N Body Balance Wellness < Massage |

Therapeutic ~ Remedial  Trigger Point Therapy ~ Myofascial release

Personal Details Date:_ S — 7~ /S .
Your personal information is kept strictly cr?ﬂenﬁal and only used for contact purposes.

Name: Drrs/Miss.’ Ms 4/137'(%/ @/001/3) . oo, 23— 2-79
Address: > 5 Q‘?f'?/SQﬂ i/r@/ £ ('/UJAV‘Q // / VAY 59 | ;
Phone: (daytime) 29 3fSs 22 / Qccupation: Eov; i ( y é/‘ Email; cf}iﬂdﬂ%t’w/ﬁrmﬁ@j f”l@iu / Lom

Do you belong to a Health Fund (Please name)? A/Q Are you Covered for Massage Therapy? Yes l@&)

|'am grateful that my business grows by referral. Were you referred by anyone?

Friend Family Facebook Website Other (Please specify)?

Area of Discomfort or Concern
Please mark on the diagrams befow any areas of discomfort or concemn.

When did you first notice the problem? 0 2 o4O
What were you doing? Lt '

What makes your symptoms better? \) ChV . MM/[j . I

What makes your symptoms worse?

Medical History

Do you have or have you ever had:

A serious injury @ / No /IV) % é,{p{&rj i caf = i p'/L 2\// S.

(MVA, sporting, fall, accident)

Spinal Disorder Yes / @9 |
Recent surgery Yes / @

Medical condition Yes /CN})

Allergies (particularly nuts/oils) Yes )@ i
Asthma Yes /@ I
Headaches Yes /(N |
Blood pressure (please circle) Low Nor_n;_ High |

Are you currently taking any medication (please list);
Are you having treatment for(a\g injury or ailment at present? /W

Are you pregnant?  Yes /(N

IDO / DO NOT consent to be contacted by mail with information relevant to my care.

Fees arefo be paid op the day of service, unless prior ngéments are e
Name: /A ich [ 501§ Signed: <ol Mﬁg’?}

Date: 3 — £7/“" / 5/

Inline with privacy laws you must give your consent if we are to contact you by mail. Please indicate your preference. i
|

216 Goulburn Street Crookwell NSW 2583
04832 2857 |



