Health History   (complete front & back of sheet)

Novella Kennedy,APP,LMBT
Massage Therapist    NC License #4586

	
	
	

	Name
	
	Date

	

	
	
	
	
	
	
	

	Address
	
	City
	
	State
	
	Zip

	

	(      )
	
	(      )
	
	

	Home Phone
	
	Work Phone
	
	Email

	

	
	
	

	Occupation  
	
	Date of Birth

	

	
	
	

	How did you hear about me?
	
	Primary Care Physician / Phone number


	1.  Have you had massage therapy before? 
	□ Yes     □ No  
	

	2.  For Women:  Are you pregnant?
	□ Yes     □ No  
	If yes, how many months?
	

	3.  Do you have allergic reactions to oils, lotions or fragrances?  To foods, flowers, or anything else?

	   □ Yes     □ No  
	
	

	4.  Do you sit for long hours at a workstation, computer or driving?
	□ Yes     □ No  

	     If yes, please explain
	

	5.  Do you perform any repetitive movement in your work, sports or hobby?
	□ Yes     □ No  

	     If yes, please explain:
	

	6.  How would you describe your stress level?       □ Low            □ Medium            □ High            □ Very High

	7.  At which level would you say you have more tension?      □ Physical            □ Mental            □ Emotional

	8.  Present symptom: What is your major reason for wanting massage therapy?
	

	
	

	9.  Is there a particular area of the body where you experience tension, stiffness, or other discomfort?  

	   □ Yes     □ No  
	Where?
	

	
	

	10. Have you ever had any broken bones?
	□ Yes     □ No  
	Which?
	

	
	

	11. Are you currently under medical supervision?
	□ Yes     □ No  
	For what condition?
	

	
	

	12. Are you currently taking any medication?
	□ Yes     □ No  
	List by name or condition.
	

	
	

	13. Have you ever had surgery?
	□ Yes     □ No  
	Explain.
	

	
	

	14. Have you ever had any serious injury or accident?
	□ Yes     □ No  
	When? Explain.
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Please check those that have ever applied to you.

	GENERAL:
	NECK:
	BACK:

	
	
	

	□ High Blood Pressure
	□ Pain w/ Movement
	□ Herniated Disc

	□ Low Blood Pressure
	□ Herniated Disk
	□ Pinched Nerves

	□ Area of Inflammation
	□ Limited Movement
	□ Low Back Pain

	Where
	□ Throat Infections
	□ Limited Movement

	□ Chest Pains
	
	Other
	

	□ Heart Attack / MI
	JAW:
	

	□ Shortness of Breath
	
	PELVIS / LEGS/ FEET:

	□ Diabetes
	□ TMJ
	

	□ Osteoporosis
	□ Grind Teeth
	□ Ovary Problems

	□ Varicose Veins / Phlebitis
	□ Pain
	□ Painful Menstrual Cramps

	□ Seizures / Convulsions
	
	□ Prostate Problems

	□ Dizziness / Fainting
	SHOULDERS:
	□ Leg Cramps

	□ Sinus / Allergies
	
	□ Swollen Ankles

	□ Bruise Easily 
	□ Limited Movement
	

	□ Skin Condition / Rash
	□ Bursitis
	

	Where
	
	
	

	□ Infections Condition
	ARMS:
	NERVOUS SYSTEM / OTHER:

	Where
	
	
	

	
	□ Shooting Pains
	□ Insomnia

	HEAD:
	□ Loss of Strength
	□ Nervousness

	
	
	□ Twitching of Face / Eye

	□ Headaches
	ABDOMEN:
	□ Inner Tension

	□ Migraines
	
	□ Nightmares

	□ Light-headedness
	□ Nausea
	□ Irritability

	□ Loss of Memory
	□ Constipation
	□ Depression

	□ Ringing in the Ears
	□ Gas
	□ Chronic Fatigue

	□ Accident / Stitches
	□ Diarrhea
	□ Fibromyalgia

	Where
	
	□ Appendicitis
	□ Manic Depressive

	Other
	
	□ Liver Trouble
	Other
	

	
	
	□ Gall Bladder Trouble
	
	

	
	□ Bladder Trouble
	

	
	□ Kidney Trouble
	

	
	□ Stomach Acidity
	

	
	□ Digestive Problems
	

	
	□ Ulcers
	

	
	Other
	
	


Do you have any other medical condition, physical illness or limitation that I need to be aware of before you receive massage therapy?  □ Yes     □ No       If yes, describe   __________________________________________

________________________________________________________________________________________________________________________________________________________________________________________


Because a Massage Therapist must be aware of any existing physical conditions that I have, I have listed all of my known medical conditions and physical limitations.  I will inform Novella of any change in my health prior to any massage sessions.


I understand that Therapeutic Massage is for the purpose of stress reduction, pain relief, relief from muscular tension or spasm, and for improving circulation.  I understand that a Massage Therapist neither diagnoses illness, disease, or any other medical, physical, or mental disorder; nor performs any spinal manipulations.  I am responsible for consulting a qualified physician for any medical conditions that need attention.

_____________________________________________________
_________________________________

Signature







Date
