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PERSONAL DETAILS
Current Date:
Name:
Address:
Phone (home): Phone (work/mobile):
DOB: Occupation:
Referred by: Health Fund:

Emergency contact details:

Details of previous professional massage:

Expectations of this massage:

Exercise habits:

General diet:

Intake of:

Caffeine - Alcohol -
Water - Cigarettes -

Sleeping patterns:

General health:




HEALTH DETAILS

Breathing problems (] vyes [ NoO Psychiatric problems 1 vyes [ No

Heart problems L1 vyes [ NO Cancer [1vyes [ NO

Blood pressure problems O] yes [ NoO

Details:

Pregnant L1 Yes [J NO Sensitivity to cold, heat

Stress/anxiety L] yes L[ NO or pressure U ves LI No
Allergies ] vyes [ NoO

Details:

Under current care of a:

Doctor (] vyes [ NO Chiropractor [1yvyes [ NoO

Physiotherapist 1 yves L[ NO [1yves [ NO

Details:

Headache ] vyes [ NoO Varicose veins 1 vyes [ NO

Aches and pains [1yes [ NoO Numbness, tingling,

Arthritis [1ves [ NO pins-and-needles [1vyes [ NO

Diabetes [1ves [ NO Blood clots [1vyes [ NO

Epilepsy [1yes [ NoO

Details:

Bruise easily ] vyes [ NoO Skin disorders 1 vyes [ NO

Contact lenses [Jyves [ NO Any other medical conditions L1 YES ~ [] NO

Details:

Medication:

Aspirin O] yes [ NO Pain (] vyes [ NoO

NSAID 1 ves [ NO Blood thinners [1vyes [ NO

Antibiotics 1 ves [ NO [Jyes [ NO

Details:




PRESENTING CONDITION DETAILS

RECOMMENDATION

Signature: Date:




TREATMENT

Date:

Reason for massage:

Active/Passive ROM:

Treatment:

Recommendations:

Date:

Reason for massage:

Active/Passive ROM:

Treatment:

Recommendations:

Date:

Reason for massage:

Active/Passive ROM:

Treatment:

Recommendations:




