
2-2008         Daniel Weisner CPT, LMT MA42474                                                          Phone 904-422-6218

BODYWORK - HEALTH HISTORY QUESTIONNAIRE - A
Please fill out the personal information directly below and on the other side.

Date Home Phone

Last name First name Birth Date Age Cell Phone

Current mailing address City State                   Zip

Occupation E-mail Address

Contact person in case of emergency Relationship Phone

Payment method (Cash, Check) D.L. Number State Referred By

Are you pregnant?   Y     N Do you bruise easily?   Y      N

Height _________    Weight _________ Are you satisfied with your weight?   Y      N

Have you seen a chiropractic physician within the last 12 months?   Y      N For what condition: ___________________

_______________________________________________________________________________________________________

Are you happy with your energy level?    Y       N When are you most energetic   AM    PM
   When are you most tired and weak:   AM    PM

Are you happy with your rest?   Y      N   Hours of Sleep __________

Current exercise regime: (Type of exercise, duration, frequency etc.) ________________________________________________

_______________________________________________________________________________________________________

List areas of your body that you would like special attention: _______________________________________________________

_______________________________________________________________________________________________________

List areas of your body that you DO NOT want worked on: ________________________________________________________

_______________________________________________________________________________________________________

List current physical discomfort and/or recent injuries: ____________________________________________________________

_______________________________________________________________________________________________________

List any unusual physical limitations: __________________________________________________________________________

List prescriptions or over the counter medications: _______________________________________________________________

What results do you expect from this massage? _________________________________________________________________

Massage Pressure :  (Circle one)         Light        Medium        Strong

Check any conditions that you currently have, or have had in the last year:
__Allergies __Carpal Tunnel __Headaches __Pregnancy
__Anxiety __Constipation __Hearing Aid __Seizures
__Arthritis __Contact lenses __Heart problem __Shortness of breath
__Artificial joints __Depression __Hernia __Stress
__Asthma __Diabetes __High/Low B.P. __Surgical pins/plates
__Back Condition __Dizziness __Hospitalization __TMJ Disorder
__Bruising __Epilepsy __Insomnia __Ulcers
__Bursitis __Fatigue __Migraines __Varicose Veins
__Cancer __Fractures __Pacemaker __Whiplash

List any other condition or diagnosis not disclosed above: _________________________________________________________

List any allergies: _________________________________________________________________________________________
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BODYWORK - HEALTH HISTORY QUESTIONNAIRE – B

Therapist Notes

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

Plan: __________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

Please take a moment to carefully read the following and sign below.

The above information is accurate to the best of my knowledge and I freely give my permission to receive bodywork / massage. If
at any time I feel uncomfortable or for any reason I may choose to end the massage early.  I understand that the therapist may
end the session early when the safety and wellness of the client is determined by the therapist to be best served by ending the
massage. Since massage is contraindicated for some serious medical conditions, it may be necessary to obtain a doctor's release
or prescription before beginning any therapy. I agree to inform the therapist of any experience of pain or discomfort during this
session.  I understand that massage should not be construed as a substitute for medical examination, diagnosis, or opinion and
that I should seek a medical or chiropractic physician or other health-care specialist for diagnosis. I agree to update the massage
therapist in regard to changes in my health and understand that there shall be no liability on the part of the therapist should I forget
to do so. I agree to give the therapist a 24-hour notice or provide an alternate client should I not be able to show up for a
previously scheduled appointment in order to avoid charges for that session.

I have read and fully understand ALL of the information outlined above.

Clients Signature Date

Pain - Injury Profile (Shade in areas of pain, discomfort or injury)
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