Massage at University One






  
         410-243-9118

1 E. University Parkway, Suite 110

Baltimore, MD 21218

Client Intake Form
By providing the following information, you will allow your massage therapist to provide a healthy and pleasant experience suited to your needs. Thank you for taking the time to fill out this form.

Date: ____________________



Referred by: _________________________________________

Name: ________________________________________
Sex:
Male _____
Female _____

Address: ______________________________________
Home Phone: __________________________________

City/State/Zip: _________________________________
Work Phone: __________________________________

Date of Birth: __________________________________


Employer: _____________________________________
Occupation: ___________________________________

Primary Health Care Provider: ___________________________________
Phone Number: ___________________

Permission to Consult with Primary Medical Provider? (please initial one)
Yes _______
No _______

Name and phone number of emergency contact: __________________________________________________________

Have you had any previous massage therapy?



Yes _______

No _______
If yes, type of massage therapy, frequency and date of last massage___________________________________________

_________________________________________________________________________________________________

What is your main reason for making this appointment? ____________________________________________________

_________________________________________________________________________________________________

What results would you like to achieve with our work? _____________________________________________________

_________________________________________________________________________________________________

Are you currently under a medical provider’s care?
Yes _____

No _____

If yes, for what conditions are you being seen? ___________________________________________________________

_________________________________________________________________________________________________

Please list any medications you are currently taking:__________________________________________________
_________________________________________________________________________________________________

Please list any stress reduction and exercise activities, including frequency: ____________________________________

_________________________________________________________________________________________________

Please list any surgeries you have had, including treatment received and year: ___________________________________

_________________________________________________________________________________________________

Please list any accidents you have had including treatment received and year: ___________________________________

_________________________________________________________________________________________________
Are you currently seeing a mental health counselor or attending support group meetings?
Yes ____     No ____
If yes, please explain: _________________________________________________________________________

__________________________________________________________________________________________
Health History
Please check the following conditions that apply to you both past and present. Please add your comments to clarify the condition.

Musculo-Skeletal
( Headaches, migraines, head injuries

( Joint stiffness/swelling

( Spasms/cramps

( Broken/fractured bones

( Strains/sprains

( Back, hip pain

( Shoulder, neck, arm, hand pain

( Leg, foot pain

( Chest ribs, abdominal pain

( Problems walking

( Jaw pain/TMJ

( Tendonitis

( Bursitis

( Arthritis

( Osteoporosis

( Scoliosis

( Bone or joint disease

( Other:

Circulatory and Respiratory
( Dizziness

( Shortness of breath

( Fainting

( Cold feet or hands

( Cold sweats

( Swollen ankles

( Pressure sores

( Varicose veins

( Blood clots

( Stroke

( Heart condition

( Allergies

( Sinus problems

( Asthma

( High blood pressure

( Low blood pressure

( Lymphedema

( Other:

Skin
( Rashes

( Allergies

( Athlete’s Foot

( Warts/moles

( Acne

( Cosmetic surgery

( Ulcers

( Cold sores/fever blisters

( Other:

Digestive
( Nervous stomach

( Indigestion

( Constipation

( Intestinal gas/bloating

( Diarrhea

( Diverticulitis

( Irritable bowel syndrome

( Crohn’s Disease

( Colitis

( Adaptive aids

( Other:

Nervous System
( Numbness/tingling

( Twitching of face

( Fatigue

( Chronic pain

( Sleep disorders

( Paralysis

( Herpes/shingles

( Cerebral Palsy

( Epilepsy

( Chronic Fatigue Syndrome

( Multiple Sclerosis

( Muscular Dystrophy

( Parkinson’s Disease

( Spinal cord injury

( Other:

Reproductive System
( Pregnant?     Stage:

( PMS

( Menopause

( Pelvic Inflammatory Disease

( Endometriosis

( Hysterectomy

( Fertility concerns

( Prostate problems

( Other

Other
( Loss of appetite

( Forgetfulness

( Confusion

( Depression

( Difficulty concentrating

( Drug use

( Alcohol use

( Nicotine use

( Caffeine use

( Hearing impaired

( Visually impaired

( Contact lenses

( Burning upon urination

( Bladder infection

( Eating disorder

( Diabetes

( Fibromyalgia

( Post/Polio Syndrome

( Cancer/Tumors

( HIV Disease/AIDS

( Infectious disease(s):

( Other:

Please list any additional comments regarding your health and well-being: ______________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
It is my choice to receive massage therapy. I understand that massage services are being given for the well-being of my body and mind, and in no way take the place of my doctor’s care when it is indicated. I acknowledge that massage is not a substitute for a medical examination or diagnosis, and that it is recommended that I see my primary health care provider for that service.  Information exchanged during any massage session is educational in nature and is intended to help me become more familiar and conscious of my health status, and is to be used at my own discretion. I have completed this information form to the best of my knowledge and I will inform the massage practitioner of any changes in my health status. 

Signature: ________________________________________________

Date: __________________
