
 

 
Name____________________________M [] F []      Date of Birth _____________________ 
                                                                                                                                          
Street Address____________________________          City___________________________ 
 
Telephone_______________________________         Alt. Phone_______________________ 
 
Referred by______________________           Email Address____________________________ 
                                  

   Please fill out the following health history form.  This information will help us, and  
                 your therapist to ensure your comfort and well-being during your treatment.  
 

1. Please check below any of the following conditions that are currently applicable: 
     [] Allergies*(nuts, latex, seaweed)         [] Diabetes            [] Multiple Sclerosis 

     []Arthritis                           []Epilepsy           [] Osteoporosis 

     []Asthma                           [] Fibromyalgia          [] Recent scar tissue 

     []Back/Neck problem                         [] Fungal disease          [] Rosacea/Sensitive skin 

     []Bruises/Capillary issues                []Heart condition/Pacemaker         []Skin disorder 

     []Cancer*                           []Heat sensitivity          []Thrombosis 

     []Cold sores/herpes                         []High/Low blood pressure         [] Thyroid problem 

     []Claustrophobia                          [] Metal pins/plates                           [] Varicose veins 

     []Sciatica                                         [] Bursitis             []Plantar Fascitis 

     []Tendonitis                                                []Carpal Tunnel Syndrome              []Headache 

     []Leg Pain               []Arm/ Shoulder Pain                       []Low Back Pain 

  []Mid Back Pain              []Hip Pain                                             []Other* 
 
     *Please provide any additional information________________________________________ 
 
        _____________________________________________________________________ 
         

2. Is this your first professional massage? _______   If no, how frequently do you get a massage? 
 
      __________________________________________________________________________ 
 

3.  What do you hope to accomplish from today’s massage? ___________________________________ 
 

4. Are you aware of any tension holding spots in your body? _____ If yes, location(s) _________________ 
  

5. Describe any surgeries, hospitalizations, accidents, or injuries you have had: 

             Less than 5 years ago ________________________________________________________ 
              
 More than 5 years ago _______________________________________________________ 
  
 What kind of care did you receive? ______________________________________________ 
  
 Do you feel that you have recovered? Please explain __________________________________ 

 
 

(continued on back) 
 

GUEST TREATMENT FORM 



 
 
6.  Do you have chronic, ongoing pain that you deal with on a regular basis? _______________________ 
 
      What kind of activities cause this pain and/or make it worse? ____________________________ 
 
 

7.  Are you receiving any other type of medical treatment? ____________________________________ 
 
8. Please list any medications (vitamins, herbs or pharmaceutical) taken now or at regular intervals (include 
explanation  of what medication is used to treat) __________________________________________ 
 
____________________________________________________________________________ 
 
9. Are you currently under the care of a physician? _________  Whom? ______________________ 
  
 Please list reason(s) _______________________________________________________ 
 
10. Are there any other health concerns you wish to discuss today? _____________________________ 
  
__________________________________________________________________________   
 
    
  I confirm that, to the best of my knowledge, the answers above are correct, and I have not withheld any 
relevant information.  I hereby agree to assume all risk and responsibility and to hold BodyWorks and its  
employees harmless in the event I sustain any injury or damage to my person, directly or indirectly, as a 
result of my receiving services. I understand that massage therapy is not a substitute for medical attention or 
examination.   I furthermore agree to release BodyWorks and its employees from any  claim, cause of action, 
suit, damages, etc. that may result from any such injury or damage. 
 
 

Print Name_____________________  Signature_____________________   Date_____________ 


