
P C

Cardiovascular

High blood pressure
Low blood pressure
Heat attack
Heart disease
Phlebitis/varicose veins
Stroke
Pacemaker or similar 
devices
Chronic congestive  
heart failure

Head/Neck

Vision problems/loss
Hearing problems
Headaches
Migraines
Tooth/jaw/ear pain
Head trauma

Infections

Hepatitis
TB
HIV
Herpes
Other (specify)

Respiratory

Chronic cough
Shortness of breath
Bronchitis
Emphysema
Asthma
Sinus problems

Skin

Irritations
Conditions
Psoriasis
Other (specify)

P C

Soft tissue/Joint

Tendonitis/bursitis
Rheumatoid arthritis
Osteoarthritis

Discomfort

Please circle any areas on the chart 
where you feel weakness/pain.

P C

Other Conditions

Loss of sensation, 
numbness, tingling
Diabetes
Allergies/hypersensitivity 
(specify)

Epilepsy
Cancer
Arthritis
Family history (arthritis)? 
Yes           No
Digestive problems 
(specify)

Insomnia/poor sleeping 
patterns
Osteoporosis

History

Injury
Surgery (specify)

Pins/rods/screws (specify)

Accidents (specify)

Other (specify)

Women

Menstrual problems 
Menopausal
Pregnancy
If pregnant, what is your 
due date (YYYY/MM/DD)?
Gynecological conditions 
(specify)

Name
Address, city, province, postal code

Date of birth (YYYY/MM/DD)
Male           Female
Primary physician
General health   Good           Fair           Poor
Reason for visit
History of Massage   Yes           No

Please check off any conditions that apply (P = Previous, C = Current):

Occupation 
Home phone #
Work #
Cell #
Email
Emergency contact (name, phone number, relationship  
to client)

I have filled out the health history form to the best of my knowledge and understand 
that all information given will be kept confidential and only released with my 
written consent. I give my consent to the acting Massage Therapist to use the above 
information to form a suitable treatment plan that will fit my individual needs. I am 
fully aware that the proposed treatment will follow and be given with accordance to 
the Massage Therapy Scope of Practice. I am also aware that should I ever wish to 
change the treatment plan or rescind my consent, I may do so at any time.

Date Signature Guardian signature (if under 14 years old)

List of medications and what they treat
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