SERENITY NOW MASSAGE THERAPY 

CONFIDENTIAL CASE HISTORY

To ensure the best professional care and therapeutic treatment, please take a few minutes to complete the following information.  

PERSONAL INFORMATION

Todays Date____________________________

Last Name_______________________________  First Name__________________________

Address_________________________________________________________________________

Postal Code_____________Day Phone__________________ Eve. Phone_____________

Email_______________________  Date of Birth_____________________________________

Occupation__________________________  Company Name________________________

Emergency Contact________________________________  Phone____________________

How did you hear about us? __________________________________________________

Is this your first visit to a registered massage therapist?    ( )Yes    ( )No

Main reason for massage:

( )Relaxation/Wellbeing        ( )Stress/Tension
     ( )Injury/Pain Relief

( )Motor Vehicle Accident
( )Other_______________________________________

If you are currently experiencing pain, where is the pain? (Please indicate using the chart on the last page)____________________________________

Is the pain:   ( )Constant,   ( )Periodic,   ( )Increasing,    ( )Worse at night,  

( )Shooting,    ( )Dull,    ( )Achy,    ( )General,    ( )Specific

What is the severity of the pain on a scale of 1-10?  _______________________

When did you first notice the pain?  _________________________________________

What aggravates the pain?  ___________________________________________________

What eases the pain?  _________________________________________________________

MEDICAL HISTORY

Are you under the care of a Physician?    ( )Yes    ( )No

If yes, please explain  __________________________________________________________

Do you see a Chiropractor?    Yes    No    If yes, how often? _________________

Are you currently taking any medication?    Please list ALL (including non-prescription medication):

Name of Medication


Reason


Dosage
_______________________________
_________________________
____________________

_______________________________
_________________________
____________________

_______________________________
_________________________
____________________

_______________________________
_________________________
____________________

Please check all that apply:

( )Aids

( )Abdominal Pain      ( )Allergies*
( )Blood Clots*

( )Asthma

( )Athletes Foot           ( )Back Pain*
( )Chest Pain

( )Blood Pressure ( )Bruise Easily            ( )Cancer*
( )Disabilities*

( )Constipation
( )Diabetes
                  ( )Diarrhea
( )Epilepsy

( )Dislocations*
( )Dizziness

      ( )Eczema
( )Headaches

( )Faintness

( )Fatigue

      ( )Fracture*
( )Joint Pain*

( )Heart*

( )Insomnia

      ( )Injury*
( )Osteoporosis

( )Muscle Pain
( )Nausea

      ( )Numbness
( )Prosthesis*

( )Paralysis

( )Plantar Warts
      ( )Psoriasis
( )Stroke*

( )Rashes*

( )TMJ

      ( )Surgery* 
( )Tingling

( )Varicose Veins
( )Weakness*               ( )Arthritis

*_________________________________________________________________________________

*_________________________________________________________________________________

*_________________________________________________________________________________

*_________________________________________________________________________________

Are you pregnant?    ( )Yes   ( )No   If yes, how many weeks________________

I, the client, understand that the massage I receive is for the basic purpose of relaxation and/or the treatment of and injury/condition.  I affirm that I have stated all my known medical conditions and medications and answered all questions honestly and accurately.  I agree to keep the therapist updated as to any changes in my medical profile and I understand that there shall be no liability on the therapists part should I fail to do so.  I understand that sexual harassment of any kind will not be tolerated and will result in immediate termination of the session.  The charge for missed appointments or cancellations with less than 24 hours is the full price of the session time booked.  This waiver applies to all therapists working at Serenity Now Massage Therapy. 

Sign_______________________________________  Date________________________________

If under 18 years, must be signed by parent/guardian _____________________
