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Health history form

The following information is required for your health and safety.  While massage is very safe, there are certain conditions which may be adversely affected by massage and are therefore classed as contraindications.  The more information we have about you, the better able we are to tailor the treatment to your specific requirements.

This information will be treated in the strictest confidence.  It may be necessary for you to consult your GP/consultant or give your written informed consent before treatment can begin.

Name:

Date: 

Address:_______________________________________________________________________________________

Mobile: _______________________________________


E-mail:

D.O.B:

Occupation: 


How did you hear about us (please tick one box) 
	Google search
	

	Other internet search
	

	Adwords Advert
	

	Facebook Advert
	

	Flyer through door
	

	Flyer at concierge
	

	Word of mouth
	

	Refer a friend card 
	


Other (please state): ___________________________
Would you like to be added to our email list for special offers? ___________________________________

Have you had a massage before / what type of massage? 

What would you like to achieve with the massage (relaxation, pain relief etc)? 

Are you under the care of a chiropractor, physiotherapist, other health practitioner?  
Yes (   )
No (   )

Please state which and for what conditions: 




Medical History – please complete



Dates & Details

Are you pregnant or trying to get pregnant?
Yes (   )
No (   )
_______________________________

Do you wear contact lenses? 
Yes (   )
No (   )
_______________________________

Migraine or headaches?
Yes (   )
No (   )
_______________________________

High temp or fever?
Yes (   )
No (   )
_______________________________

Allergies (nuts, oils etc.)
Yes (   )
No (   )
_______________________________

Acute infectious disease? (e.g. TB, HIV, measles, mumps)
Yes (   )
No (   )
_______________________________

Recent head or neck injury (in the last 1 year)?
Yes (   )
No (   )
_______________________________

Recent surgery (in the last 2 years)?
Yes (   )
No (   )
_______________________________

Recent scar tissue?
Yes (   )
No (   )
_______________________________

Circulatory disorder?
Yes (   )
No (   )
_______________________________

Heart condition?
Yes (   )
No (   )
_______________________________

Blood clots/deep vein thombosis/varicose veins?
Yes (   )
No (   )
_______________________________

High or low blood pressure?
Yes (   )
No (   )
_______________________________

Dysfunction of the nervous system? 

(e.g. MS, Parkinson’s, Motor Neurone disease)
Yes (   )
No (   )
_______________________________

Cancer?
Yes (   )
No (   )
_______________________________

Epilepsy?
Yes (   )
No (   )
_______________________________

Diabetes?
Yes (   )
No (   )
_______________________________

Rheumatism/Arthritis?
Yes (   )
No (   )
_______________________________

Asthma?
Yes (   )
No (   )
_______________________________

Skin conditions? 

(e.g. eczema, psoriasis, rash, sunburn, athletes foot)
Yes (   )
No (   )
_______________________________

Severe bruising, open cuts or abrasions?
Yes (   )
No (   )
_______________________________

Are you taking any medication or natural remedies?
Yes (   )
No (   )      _______________________________
For what condition/name of medicine? 

How would you rate your current stress levels on a scale of 1 – 5, with 5 being the highest?  ___________________

Are there any other medical issues I should be aware of? 




I have completed this form to the best of my knowledge and have disclosed information about any condition that may be affected by massage.  I understand that the therapist does not diagnose illness, disease or any other physical or mental disorder.  I understand that massage therapy is not a substitute for medical examination, diagnosis or treatment.  While I recognise that all due care will be taken by my therapist, I am aware that my participation in the treatment is by my own choice.  I undertake to keep the therapist updated on my health, should there be any changes to the answers given.

I understand that there is a possibility I may experience some minor reactions to the treatment e.g. mild headache and muscular aches.  This is normal and is just my body adjusting to the treatment given.

Please read carefully and only sign if you are in full agreement with its contents.
If you wish to proceed with the treatment today:

I _____________________________________________________ confirm that I have understood the treatment that I am to receive and confirm that I am willing to proceed without confirmation from my own GP or Consultant.  

Or if you do not wish to proceed with the treatment today:
I_______________________________________________________ confirm that I have understood the treatment and given my medical history I would prefer to consult with my GP or Consultant prior to receiving the treatment. 

I hereby indemnify the therapist against any adverse reaction sustained as a result of the treatment. 

Date: ________________________________   Client Signature: _____________________________
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