MASSAGE THERAPY REGISTRATION AND HISTORY

i ! CLIENT INFORMATION

Date

SSHICPatiant ID #

Patient Nameg

Last Namea

First Name Middle Inftial
Address

Cty

State - Zip

E-mail

Sex [(OM [JF Age _____ Birthdate

{1 Married £ Widowed 1 single {7 Minor
[JSeparated  [J Divorcad ElPartnered for ______ yoars
Qceupation )

Patiant Employer/School

Employer/School Address

Employer/School Phone ( )

Spouse’s Name

Birthdate ‘ ss#

Spouse’s Employer

Whom may we thank for referring you?

2 INSURANCE

Who is responsible for this account?
Relationship 1o Client

Insurence Co.

Group #
le cliont covered by adsditional ingurance? [(JYese [INo
Subscriber's Name
Birthdate So#
Relationship to Cllent
insurance Co,

Group #
ASSIGNMENT AND RELEASE
| certify that [, and/or my dependent{s), have insurance coverage with

and assign directly o
Name of Insurance Company(ies)

Dr. all insuranca bonefits, i any; atherwise
payable to me for services rendered. | understand that | am Snancislly regponsible
for all charges whether or not paid by insurance. | authorize the use of my
+ signature on afl insurance
The above-namad doctor may use my health care information and may dlsclose
sueh information to the above-named Insurance Companyiles) and their agents
for the purpose of obiaining payment for services and determining insurance
banefits or the benefits payable for ralated services. This consemt wil end when
my current freatment plan is completed or one year from the date signed below.

“Bignatire of Patient, Parem, Guardian or Personal Flepresenteiive

PieaseprhﬁnameofPaﬁﬂPmm,GuamnorPersomiﬁepmsenhﬁw

-

Date _Rolationship to Patent ,

@ PHONE NUMBERS

Home { ) Cell { )

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT
Name Relationship

Home { ) Work ( i

c- 3 ACCIDENT INFORMATION |

Is condition dua to an aceident? [ Yes [J No Date
Type of accident [JAute ., [OWork [JHome [JCther

To whom have you made & report of your accident?
[JAuto Insurance ] Emplover  [JWorker Comp.  [JOther

Attorney Nema (i appliceble)

| é ’ CLIENT CONDITION

When did your symptoms appear?

What treatment have you hiready received for your condition?

O Medication [ Surgery [ Physical Therapy O Chiropractic Cars {1 Nons {3 Other

Type of pain:  [JShamp 3Dl [ Throbbing {1 Numbness [JAching [JShooting
OBuming  [JTingling [ Cramps [0 Stftness I8waliing CJOther

How ofien do you have this pain? is it constant or does [t come and go?

Activities or movemants that ara painful fo perform O Sitting

Does K interfere with your [IWork  [JSlesp {1Dally Routine  [[]Racreation

[l Standing Owalking [DBending  [Jlying Down
Nmandaddrsssofdochor{s)omherhaa&hcaraprﬁcﬁﬂmef(s)whohavetreahdyouhryourcondmon:

Name Name

Address Addrass

Phone ( } Phone ( )
{Vers. MT255804)

~-QOVER- F20575 — & 5004 Medical Aris Pross® 1-800-525-2179



lli MASSAGE HISTORY

Have you ever received a professional massage? [ Yes ONo
Why did you coma for aur esrvice? [] Relaxation [ Pain [ Therapy £ other
What results would you fike to achieve?

Prbrﬂizeﬂ'lea'aasofyohrbodymatvouwimwbemmaged.Pleaaenoteanyareasofwurbodymatyouprehrmtbbomassaged.

:? HEALTH HISTORY

Please check 4 conditions or symptoms you currently have or have had in the past:

O Anemia_ (1 Gancer O Hepatitis {1 Multiple Sclerosis 1 Sinus Problems
[ Anorexia [0 Chemical Dependancy [J Hainia [J Ostooporosie [ Stroke

[ Appendicitis ] Diabstes {3 Herniated Disk [ Pacamaker 0 Tendonitls
1 Arhritis | [J Emphysema 3 Harmpes ] Parkinson's Diseass [J Thyroid Problems
O Asthma [J Epiiepsy 3 High Blood Prassure {7 Pinched Nerve [1 Tubsrcuiosis

0 Biood Clots [0 Fibromyaigia O HIV/AIDS {J Pneumonta 0 Tumore, Growths
{1 Breathing Difficulty [J Fractuwres 7] Jaw Pain/Tv 1 Polio 1 Ulcers

0 Bursiss [0 Gizucoma . 1 Lymphedama [0 Prosthesie 3 Varicose Veins
] Bronchitis 3 Head Injudes . [0 Migraine Headaches 7] Rheumatold Arthritis [ Whiplash

1 Bulimia [ Heart Disease [ Mononucleosis {1 Rhsumatic Fever 0 Other
MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS
Medication Taldng For

EXERCISE WORK ACTIVITY LIFESTYLE

£1Nene [ Dally Ositing  Dlghtlabor | [JSmoking Packs/Day {1 CoffeefCaifeine  Cupaay
[JModerate [ Heavy Ul Standing [] Heavy Labor [JAleohol  Drinks/Meek {1 High Stress Level Reason

Are you pregnant? [J¥Yes [JNo Dua Date

Pbaaelﬁwmdhalmndiﬁons.sum&ﬁas.acddents.andbm.loht,nemormusdadmesoriniuﬂesnotspedﬁedabow.

:‘ AUTHORIZATION

dangorousbmyheetuz.IundemndmIamsolelyrespomiblefaranyamrsorombsionsthatImayhavemadeintl-:ecompleﬁonufwéfam.|
ummmuismymspmsibmtyminbmmyha%mpmvidarﬂlmrhmaﬁmeinhealth.

lunderslmdﬁmtnmsagetharspysewieesareformeprirnawpumoseofsmn-termralmﬁonandmereﬁafofmuswiarmnslm.Iundarstandm
mmﬂmamsavbasmhmmysaﬁsﬂhmhrwanﬁnaﬁm. diagnouisortembyaphysidan.lundammindwualspmvﬂng
mageﬁmmmmtwaﬁﬁedmdmsa.pmbem&eatwphysiwwmiinmandmnotquanﬂedbpeﬁormm«mw

W.!MahmawlmImm:mmmimmamwmhedwaﬁmallnnatureandistobeused
my own discretion.

~ Signaturs of Paiient, Parent, Guertean or Farsonal Represeriaiive Date

Mmmmwm “Refetionship o Patient




