
HEALTH HISTORY
Do you smoke? 


I sleep on my:



Do you sleep well?
Yes 

No

back 
side
stomach

yes

no

What exercise do you do?      What meds/supplements do you take?     Conditions meds are for?

Do you have any allergies?




            Are you pregnant?

Please circle the conditions you are experiencing now or have had in the past.

allergies
chronic cough

high/low blood pressure

rash

convulsions
shortness of breath
chronic congestive heart failure

sensitive skin

dizziness
bronchitis

heart attack



bruise easily

headaches
emphysema

heart disease



varicose veins

fibromyalgia
phlebitits

psoriasis



stroke

pacemaker
cancer


chronic fatigue syndrome

earaches

blurred vision
hepatitis

TB




epilepsy

hemophilia
arthritis

artificial joints



internal pins

Muscle pain and tension you are or have experienced:

   Neck

Shoulders

     Arm

    Leg

Back

Right left
right left

right left
right left
upper

Front back
front back

front back
front back
middle










Lower

Do you experience any of the following?

Dizziness/fainting

   pain that wakes you up

allergic reactions

Has it been more than 6 months since your last massage?

What are your favorite parts of massage?

Other:

I understand and agree that the following information on this form is accurate, current, and will be confidential.

__________________________________                    ________________________________

Signature




           Date























Your Contact Info Here











