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Client Intake Form

Today’s Date:
_______________________
Name:
___________________________
    

Sex:    M ___   F ___   

Date of Birth:  _______________

Address: __________________________
     

  __________________________

Would you like to receive our monthly newsletter and periodic updates






              about our specials? Yes   No     Email:  ________________________________
Daytime Telephone Number: _____________________ Evening Telephone Number: _________________________
Marital Status:   Single

Married
  
Divorced  
Separated  
 Widowed
 Domestic Partner
 

Occupation: __________________________   


Hobbies: _____________________________
Emergency contact:
Name: ____________________ Telephone #: ___________________ 
Relationship: _________________________
How did you hear about this office?  
 Referral (by whom?) ________________  Speaking engagement _____  Newspaper Article _____(which paper?)
 Advertisement (where?) ______  ABMP Website  _____  Other ______    
What is your goal for today’s session? __________________________________________________________________
Are you under a doctor’s care for any health related issue or complaint?
YES NO       If yes, explain _________________
_________________________________________________________________________________________________
Please list any medications/vitamins/supplements you are taking:  ____________________________________________
_________________________________________________________________________________________________
Please circle yes or no as they apply to you:

Aneurysm



Y    N

Breast Surgery and/or lymph node removal 
Y    N

Blood Clots/Deep Vein Thrombosis

Y    N

Heart Disease



Y    N

Pacemaker



Y    N

Epilepsy/Seizures



Y    N

High Blood Pressure


Y    N
Osteoporosis



Y    N

Osteopenia



Y    N

Varicose Veins _______________

Y    N

Diabetes




Y    N

Cancer ______________________

Y    N

Hepatitis




Y    N

Arthritis ______________________

Y    N

Joint Replacement _____________

Y    N

Fibromyalgia



Y    N
Chronic Fatigue Syndrome


Y    N
Headaches



Y    N

Neck/Shoulder Pain



Y    N
TMJ Dysfunction



Y    N
Low Back Pain



Y    N
Mid-back Pain



Y    N
Scoliosis
 



Y    N

Spinal Injury



Y    N

Asthma




Y    N

Allergies




Y    N

Frequent Colds



Y    N

Indigestion



Y    N
Constipation



Y    N
Eating Disorder



Y    N

Insomnia




Y    N

Depression/Anxiety/Panic Attacks

Y    N

Menstrual Cramps



Y    N

Infertility




Y    N

Menopause



Y    N

Caesarian Section_______________

Y    N
Hysterectomy __________________

Y    N

Bladder Weakness or Frequency

Y    N 
Myofascial Pain Syndrome


Y    N

Do you exercise?  YES   NO      If yes, please indicate type of exercise and frequency:____________________________
Describe your stress levels:   HIGH  
 
MEDIUM    

LOW
Do you smoke?  YES  NO    Have you used alcohol or recreational drugs in the last 24 hours?:   YES   NO
Do you consume caffeinated products?   YES  NO    If yes, how often? ____________________
Are you currently in counseling? 
 YES 
 NO
If a female, are you pregnant, or have you been pregnant within the last six months?  ________________
Please list any surgeries and dates: ___________________________________________________________________
Please list any additional information or comments about your health and well-being:  ____________________________
________________________________________________________________________________________________
Please describe your present symptoms:  ______________________________

Rate your pain/discomfort level today:   1  2  3  4  5  6  7  8  9  10

When did your symptoms begin?_____________________________________________________
What brought your symptoms on?____________________________________________________

What activities aggravate condition?  ________________________________________________
How does movement affect your condition? Please circle one:   Better with movement        Worse with Movement 
Does the condition interfere with:
work?  

YES
NO




  daily routine?  

YES  
NO




  sleep?  

YES 
NO

Have you seen a physician for this condition? YES  NO   If so, indicate the diagnosis:  ________________________________
Have X-rays or any other diagnostic tests been taken? YES   NO    If yes, explain:_____________________________________

__________________________________________________________________________________________________________
The following section MUST be completed by all clients


Your physician’s name: ____________________________________________


Address:  _______________________________________________________


Telephone:  _____________________________________________________
Please Circle YES OR NO and initials in the blank space next to your response.

Do we have your permission to contact your physician or other healthcare providers if necessary?  
    YES   NO___
(Such contact would only be for the purpose of integrating your care and avoiding contraindications for massage/bodywork based on health history or prescription medications)
Do we have your permission to discuss your case with your emergency contact person? 


   YES    NO___
May we call your day and evening telephone numbers to confirm an appointment or follow up on your care? YES   NO __
May we leave a message at these numbers if you are not at home?  




   YES   NO ___
