Personal Health Information

The Balanced Body Shoppe Internal use only - E DB ___FU
Please Print or Write Legibly
Name: Do you wear: () Contact Lenses () Dentures () Hearing Aid
First Name Middle Initial Last Name
Birthdate: / / Married Widow(er) Single Divorced HABITS
Nicotine Use & Frequency.
Address:
Street Address Caffeine Use: Tea x day /wk  Softdrinks x day / wk Coffee x day /wk
City State Zip Water Consumption: (Do not include any beverage that is not PURE WATER)

Phone #s (Work) Home Note: glass = 8 oz. () Less than 2 glasses/day () 2-3 glasses/day

( )4-6glasses/day ( )7-8 glasses/day () More than 8
Cell Email:

For special offers and BBS Newsletter

Occupation/Employer Please read the following information carefully: initial each item as read and sign

Referred by:

(Yellow Pages, person’s name, Gift Certificate, etc.)
EMERGENCY CONTACT
NAME/PHONE#

Have you ever received a professional massage YES NO
What results do you expect from massage

Are you currently under a doctor’s care or seeing a psychotherapist? If yes, please

explain:

Permission to consult with Health Care Provider YES NO

What do you do to reduce stress?

List exercise activities & frequency:

List current medications, including vitamins, herbs, aspirin, etc.

and date where indicated below.

I understand the purpose of massage therapy to be for the well being of my
body/mind and that it is therapeutic.

I understand that massage therapy is not a substitute for medical examination,
diagnosis and/or treatment.

_ Tunderstand that massage therapists do not perform spinal manipulations, diagnose
or prescribe medicines and that nothing said or done in the course of the session should be
construed as such.

I understand that certain conditions are contraindicated for massage and acknowledge
that I have completed the health form completely; therefore, the massage therapist is not
responsible for any condition that I did not disclose or explain properly.

I will immediately inform the therapist if I experience any pain or discomfort during
the session and will inform the therapist at future sessions of any change in my health or
medical status.

I understand that cancellations of less than 24 hrs. Or “no shows” may be charged the
full amount if therapist is unable to schedule another client in the time that has been reserved
specifically for me. Tagree to give at least 24-hour cancellation notice to
scheduled sessions or agree that I will pay for the session.

Signature Date

CONTINUED ON BACK OF PAGE..

If you have a condition that is not covered on this form it is important that you list it in one of the “other” sections Page 1 of 2



CONFIDENTIAL PERSONAL HEALTH INFORMATION (continued) — The Balanced Body Shoppe

MEDICAL HISTORY- CIRCLE current
conditions. Check or mark with an “X” former
conditions. EXPLAIN WHERE NECESSARY

My Physician __Does __Does NOT
Prohibit me from physical exercise.

MUSCULO-SKELETAL
__Headache - Frequency?
__Neck/Shoulder/Arm Pain --Circle which one(s)
__Back Pain-(Circle) Low - Mid- Upper
__Hip / Leg Pain (Left / Right / Both)
__Arthritis (Circle) Osteo / Rheumatoid
Diagnosed by aDr?__YES _ NO
__ Bursitis- Where
Diagnosed by a Dr? __YES __NO
__Sprains / Strains
__Bad / Faulty Posture
___ Hernia — Where?
__Painful Tailbone (coccyx)
_ Stiff Neck--How 10ng
__Spinal Curvature (Scoliosis)
__Jaw Pain / TM]
__Broken Bones / Fractures

__Spasms / Cramps - Where

__Fibromyalgia — Diagnosed?
__Osteopenia — Diagnosed (date)
__Osteoporosis - Diagnosed (date)
__ Other

GASTRO-INTESTINAL

__Constipation __Belching or Gas
__Diverticulitis / Diverticulosis (circle which one)
__Hemorrhoids ~ __Irritable Bowel Syndrome
__Colitis __ Other

SKIN
__Skin Allergies to

__Rashes or Eruptions (Where)
__Athletes Foot __ Warts (where)

__Sensitive Skin or Bruise Easily(why)
__ Other

PREGNANCIES

_ Howmany__ How many children,
__Caesarean Section - How many
__Pregnant NOW - What Stage

__ Other

CIRCULATORY

__High / Low Blood Pressure (circle)
__Heart Condition Mitral Valve Prolapse
__Varicose Veins (Where)

__Blood Clots (Where/When)

_Breathing Difficulty
__Rapid/Slow Beating Heart
__Poor Circulation

__Reynaud’s

__Diabetes  __Kidney Problems
__ Other

RESPIRATORY
__ Chronic Cough ___Asthma
Chest Pain (explain)

__Allergies to

__OTHER

FEMALE / MALE Specific Problems

__PMS __Hot Flashes
__Prostate Problems

_ Other

NERVOUS SYSTEM
__Herpes  __ Shingles (when)
__Fatigue  __Sleep Disorders

OTHER Specific Conditions

__Cancer / Tumors
__Lymph Node(s) Removed — Where

__Depression — Are you being treated?
__FEating Disorders
__Drug/ Alcohol Addiction? Treatment?
__Other (Explain)

INFECTIOUS DISEASES

__Tuberculosis (Circle) Active / Inactive
__Aids __HIV Positive

__Hepatitis A-B-C-G

__ Other

ACCIDENTS (Include car or any major accident as well as
minor accidents such as sprains/strains that happen often.

List approximate dates:

SURGERIES (Approx dates)

__Numbness / Tingling (where)

__ Chronic Pain

__ Eating Disorders
__Depression (explain)

For Internal Use Only - Gave New Client Info

Name of Therapist Seeing Client on First Visit

__ Other

*% *k

Client Signature or Initial for ond Page

If you have a condition that is not covered on this form it is important that you list it in one of the “other” sections Page 2 of 2




