
Date:________________

PATIENT INFORMATION

HEALTH HISTORY FORM

Parent’s Name (if a minor): ______________________________

IN CASE OF EMERGENCY, CONTACT

Name ____________________________         Relationship ___________________

Home Phone: ________________________    Cell: __________________________

What is your secondary complaint? __________________________________________________________________

Activities/movement that are painful to perform:

Please mark where the pain is located

- Please continue on next page -

Patient Information & History
meridian WELLNESS

Single           Married        Occupation: __________________________________

Home phone:  ___________________   Work/Cell Phone: ___________________    Email: ____________________________

Address: _______________________________________________________________________________________________
(Street) (Apt/Ste #) (City) (Postal Code)

Name: _____________________________________
(First) (Initial) (Last)

Birthday (D/M/Y): _____________ Age: _____ Male       Female

Tingling       Throbbing       Swelling       Other ______________

Does it interfere with your:       Work        Sleep        Daily Routine        Recreation
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An accurate health history is important to ensure that it is safe for you to receive a massage treatment.  If your health status
changes in the future, please let me know.  All information gathered for this treatment is confidential except as required or
allowed by law or except to facilitate diagnosis (assessment) or treatment.  You will be asked to provide written authorization
for release of any information.

List any medications you are taking  ______________________________________
___________________________________________________________________

What is your primary complaint? __________________________________________________________________

When did your symptoms begin? __________________________________________________________________

Cause of this pain? __________________________________________________________________

Does your pain radiate?  Where: __________________________________________________________________

Does it wake you?       Yes          No

When do you feel the pain?          A.M.   P.M.        constant        comes and goes        With Use         At Rest

How does it feel?        Burning       Sharp        Shooting        Dull        Aching       Stiff

What aggravates the pain? ______________________________________________

What relieves the pain? ________________________________________________

Have you felt this pain before?  When?  ___________________________________

Please list any diagnosed diseases or medical conditions not listed above. __________________________________________

  Sitting        Standing         Walking        Bending         Lying         Getting Up

How did you hear about us?
Sign
Yellow pages
Internet
Radio
Magazine
Friend __________________
Seminar
Dr. _____________________
Other ___________________

RMT Intake Form



REVIEW OF SYSTEMS

AIDS/HIV
Allergies
Anxiety/Depression
Arm/shoulder pain
Sciatica
Asthma
Bladder problems
Bleeding disorders
Cancer
Congestive Heart Failure
Chronic cough
Chronic fatigue
Deafness
Diabetes (Onset: _______)
Digestion problems
Ear problems
Earache
Ear ringing
Emphysema

Check any of the following conditions you have now or have had in the past:

3
Osteoporosis
Pacemaker
Phlebitis
Poor circulation
Prostate problems
Rheumatoid Arthritis
Family History of Arthritis
Shingles
Shortness of breath
Sinus infection
Skin conditions
Stroke/CVA
TB
Thyroid problems
TMJ
Venereal disease
Vertigo/dizziness
Vision problems/loss
Infectious Conditions

Epilepsy
Gynecological problems
Headaches
Migraines
Hearing loss
Heart Attack
Heart Disease
Hemorrhoids
Hepatitis
Herniated disk
High blood pressure
Insomnia
Irregular cycle
Kidney problems
Leg pain
Loss of sensation
Low back pain
Low blood pressure
Neck pain

Have/do you had any:                                                           Description            Date

Automobile accidents ____________________________________________________________ _________________

Surgeries ____________________________________________________________ _________________

Broken bones ____________________________________________________________ _________________

Falls/Head injuires ____________________________________________________________ _________________

INFORMED CONSENT4

    ________________________________________       ___________________
        Patient Signature  (Parent if patient is a minor)                                Date
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Females: Are you Pregnant?         Yes         No

3

I understand that if I feel uncomfortable at any time during the treatment that my consent herein
provided may be revoked at any time that I choose.

In compliance with the “Consent to Treatment Act” Bill 109, I provide full and voluntary informed
consent to be treated by a Registered Massage Therapist at Meridian Wellness.

Please note that 24 hours is required for any cancelled appointment.  A $30.00 fee will be charged
for missed or cancelled appointments.

What is your general health status?      Poor       Good      Very Good       Excellent

Internal pins/plates ____________________________________________________________ _________________

Artificial joints ____________________________________________________________ _________________

Primary Care Physician _____________________________    Address ________________________________________

Other Health Care Practitioners ___________________________________________ Phone ______________________

OFFICE USE

Date of Initial Health
History: ____________

Update 1 ____________

Update 2 ____________

Update 3 ____________

Update 4 ____________


