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Health History Form

Brittany McGann, RMT

An accurate and current health history form is essential to creating safe and effective treatments that are specific to you and your
needs. It is important that your health history form remains current and be regularly updated so that treatment can be adapted to any
indications and contraindications to Massage Therapy treatment. All of the information collected and is recorded and kept
confidential and in accordance with law. This information may only be shared discretely to facilitate assessment or treatment or as

allowed or required by law.

NAME: o Date: .o
o [0 oS ST TSSO T TR UR P PPTPRPRPIN
Telephone:. .. ... Email AOress: .....ccooviiiiiiiecseces e

Date of Birth DD/MM/YYYY: oot OCCUPALION: ...ttt s

Please indicate conditions you are experiencing or have experienced below:

o Sinus congestion

Cardiovascular: Muscle / Joint: Gastrointestinal: Head/ Neck:

o High Blood Pressure Low o Muscle Strain o Constipation o Headaches

Blood Pressure o Ligament sprain o Diarrhea o Migraines
o Chronic Congestive Heart o Spasms/ cramps o Gas/bloating o Whiplash

Failure o Tendonitis © 'I\‘a_usgla/"é’m't'lng J o Jaw pain / TMJ
o Heart AFtack o B_ursitis _ g Crigﬁn,(: / g\évl?tis yndrome o Egr F_’ain
o Heart Disease o Fibromyalgia o Ulcers o Tinnitus
o Heart Palpations o Arthritis OA RA o Hernia o Hearing loss
o Heart Murmur Stroke / CVA |0 Osteoporosis o Gall Bladder problems o Vision problems
o Aneurism o Herniated disc o Liver problems Blood:
o Angina o Degenerative disks o Kidney infections o Anaemia
o Pacemaker or Similar Device |o Scoliosis o Bladder infections o Haemophilia
o Blood Clots o Dislocation ° gg'onra;:oop”eg:gb'ems o Leukemia
o Raynaud’sDisease o Fracture © ’ > oHepABC
o Phl}:abitis/ Varicose Veins o Excessive thirst P

Lifestyle: Respiratory: Skin: Women:

Regular Exercise o Chronic cough oAllergies o Pregnant Due
Yeso Noo o Shortness of breath oHypersensitivity o IVF
Hydration Sleep 8 hours | o Bronchitis oBruise easily o Menstrual concerns/pain
Yeso Noo Yeso Noo |o Asthma oRashes o Menopausal concerns
Good eating habits o Emphysema oEczema o Endometriosis
Yes 0 Mostly o Noo o Pneumonia oPsoriasis o Fibroids
Health Status-feeling o Tuberculosis oAthletes foot o Hysterectomy
Well o Fairo Unwell o o Sinusitis oWarts o Vaginal pain/infection

Other Conditions:
o Diabetes onset:
o HIV/IAIDS
o Cancer

Thyroid disorders
o Lupus

o Loss of or altered Sensation

o Neurological Issues

Fainting / Dizziness
Epilepsy
Insomnia / Fatigue
Multiple sclerosis

o O O O

o Anxiety / Nervousness
o Depression

o Addiction

Other

Current MediCations: .........cccoveurereene et e Signature




