
Confidential Case History

PERSONAL INFORMATION
Last Name: ________________________	First Name: _________________________
Address: _______________________________________________________________
Email: ____________________________	Birth date: M______Y_______D________
· I agree to receive information regarding products, events, promotions and general information by email.  You can withdraw your consent at any time
Telephone: H__________________ W____________________   C________________
Occupation: ________________________	Hrs at Work per week: ________________
Married    Single    Divorced    Widowed     Cohabitation     Separated 
Children: _______________________________________________________________
How Did you Hear about Me: _______________________________________________


HEALTH CARE INFORMATION
Medical Doctor: _____________________	Date of last visit: _____________________
Chiropractor: _______________________	Date of last visit: _____________________
Massage Therapist: __________________	Date of last visit: _____________________
Other Health Care Providers: _______________________________________________
________________________________________________________________________


LIFESTYLE (please check those that apply)
Exercise/sports:  (type)___________________________________________________
(frequency) _____________ Yoga     Pilates     Meditation   
Caffeine  quantity__________________	Smoking  quantity __________________
Alcohol: Daily   Social   Sporadic   None   AA  
Computer Work  hrs/week _______ 	
Vitamins/Herbs : _________________________________________________________
Special Diet: ____________________________________________________________
Psychological/Psychiatric/Counseling History________________________________
________________________________________________________________________
Please list any serious illnesses (past or current): ________________________________
________________________________________________________________________
Please list any medications you presently or within the past year have used: ___________
_______________________________________________________________________
Please list any sprains/strains/fractures/dislocations (past or current): ________________
_______________________________________________________________________
Please list any surgeries you’ve had, including dates: ____________________________
________________________________________________________________________
Please list any major accidents (auto/falls, etc.): _________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________



Head/Neck
 Headaches; Type ________________
 Neck Pain       
 Eye Pain

Respiratory
Chronic Cough 
 Shortness of Breath
 Asthma    
 Bronchitis

Cardiovascular
 High Blood Pressure
 Low Blood Pressure
 Poor Circulation
 Heart Disease
 High Cholesterol
 Pace Maker

Skin
 Bruise Easily        Eczema/Psoriasis
 Athletes Foot        Warts
 Phlebitis               Herpes
 Cold sores            Varicose Veins
 Skin Cancer          Other_________
_________________________________

Digestion/Uro-Genital
 Constipation                     Diarrhea
 IBS                                   Heartburn
 Urinary Tract Infections 

Women
 Pregnant (# months) ________
 PMS ____________________
Menopause _______________
Psychosocial (Have any of the following occurred recently?)
Depression 	   Divorce 	 Economic Stress 	  Family Problems 
Anxiety   	 Death       Relationship Stress 	    Job Change 
Stress  
____________________________________________________________________________________________________________________________________________________________
Thank you for taking the time to fill out this form!!

Liability Waiver & Release
	I am aware that it is my responsibility to disclose any and all medical conditions, medication, and health related concerns to the therapist prior to treatment, in order to prevent any possible health related and other risks to myself.  	
	 I hereby release whatsoever any damage, personal or bodily injury of any kind, allergic reaction or illness that I may sustain, as a result of either directly, or indirectly, any treatment performed by the therapist.
Client Signature ______________________________________	Date _____________











Muscles/Joints
Neck   _________________________
Back   _________________________
Leg   __________________________
Arm  __________________________
Shoulder  ______________________
Knee  _________________________
Other  _________________________
 Arthritis         
 Fibromyalgia
 Scoliosis

Other
 Sinus   	 Allergies 
 Anemia	 Frequent Colds
 Contagious Diseases______________
 Diabetes
 Insomnia
 Epilepsy
 MS
 Arteriosclerosis
 Stroke_________________________
 Cancer ________________________
 Thyroid imbalance
 Organs removed ________________
 Organ problems: (please circle) liver/gallbladder/pancreas/kidneys/heart/reproductive/lungs/stomach/other
_________________________________
 Chronic Fatigue
 Metal Implants (pins, rods)
 Claustrophobia
 Other _________________________
________________________________________________________________________________________________
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