Hibiscus Healing Arts
Massage Therapy Health History

General Information

Name______________________________________________________________________________Date_____________________

Address_________________________________________________City_________________State__________Zip______________

Home Phone________________________Work Phone_______________________Email _________________________________

Date of Birth_________________Age_________Occupation_________________________________________________________

Referred By_________________________________________________________

Reason for Visit

What is your primary concern?________________________________________________________________________________

What are other areas of concern?_______________________________________________________________________________

When did you first notice it?_________________________What brought it on?_______________________________________

Describe any stressors occurring at the time_____________________________________________________________________

What activities provide relief?_________________________What makes it worse?____________________________________

Is this condition getting worse?_________________________Interfere with:   work_______sleep________recreation________
Describe your exercise routine (type, frequency)_________________________________________________________________

Medical History

Are you currently under the care of another health care provider(s)?_________Reason(s)______________________________
Current Medications:_________________________________________________________________________________________
Allergies: (specify allergen and reaction)________________________________________________________________________
Supplements/ Remedies:  ____________________________________________________________________________________
Do you use Tobacco?______________Qty___________/ppd          Alcohol?______________Qty_______________ounces/day
Marijuana?__________Qty___________Other:____________Have you been under treatment for substance abuse:_________
If so, please describe:_________________________________________________________________________________________

Surgical History (year and type)_______________________________________________________________________________
Recent Procedures: __________________________________________________________________________________________
Hospitalizations: ____________________________________________________________________________________________
Accidents or Traumas: _______________________________________________________________________________________

