
 
General Client Health History Form 

 
Please Print clearly and complete pages 1 &2. This information is critical to your 
treatment as it may affect the manner in which your treatment is structured. All 
information disclosed will be kept strictly confidential. 
 
 
Name:_________________________________________________               Today’s Date__________ 
 
Home Phone:_______________________ Work Phone:_____________________ Email:_______________ 
 
 
Address            street                                                city                                state                             zip code 
 
Occupation:_____________________________       Male / Female          Date of  Birth:________________ 
 
What specific condition(s) caused you to seek therapy today?_____________________________________ 
 
_______________________________________________________________________ 
Have you ever had therapeutic massage before?     Yes     No      Many Times 
 
What physical activities of daily living (child care, yard work, etc) do you do on a daily or weekly basis in 
addition to your job?   
____________________________________________________________________________________ 
 
What type of exercise do you do on a regular or irregular basis? How often? 
 
 ____________________________________________________________________________________ 
 
Please circle any painful or tense areas/regions where you tend to hold your stress: 
Head/face                Low back                Shoulders                Neck                 Abdomen 
Legs/feet                  Arms/hands            Mid-back                Other:________________________________ 
 
 
Are you currently under a physicians care?  Yes / No        For what condition?:______________________ 
Do you take medication for this condition?  Yes / No         
 
List ant medications you do take:___________________________________________________________ 
(prescription or “over the counter” – including aspirin, NSAIDs, etc) 
 
Do you take any medications/drugs that alter sensation (e.g. pain meds, muscle relaxants, alcohol or any 
depressants or stimulants). This may affect the choice of techniques used:__________________________ 
 
 
Please circle any of the following health issues that you have had in the past year. 
Allergies:_________________________________________________ 
Angina                                  Fibromyalgia                           Irritable Bowel Syndrome        Stroke 
Asthma                                 Heart Disease                          Insomnia                                    Surgery 
Blood Clots                          Hepatitis                                  Migraines/Headaches                Varicose veins 
Cancer                                  Herpes Simplex                       Phlebitis/Thrombosis                Whiplash 
Carpal Tunnel Symdrome    Hospitalization                        Pregnancy                                   
Communicable Diseases      Hypertension                           Repetitive Strain Injuries                
Disc Problems                      Immune System Conditions    Sciatica                             Other:____________  



                                                                                                                 
 
 

History of Activities, Injuries and Surgeries 
(Please be accurate in location and include specific dates if possible) 

  
Sports or Activities 
 
 
Childhood 
 
 
 
 
 
 
Middle School 
 
 
 
 
 
 
 
High School 
 
 
 
 
 
 
 
College 
 
 
 
 
 
 
Post Graduation 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

 
Injuries 
 
 
Childhood 
 
 
 
 
 
 
Middle School 
 
 
 
 
 
 
 
High School 
 
 
 
 
 
 
 
College 
 
 
 
 
 
 
Post Graduation 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Surgeries 
 
 
Childhood 
 
 
 
 
 
 
Middle School 
 
 
 
 
 
 
 
High School 
 
 
 
 
 
 
 
College 
 
 
 
 
 
 
Post Graduation 
 
 
                                           


