Gresham Balance Bocigworks, LLC
Lindsag Lindala, LMT #1478 - Danielle Sutton, LMT #19777

Confidential Health Historg Information

Name Date / /
Address

City /State/ZIP
Best Phone # to reach you H) W) (O
E-mail

M F Birthdate Occupation
How did you hear about me?

Emergency contact Phone

Have you received a Protessional massage? How Often?

What is 9OUI" dCSil"CCl result ]CY'OITI HOUF massage?

Chief compiaint:

When did these sgm[:)toms t)egin?

Otlﬁer treatments you ]'iave received recentiy (Circle a” ti‘:at aPPlg):
Medical / NaturoPat]ﬁic AcuPuncture Ctiiropractic P]ﬁgsical Ti‘ierapy

Mag | consult with your Practitioner(s)? Initial
Name/Title: Phone

Please list any medications:

Please list any a”ergies (lotions, scents, other):

Are you Pregnant’? Due

Self care activities?

Where do you hold your stress”

Ang skin conditions? Contagious?

Please list any maijor irjuries or surgeries within the Past 5 years (incluciing

implants):

For Ashiatsu: For satetg/iiabilitg reasons, there may not be anyone over 300 Ibs

on the massage table. Please intorm your Practitioner itgou have any concerns.

22400 SE Stark St, Gresham, OR 97030 - ph: 541-510-8476 - fax: 503-907-0098




Please mark (x) bg all current conditions and (P) for all Past conditions

__ Anxiety . Diabetes type ___ __Jaw Pain (TMI)

. Asthma/lung condition __ Digestive Problems __Joint Pain/sthqness
. Arthritis /tendonitis __Disc Prob]ems __Low blood pressure
__Blood clots . Edema/swe”ing . Lgmpl']atic condition
__Bone condition __Fatigue L Numbncss/tingling
__Cancer . Fibromgalgia __Sinus Prob]ems

L Chronic Pain L Heaclaches/migraines L SleeP difficulties

. Circulatorg/heart __Hearing Prob]ems . Spinal disorders
Problems __Hernia __Varicose Veins

. DcPression . High blood pressure __Vision Problems

Please exPlain any condition that you have marked above:

Is there angthing else about your health historg that you think would be useful

for your massage Practitioner to know?

Assignment and Informed Consent:
I have chosen to receive massage therapg for the well bcing of my bodg, mind, and sPiri’c. lagree to
communicate with my thera[aist any time | feel my wellness is being comPromised. Massage
therapists do not diagnose illness, disease, or mental disorder; tl’xeg also do not Prcscribe medical
treatment, Pharmacsutica]s or Pemcorm sPinal thrust maniPu]ations. Allinformation | have Providc&
on this form is true and accurate to the best of my l(nowlcclge. lagree to uPdate my tlﬁerapis’c on
crsonal, health, or other information my therapist may need to conduct treatment sagelg and
egectively. lalso agree there shall be no liabilit9 on the Prac’citioner’s part should | neglect todo
so. ! understand that massage therapy isa therapeutic health aide and is non-sexual. 1 have been
given the chance to read the HIPAA Privacy Policies Notice and offered a copy for my own
records. | understand that my Private health information will be used onlg for conducting, lanning
and clirecting my treatment, consulting with other health care Providers who may be directly or

indirectlg involved in my treatment, or obtaining payment from tl’lird-Partg payers.

Signature: Date: / /

Relationship to Patientz

Cancellation Policg
Our time toget!ﬁer s imPortant. Unless you have an emergency, Please cancel

your aPPointment 24 hours in advance or pay the missed aPPointmcnt fee in full.



