Massage Client Information — Confidential

Las : O S
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DOB: 2™ —7— LAY o M{F ',  Occupation:
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Phone:  (Home) (Mobile) - (email) o \/C;O\ ‘ "\3033
Pensioner? Y/N Private Health Insurance? Y /N  Name of Insurer:
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Have you had any massage therapy before?( YJ N Type of Bodywork:

| &s BT
Reason for visit: (please tick) A (.,\.\,.n‘\'\“ﬁ—-— g
0 Referred by GP (d Referred by Chiropractor O Pain relief L1 Muscular injury
- Improve wellbeing (] Relaxation & stress reduction L Concerned with posture
D Other (p‘ease spedfy) D €,€>m oy -+ O
Presenting Symptoms: e — O e R

g Symptoms Mfﬁ ey ey wv‘(L

Any restricted mobility?: AVl AarH s T e P AnSC

Lo O St et 2
Present medications: A A rdlepe™” = 0 e ! oheef ™3 Covg
Regular physical activities/sports: g e Al

Useo t© g S Ll

Do you have any of the following: (CehesTN
QO Headaches QO  Acute Pain Q  Chronic Pain ML St
Q  Diabetes Q  Heart Ailments Q Cancer — = o~ B\Q-C“b S ale .
O  Pregnancy QO  Kidney Ailment O  Infectious Conditions
Q  Arthritis O  Osteoporosis Q  Joint Replacement
Q  Skin Disorders Q  Epilepsy O  Varicose Veins
Q Aids Q  Whiplash Q  Allergies
O Asthma 0  High Blood Pressure O  Low Blood Pressure

Have you ever had an operation or surgery or been taken to hospital for any reason? (please specify below)
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Operation / Hospital Visit | When? Why?
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Have you ever had any accidents including car accidents, sporting injuries or falls resulting in an impact to your
body? (please specify below)

Accident | When? Part of Body impacted or injured
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