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Health History

Check the following conditions that apply to you, Past and present. Please add your comments to 
clarify the condition. 
Musculo-Skeletal
  Headaches
  Joint stiffness/swelling
  Spasms/Cramps
  Broken/fractured Bones
  Strings or 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 condition
  Allergies
  Sinus problems
  Asthma
  High blood pressure
  Low blood pressure
  Lymphedema
  Other _______________________

Skin
  Rashes
  Allergies
  Athletes foot
  Warts
  Acne
  Cosmetic surgery
  Other ________________________

Digestive
  Nervous stomach
  Indigestion
  Constipation
  Intestinal gas or bloating
  Diarrhea
  Diverticulitis
  Irritable bowel syndrome
  Crohn’s disease
  Colitis
  Adaptive aids
  Other _______________________

Nervous System
  Numbness/tingling
  Twitching of the face
  Fatigue
  Chronic pain
  Sleep disorders
  Ulcers
  Paralysis
  Herpes/shingles
  Cerebral palsy
  Epilepsy
  Chronic fatigue syndrome
  Multiple sclerosis
  Parkinson’s disease
  Spinal cord injury
  Other _______________________

Reproductive System 
   Pregnancy 
          Current        Previous
  PMS
  Menopause
   Pelvic inflammatory disease
  Endometriosis
   Hysterectomy
   Fertility concerns
  Prostate problems

Other
  Loss of appetite 
  Forgetfulness
  Confusion
  Depression
  Difficulty concentrating
  Drug use
  Alcohol use
  Nicotine use
  Caffeine use
  Hearing impaired
  Visually impaired
  Burning upon urination
  Bladder infection
  Eating disorder
  Diabetes
  Fibromyalgia
  Post Polio Syndrome
  Cancer
  Infectious disease  (please list)
_______________________________
  Other congenital are required 
disabilities (please list) _____________
________________________________
  Surgeries _____________________
  Other ________________________

Please list any additional comments regarding your health and well-being. ______________________________________
_________________________________________________________________________________________________



Page 3 0f 5

Have you had any broken bones?  Yes, when and what? 

_________________________________________________________________________________________________
Do you have tension/soreness in any particular area?

_________________________________________________________________________________________________
Do you suffer from back pain? If so, what part of the back?

_________________________________________________________________________________________________
Have you ever been in a car accident? If yes, when?

_________________________________________________________________________________________________
Are you sensitive to touch/pressure in any area? If yes, where?

_________________________________________________________________________________________________
Do you have cardiac or circulatory problems? If so, please explain.

_________________________________________________________________________________________________
Have you had massage before? If so, what types?

_________________________________________________________________________________________________
Are you allergic to any lotion or oils?

_________________________________________________________________________________________________
Do you have any other medical condition to be aware of? Yes, please explain.

_________________________________________________________________________________________________

Please list any medications you are on (especially for pain), and their uses and/or side effects:

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Comments: Concerns, Questions:
_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________
Where do you hold stress in your body?

_________________________________________________________________________________________________
What is the most prominent emotion you feel today/lately?  

_________________________________________________________________________________________________

What is your main reason for receiving body work? 

_________________________________________________________________________________________________
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Please mark accordingly indicating the area(s) of concern. Give a brief 
description of your current symptoms. Include date condition began:

__________________________________________________________________________________________

__________________________________________________________________________________________
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