Body Harmony Client Information and Health History
Name ___________________________________ Phone ( _____ ) __________________ DOB ______________
Address ____________________________ City _________________________State_____ Zip _______________
Email _________________________________________________  May we contact you?  ￩ Yes ￩ No
How did you hear about us? _____________________________________________________________________
Emergency contact/relationship _____________________________________ Phone (__)___________________
Occupation _______________________ ￩ Female ￩ Male   Primary Care Practitioner ______________________
Have you ever received a professional massage or bodywork session before? ￩Yes ￩No How recently? ________ 
What are your massage or bodywork goals/expected outcomes?________________________________________
(ie: Relaxation, pain or headache relief, loosen tight/sore muscles, etc.) 
What type of pressure do you prefer? 
￩Light  
 ￩Medium    ￩Medium/Firm    ￩Firm    ￩Very Firm 
What types of massage/bodywork do you prefer? (Relaxation, deep tissue, trigger point, barefoot bars, etc) 
___________________________________________________________________________________________
Are you comfortable with massage on these areas Feet?￩Y￩N  Face?￩Y￩N  Hips/glutes?￩Y￩N Abdomen?￩Y￩N  
How do you feel today? (List specific areas of discomfort)______________________________________________
List and prioritize your current symptoms/issues (stress, pain, stiffness, numbness/tingling, swelling, etc) 
__________________________________________________________________________________________
Do your symptoms interfere with your activities of daily living? (ie., sleep, exercise, work, childcare?  ￩Yes  ￩No Explain_____________________________________________________________________________________
Have you had x-rays taken? ￩Yes  ￩No If yes, where?/ by whom? _____________________________________
Are you now under medical/therapeutic treatment? ￩Yes  ￩No  If yes, for what condition? ___________________
What have you done to get relief? ________________________________________________________________
Other therapies you receive? ____________________________________________________________________
List any medications & nutritional supplements you are taking  _________________________________________
___________________________________________________________________________________________
What exercise activities/exercises do you currently do?
￩ Walking

how often? _____________   how far? ___________
￩ Running

how often? _____________   how far? ___________
￩ Biking

how often? _____________
￩ Golfing

how often? _____________
￩ Weightlifting

how often? _____________
￩ Swimming

how often? _____________
￩ Yoga


how often? _____________
￩ Other Sports (please list): _____________________________________________________________________ 
What personal habits do you currently have? 

￩ Tobacco use? 
What type? ______________
how many per day _______________
￩ Alcohol use? 

What type? ______________
how much per week/month ________

￩ Coffee or Tea

What type? ______________
how much per day _______________
￩ Soda or Pop

What type? ______________
how often per week/month _________

￩ Drug use

What type? ______________
how often per week/month _________

Please list any additional comments regarding your health and well-being:_________________________________
___________________________________________________________________________________________
Are you interested in Nutritional Counseling? ￩ Yes ￩ No ￩ Maybe
Health/Wellness Coaching? ￩ Yes ￩ No ￩ Maybe  
What other Health Topics are you interested in? _____________________________________________________
Check the following conditions that apply to you. If in the past, check the left box.  If current, check the right box. 
Please add your comments to clarify the condition.
Musculo-Skeletal Skin
￩ ￩ Headaches 
￩ ￩ Joint stiffness/swelling 
￩ ￩ Spasms/cramps 
￩ ￩ Broken/fractured bones 
￩ ￩ Strains/sprains 
￩ ￩ Back, hip pain 
￩ ￩ Shoulder, neck, arm, hand pain 
￩ ￩ Leg, foot pain 
￩ ￩ Chest, ribs, abdominal pain
￩ ￩ Problems walking
￩ ￩ Jaw pain/TMJ
￩ ￩ Tendinitis
￩ ￩ Bursitis
￩ ￩ Arthritis
￩ ￩ Osteoporosis
￩ ￩ Scoliosis
￩ ￩ Bone or joint disease
￩ ￩ Other: ___________________
Circulatory and Respiratory
￩ ￩ Dizziness
￩ ￩ Shortness of breath
￩ ￩ Fainting
￩ ￩ Cold feet or hands
￩ ￩ Cold sweats
￩ ￩ Swollen ankles
￩ ￩ Pressure sores
￩ ￩ Varicose veins
￩ ￩ Blood clots
￩ ￩ Stroke
￩ ￩ Heart attack/MI
￩ ￩ Atrial Fibrillation 
￩ ￩ Congestive Heart Failure
￩ ￩ Asthma
￩ ￩ COPD
￩ ￩ Sinus problems
￩ ￩ High blood pressure
￩ ￩ Low blood pressure
￩ ￩ Lymphedema
￩ ￩ Bruise Easily 
￩ ￩ Other: ____________________
Skin
￩ ￩ Rashes
￩ ￩ Allergies 
￩ ￩ Athlete’s Foot
￩ ￩ Warts
￩ ￩ Moles
￩ ￩ Acne
￩ ￩ Cosmetic surgery
￩ ￩Other: ____________________
Reproductive System
￩ Pregnancy: weeks? ________
     ￩ Current  ￩ Previous
￩ ￩ PMS
￩ ￩ Menopause
￩ ￩ Pelvic Inflammatory Disease
￩ ￩ Endometriosis
￩ ￩ Hysterectomy
￩ ￩ Fertility concerns
￩ ￩ Prostate problems
Digestive
￩ ￩ Nervous stomach
￩ ￩ Indigestion
￩ ￩ GERD/acid reflux

