Healing On The Bay, Inc.

CLIENT HISTORY FORM

The following information is confidential and will not be shared or divulged to anyone.

Please Print Clearly.

Date: ____________ 

Name (first): ​​​​​​​​​​​​​_______________ (middle) _____________ (last) _____________

Phone: H. (_____)__________ W. (_____)__________ C. (_____)___________

Address: ________________________________________

City: _______________________ State: __________ Zip: ________________

Email: ___________________________________________________________

Date/Time of Birth: ______________, ____________

Married, Separated, Divorced, Single (circle)
Female
Male (circle)

_______ ______ _____ Glasses/Contacts __________   _______  _______

Pregnant Weight Height 


      Medication   Children    Ages

Occupation ______________________________________________

Referred by: _____________________________________________

Reasons for coming for massage therapy and/or consultation: ______________ ________________________________________________________________
IF PAIN or TENSION IS PRESENT IN BODY, DETERMINE STATUS (circle one or both) 

Location?: ​​​​​​​_______________________________________________________

Pain w/Motion?: ___________________________________________________

Pain w/Touch?: ___________________________________________________

When did pain start?: _______________________________________________

What was activity?: ________________________________________________

Is there a physician treating you now or recently?: ________________________

If yes, when and for what condition?: ___________________________________

Treatment?: ______________________________________________________

Have you ever had surgery?: _____ What/When _________________________

________________________________________________________________
Any accidents (car, athletic, etc.,)? ____________________________________

Have you ever been to a chiropractor?: _______ When?: __________________

Treatment?: ______________________________________________________

Have you ever been to an acupuncturist?: _______ When?: ________________

Treatment?: ______________________________________________________

What kind of diet do you have? (circle)

Red Meat
Fish/Foul
Junk Food
Vegetarian (no flesh)
Medical 

How much water do you drink daily?: __________________________________

Do you take nutritional supplements?: __________________________________

Caffeine intake (approx.)?: ___________________________________________

Do you exercise?: ____ Frequency?: _______ Types?: ____________________

How much sleep do you get?: ________ Quality?:      (Deep    Light
      Restless)

Do you take time to be still during your waking hours?: ____ Frequency?: ______

OVER (
Drugs?: (circle) 
Prescription
Non-prescription
Other ________________

Do you have any addictions?: ________________________________________

If yes, are you or have you been in a (12 step) recovery program?: 

When was your last meeting?: ________________________________________

Any major trauma?: (physical, emotional, psychological) ___________________

Have you ever been in psychotherapy?: _____ When?: ____________________

Have you ever experienced any form of touch/physical or sexual abuse? (circle one/both) Share verbally with therapist and/or give brief description below: _____

________________________________________________________________

Do you consider yourself to be deprived of being touched?: _________________

Please rate you level of touch deprivation on a scale of 1-10 (10 being the most) 

1
2
3
4
5
6
7
8
9
10

How do you rate your willingness to be touched (10 being the most)?:

1
2
3
4
5
6
7
8
9
10

Are you willing to explore any emotional, psychological or spiritual issues related to physical imbalances?: _______________

If you have any of the following, please circle and give approx. dates of last episode. 

HIGH BLOOD PRESSURE
SEVERE LACERATIONS
ARTHRITIS

CANCER



HEMATOMAS

INSOMNIA 

SPASTIC PARALYSIS 

CONSTIPATION

PHLEBITIS 

HEART PROBLEMS

HEADACHES

DIVERTICULITIS 

HERPES



FRACTURES 

PREGNANCY

SKIN DISEASE


AIDS/HIV


LIVER PROBLEMS

KIDNEY PROBLEMS

DIABETES


ALLERGIES 


CONTAGIOUS DISEASE

MENTAL ILLNESS 

OTHER _________

Do you put the needs of others before your own? ___________

Could you take better care of yourself? _______________ List top three ways:

1. ______________________________________________________________

2. ______________________________________________________________

3. ______________________________________________________________

When was your last massage?: _______________________________________

I understand that the services offered are not a substitute for medical care.  Any information provided is for the purposes of evaluation only and are not diagnostically prescriptive in nature.  I agree to participate in my own healing as much as possible.

________________________________   _______________________________


      Therapist Signature



Client’s Signature

