CONFIDENTIAL MEDICAL HISTORY
NAME __________________________________________________DATE_________________
DOB _______________________________ PHONE __________________________________
ADDRESS____________________________________________________________________
CITY____________________________________________STATE__________ZIP__________
E-MAIL_____________________________________OCCUPATION______________________
REASON FOR SEEKING TREATMENT TODAY​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​ ______________________________________ __________________________________________________________________________________________________________________________________________________________
Who may we thank for referring you?________________________________________________
If you answer "YES" to any questions, please EXPLAIN as clearly as possible. Use back if necessary.

	Yes
	No
	Have you ever had a professional massage?
	Yes
	No
	Do you have, or have you ever had cancer?

	Yes
	No
	Are you pregnant?
	Yes
	No
	Are you diabetic?

	Yes
	No
	Do you have any allergies?
	Yes
	No
	Do you have high blood pressure?

	Yes
	No
	Do you wear contact lenses?
	Yes
	No
	Do you suffer from seizure disorders or epilepsy?

	Yes
	No
	Do you receive Chiropractic care or Physical Therapy?
	Yes
	No
	Have you been in any car accidents or any other injury causing accidents?

	Yes
	No
	Do you experience frequent  headaches?
	Yes
	No
	Do you have any history of heart attack, blood clots, or stroke?

	Yes
	No
L
	Do you have tension or soreness in any specific area? If “yes”, where?

	Yes
	No
	Do you have any other cardiac, circulatory or lymph problems?

	Yes
	No
	Do you suffer from low back pain or neck pain?
	Yes
	No
•
	Have you ever had surgery? If "yes", please explain in the comments area of this form.

	Yes
	No
	Do you have any joint, vertebral or disc problems?
	Yes
	No
	Do you have hepatitis or any other active liver disorders?

	Yes
	No
	Do you have any muscle strains, sprains or spasms?
	Yes
	No
	Do you have any skin conditions?

	Yes
	No
	Do you have any form of arthritis? If “yes”, which type? 
	Yes 
	No
	Do you have any other medical condition that I should be aware of?(MS, Fibromyalgia, etc)

	****
	Current Medications you are taking (please include Tylenol, aspirin, and other OTCs) 



	Additional Comments:

	

	


PLEASE CAREFULLY READ THE FOLLOWING INFORMATION AND SIGN AT BOTTOM OF PAGE.
(if you have a specific medical condition or specified symptoms, massage /bodywork may be contraindicated. A referral from your primary care provider may be required prior to service being performed.)





It is my choice to receive treatment in Massage Therapy/ Bodywork and I give Lisa DeCaro, LMT my consent for care. I understand that massage / bodywork I receive is provided for the basic purpose of relaxation and relief of muscular tension. If I experience any pain or discomfort during this session, I will immediately inform the therapist so that the pressure and / or strokes may be adjusted to my level of comfort. I further understand that massage / bodywork should not be construed as a substitute for medical examination, diagnosis, or treatment and that I should consult a physician, chiropractor, or other qualified medical specialist for my mental or physical ailment that I am aware of. I understand that massage / bodywork therapists are not qualified to perform spinal or skeletal adjustments, diagnose, prescribe, or treat any physical or mental illness, and that nothing said in the course of the session given should be constructed as such. Because Massage / bodywork should not be performed under certain medical conditions, I affirm that I have stated all my known medical conditions, and answered all questions honestly. I agree to keep the therapist updated as to any changes in my medical profile and understand that there shall be no liability on the therapists part should I neglect to do so. I give my consent for Massage Therapy/ Bodywork performed by the therapist.





It is also understood that any illicit or sexually suggestive remarks or advances made by me will result in immediate termination of the session, and I will be liable


for payment of the scheduled appointment





  SIGNATURE_____________________________________________________������_���������������������������������DATE_____________