￩ ￩ Constipation
￩ ￩ Intestinal gas/bloating
￩ ￩ Diarrhea
￩ ￩ Diverticulitis
￩ ￩ Irritable bowel syndrome
￩ ￩ Crohn’s Disease
￩ ￩ Colitis
￩ ￩ Food Allergies? ____________ 
Other: _______________________
Nervous System
￩ ￩ Numbness/tingling
￩ ￩ Twitching of face
￩ ￩ Fatigue
￩ ￩ Chronic pain
￩ ￩ Sleep disorders (restless leg   

 syndrome, insomnia, sleep apnea)
￩ ￩ Ulcers
￩ ￩ Paralysis
￩ ￩ Herpes/shingles
￩ ￩ Cerebral Palsy
￩ ￩ Epilepsy
￩ ￩ Chronic Fatigue Syndrome
￩ ￩ Multiple Sclerosis
￩ ￩ Muscular Dystrophy
￩ ￩ Parkinson’s disease
￩ ￩ Spinal cord injury
￩ ￩ Other: ____________________
Other 
￩ ￩ Loss of appetite
￩ ￩ Eating disorder
￩ ￩ Depression
￩ ￩ Anxiety

￩ ￩ Forgetfulness/Confusion

￩ ￩ Difficulty concentrating 

￩ ￩ Diabetes
￩ ￩ Thyroid problems
￩ ￩ Hearing impaired ￩ hearing aid
￩ ￩ Visually impaired 

￩ glasses ￩ contacts 
￩ ￩ Burning upon urination
￩ ￩ Bladder infection
￩ ￩ 
￩ ￩ Fibromyalgia
￩ ￩ Cancer
￩ ￩ Infectious disease (please list)
        _________________________

￩ ￩ Other congenital or acquired
        disabilities (please list)
       ____________________
Surgeries _____________________
Other:________________________
Consent for Treatment: If I experience any pain or discomfort during this session, I will immediately inform the practitioner so that the pressure and/or strokes may be adjusted to my level of comfort. I further understand that massage/bodywork should not be construed as a substitute for medical  examination, diagnosis, or treatment and that I should see a physician, chiropractor, or other qualified medical specialist for any mental or physical ailment of which I am aware. I understand that massage/bodywork practitioners are not qualified to perform spinal or skeletal adjustments, diagnose, prescribe, or treat any physical or mental illness, and that nothing said in the course of the session given should be construed as such. Because massage/bodywork should not be performed under certain medical conditions, I affirm that I have stated all my known medical conditions and answered all questions honestly. I agree to keep the practitioner updated as to any changes in my medical profile and understand that there shall be no liability on the practitioner’s part should I fail to do so. I also understand that  any illicit or sexually suggestive remarks or advances made by me will result in immediate termination of the session, and I will be liable for payment of the scheduled appointment. Understanding all of this, I give my consent to receive care.
Client Signature: _____________________________________________   Date:__________________
Practitioner Signature:_________________________________________   Date:__________________
Parent/Guardian Signature (in case of a minor): _____________________  Date: __________________
