 SEQ CHAPTER \h \r 1 Heather K. Meglasson HHP, RMT

Therapeutic Massage Client Intake Questionnaire
(PLEASE PRINT)

_____________________












date

______________________________________________________,      __________________________________________________      

last name

    first name                                                             middle initial

(__________) ___________________________       ___________________                     (__________) _______________________


home phone                                                                   date of birth

                      other phone

____________________________________________________________________________________________________________

address


city                                                 state         zip

________________________________________________________                  _(______)__________________________________

person to contact in emergency


phone number

_______________________________________________________                         □ male   □ female

occupation

Please tell us what medications you are currently taking: _________________________________________

If you are taking medications, does your physician approve of your receiving massage?  □ yes    □ no

Primary physician name and phone: ___________________________    (_____) ____________________

Please list any recent surgeries, hospitalizations or accidents. (include aproximate dates) ______________________________________________________________________________________
HEALTH  SURVEY

√ = sometimes experience,   ■ = frequently experience,   leave blank if you never experience.
	WOOD
	□
Shortness of breath
	□
Easily bruised

	□
Eye problems
	□
Decreased sense of smell
	□
Bleeding problems

	□
Jaundice
	□
Nasal problems
	□
Asthma

	□
Difficulty digesting oily foods
	□
Skin problems
	□
Tendency to catch colds easily

	□
Irritability
	□
Feeling of claustrophobia
	□
Intolerance to weather change

	□
Gallstones
	□
Colitis/diverticulitis
	□
Allergies

	□
Soft or brittle nails
	□
Constipation
	□
Hay fever

	□
Easily angered or agitated
	□
Hemorrhoids
	□
Dizziness

	□
Difficulty making plans or decisions
	□
Recent use of antibiotics
	□
Fainting

	□
Spasms or twitching of muscles
	□
History of bronchitis
	□
Sudden weight loss

	FIRE
	□
Feelings of grief and loss


	□
High cholesterol levels

	□
Insomnia, difficulty sleeping
	WATER
	EARTH

	□
Heart palpitations
	□
Low back pain


	□
Lack of appetite

	□
Cold hands and feet
	□
Knee problems
	□
Excessive appetite

	□
Nightmares
	□
Hearing impairment
	□
Loose stool or diarrhea

	□
Mentally restless
	□
Ear ringing
	□
Digestive problems

	□
Laughing with no reason
	□
Kidney stones
	□
Vomiting

	□
Chest pain
	□
Decreased sex drive
	□
Belching

	□
Hyperactivity
	□
Hair loss
	□
Heartburn/reflux

	□
Anxiety
	□
Urinary problems
	□
Feeling of retention of food in stomach

	METAL

	□
Fatigue
	□
Constant worrying

	□
Cough
	□
Edema
	□
Tendency to become obsessive in work,


 relationships, personal habits or  studying

	□   Wheezing

	□   Fearfulness
	


AGREEMENT
In undertaking any therapeutic massage session, energy work or hypnotherapy with Heather Meglasson HHP, 

I, ______________________________________________ agree that: the purpose of this massage is to provide stress relief, pain control and relaxation. The Holistic Health Practitioner will not treat, prescribe or diagnose an illness, disease or any other physical or mental disorder of any person, and nothing said in the course of a massage session should be construed to be such. I understand that in order to experience a Therapeutic massage session; it is necessary for the Holistic Health Practitioner to touch my body. I understand that control of the session is mine and I can always say, “stop.”

I have read and understand the above.

Signature







Date
