _”   Weight (lbs): ________

Address: ________________________ City: ______________ Postal Code: _________

Home Phone: (       )______________    Cell Phone: (       )________________________

Email: _________________________Business Phone: (____)___________ Ext: ______
Occupation: _____________________________________________________________

Personal Activities (Hobbies/Sports):_________________________________________

Primary Family Physician: ________________________   Phone: (       )_____________

Year of last physical examination: _______      

Emergency Contact: _____________________________   Phone: (       )_____________

How did you hear about me (referral)? ________________________________________

How did you find me? Circle one below.  

Search Engine -- Website -- Phone Book -- Business Card -- Flyer/Ad 

Do you have Extended Healthcare Benefits for Massage Therapy? Circle.   Yes -- No

Have you been in a Motor Vehicle Accident / Work-related injury to which you will be making a claim? Circle.   Yes -- No

	Prescription Medication & Herbal Products:
	Reason for use:

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


Hospitalizations/Surgeries:

(Diagnosis) _______________________  (Procedure) ________________________  (Date) ____________

(Diagnosis) _______________________  (Procedure) ________________________  (Date) ____________

Do you have any internal pins/wires/artificial joints? _____________________________

Do you have any allergies or hypersensitivities? ________________________________

	HEALTH HISTORY FORM (Please check all that apply)
	
	
	

	
	
	
	
	
	
	
	

	HEAD / NECK:
	
	
	SKIN:
	
	
	MUSCLE / JOINTS:
	

	Headaches / Migraines
	[image: image1.png]



	
	Acne
	
	
	Neck
	

	Fainting / Loss of Consciousness
	
	
	Athlete's Foot
	
	
	Shoulder
	

	Hearing Loss
	
	
	Cold Sores
	
	
	Upper Back
	

	Earaches 
	
	
	Eczema / Psoraisis
	
	
	Mid Back
	

	Ear Problems (infections/tubes)
	
	
	Rashes
	
	
	Low Back
	

	Vertigo
	
	
	Warts (location): _________________
	
	
	Hip
	

	Visual Problems
	
	
	Recent tattoos
	
	
	Knee
	

	Visual Loss
	
	
	Recent Piercing
	
	
	Foot/Ankle
	

	Sinus
	
	
	Recent Stitches
	
	
	Osteoporosis
	

	Jaw Pain / Dental Problems
	
	
	
	
	
	Osteoarthritis: _____________________
	

	
	
	
	FEMALE:
	
	
	Rheumatoid Arthritis: ________________
	

	CARDIOVASCULAR:
	
	
	Menstrual Problems
	
	
	Scoliosis
	

	High Blood Pressure
	
	
	   Painful
	
	
	Hernia
	

	Low Blood Pressure
	
	
	   Heavy
	
	
	
	

	Heart Disease
	
	
	   Light
	
	
	DIET:
	

	Irregular Heart Beat
	
	
	   Normal
	
	
	Regular Meals
	

	Stroke
	
	
	   Irregular
	
	
	Irregular Eating Habits
	

	Arteriosclerosis
	
	
	   Absent
	
	
	Caffeine
	

	Varicose Veins
	
	
	Pregnancy (Due Date): ___________
	
	
	
	

	Deep Vein Thrombosis
	
	
	Children #: ________
	
	
	EXERCISE:
	

	Phlebitis
	
	
	Menopause
	
	
	Regular
	

	Hemophiliac
	
	
	Hysterectomy
	
	
	Occasional
	

	Pacemaker
	
	
	
	
	
	Little
	

	
	
	
	INFECTIOUS CONDITIONS:
	
	
	None
	

	RESPIRATORY:
	
	
	AIDS / HIV
	
	
	
	

	Asthma
	
	
	Hepatitis (Type): ________
	
	
	GENERAL STRESS LEVELS:
	

	Chronic Cough
	
	
	Herpes (Type): _________
	
	
	High
	

	Shortness of Breath
	
	
	Tuberclulosis
	
	
	Moderate
	

	Bronchitis
	
	
	
	
	
	Low
	

	Emphysema
	
	
	OTHER:
	
	
	
	

	Smoker
	
	
	Mental Illness
	
	
	GENERAL HEALTH STATUS:
	

	    How often: _____________
	
	
	Epilepsy
	
	
	Good
	

	
	
	
	Cancer (location): _____________
	
	
	Average
	

	DIGESTIVE / URINARY:
	
	
	Chronic Fatigue Syndrome
	
	
	Poor
	

	Difficult Digestion
	
	
	Fibromyalgia
	
	
	
	

	Poor Digestion
	
	
	
	
	
	PREVIOUS HEALTH CARE:
	

	Constipation
	
	
	
	
	
	Massage Therapy
	

	Diarrhea
	
	
	
	
	
	Chiropractic
	

	Irritable Bowel
	
	
	
	
	
	Physiotherapy
	

	Kidney / Urinary
	
	
	
	
	
	Acupuncture
	

	Liver / Gallbladder
	
	
	
	
	
	Osteopathy
	

	Ulcers
	
	
	
	
	
	Psychotherapy
	

	Diabetes (Type): ___________
	
	
	
	
	
	Other: _______________________
	

	Hypoglycemia
	
	
	
	
	
	
	


Signature: __________________________________          Date: ___________________

