HOL 1

Massage Therapy

    Name……………………………………………………………………….

    Address…………………………………………………………………….

    ……………………………………………………………………………..

    Postcode……………………………………………………………………

    Phone No’s.  Home………………      Work………………………………

    Mobile ……………………………     E-Mail…………………………….

    Emergency contacts (two if possible)

    Name…………………………………               …………………………………….

    Relationship…………………………                ……………………………………..

    Tel. No………………………………                ……………………………………..

Lifestyle

    Rate your stress level (1-10) ……………………………………………………..

    What is your profession?………………………………………………………….

    Do you exercise regularly?………………………………………………………..

    If yes please list.                .. .……………………………………………………..

                                              ………………………………………………………..

   Do you have any hobbies? ……………………………………………………….

   If yes please list.                 ………………………………………………………

                                              ………………………………………………………

Therapist temperature.....................      Client temperature.......................
Medical History

Have you read and signed the Covid consent form?       Y         N
Are you or have you suffered from any of the following conditions?

Please tick any relevant boxes:

Cancer    (                    Heart problems (                           High/Low Blood Pressure (
Diabetes (                    Thrombosis       (                           Contagious Diseases         (  

Phlebitis (                    Disc problems   (                           Painful Lump/ Swelling    (
Epilepsy (                    Skin conditions (                           Operations/Fractures         (
Arthritis  (                    Varicose Vein   (                           Muscle/Tendon ruptures   (
Cystic fibrosis  (          Asthma              (

          Pulmonary disease            (
Any other not mentioned above……………………………………………………..

Are you taking medications?………………………………………………………..

Females

Are you pregnant?……..  How many weeks?……. Have you given birth recent?......
Is your menstrual pattern regular?……… Are you menstruating at present?..............
Do you suffer from menstrual pain? Occasionally………   Usually………………...
Are you menopausal?………………

I understand and acknowledge that the therapy offered to me by Mr. Coppolino is                            complementary  to and not a replacement for any conventional medical treatment I

may be receiving. 

I have read and understood the contraindications listed on this form and declare that I 

have provided the requested medical information to the best of my knowledge.

    Print Name………………………………             Age…………………………..

    Signed ………………………………….              Date………………………….
