Client Medical Information Form

Name: ___________________________________________________ Date: ________________

Address: ___________________________________City: _____________________Zip: ______

Birth Date: _______________ Height: ______ Weight: ________ Home Phone: ______________

Occupation: _____________________E-Mail: ____________  Work. Phone _________________

Who is your Health Care Provider? ________________________________________________

Address of Health Care: _________________________________________________________

Insurance: _____________________________ Phone # __________________ Case # __________

Provider #:  ______________ Insurance Codes: _______________ Soft Tissue Injury: __________

Dr. Name: ________________________ Phone # _________________ Fax: ___________________

1) Has massage therapy been prescribed/ recommended to you? _______ 

2) Who referred you? ______________________________

3) Are you taking any type of medications? ____ If yes, what type: ________________________

4) What condition do you take the medication for? ______________________________________

5) Is your condition due to accident or illness? _____ If yes, please explain: ________________ ___________________________________________________________________________

6) Have you had any recent operations? ____ If yes, please describe: ______________________ ____________________________________________________________________________

7) Do you experience any pain? ______ If yes, where? ______________________________

8)  What does your pain feel like? Please circle: numbing, stiffness/ soreness, throbbing, aching or sharp, referring pain, headaches, tenderness or describe: _______________________________ _____________________________________________________________________________

9)  When did you pain start? __________________

10) Did you receive treatment for it? ___ When? _________ How many times a wk? _________

11) Did it help? _____ If yes, for how long? _______________________

12)  What do you do to relieve your pain? _______ Do you take anything?

13)  What types of physical activities do you enjoy? ______________________________________________________________________________

14)  Do you stretch regularly before and after playing? ______ 

15)  After you exercise, do you feel   good / sore / stiff?  Please circle.

16)  Do you have any trouble with mood swings or irritability? ____ If yes, explain ___________________________________________________

17)  Do you have any trouble concentrating? ____If yes, explain ____________________

18)  Do you get tired during the day? _____ If yes, what time of day? _______________

19)  Do you have sleep disorders or patterns? ____ If yes, explain ___________________

20)  What types of vitamins do you take? ______________________________________

21) Do you smoke? ____ How much? _________ Do you drink? ___ 

22) How are your energy levels during the day? : __________________________________

23) How much coffee/ soda do you drink daily? _____ Sweets a day? ___________________

24) What time of day __________ do you crave any coffee, soda, and sweets? ____________ 

25)  Please describe your average daily diet intake of vegetables: ______ proteins: _________

Carbohydrates: __________ fast foods: ____________ water: ________ juice: _________

Fruits _______  (Fill in examples: 2 x wk, etc.)

Please initial stating you understand a 24- hour notification is required or cancellation fee will apply.          Signature: __________________________________________

Thank you for your business, Lisa Ferguson, CMT

