PATRIZIA GRANDE, RMT
 4 Pinehurst Court * Aurora, Ont. * L4G6B1 * 416-822-3042
Health History

The information requested below will assist me in providing you with safe and effective massage therapy treatments.  Feel free to ask any questions about the information being requested.

Please note that all information provided below will be kept confidential unless allowed or required by law.  Your written permission will be required to release any information.

	Name:      

	Date of Birth:      

	Address (including postal code):      

	Phone #:      

	Email:      
	Occupation:      

	Overall, how is your general health?      

	Doctor’s Name?      


	When was your last doctor’s visit?      

	Doctor’s Address or City of Practice:      


	What brings you in for massage today?      

	Doctor’s Phone #:      


	Do you have any allergies?  (I.E. Nuts, lotions, oils, etc).
     
	Have you had a massage before?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


	Emergency Contact Information:
	Are you pregnant?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No 

Due Date?

     

	Name:      
	

	Address:      
	

	Phone #:      
	Do you like music during a massage?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

	Relationship:      
	

	Are you taking any medications?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	Do you exercise regularly?

 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No



	If yes, please list:
	Type:      


	     
	Frequency:      

	Please indicate any conditions that you are experiencing or have experienced in the past:
     FORMCHECKBOX 
 Migraines                              
     FORMCHECKBOX 
 Infectious Condition
     FORMCHECKBOX 
 Muscle Cramps
     FORMCHECKBOX 
 AIDS/HIV
     FORMCHECKBOX 
 Tuberculosis
     FORMCHECKBOX 
 Congestive Heart Failure
     FORMCHECKBOX 
 Heart Disease
     FORMCHECKBOX 
 Heart Attack
     FORMCHECKBOX 
 Stroke
     FORMCHECKBOX 
 Vision/Hearing Loss
     FORMCHECKBOX 
 Shortness of Breath
     FORMCHECKBOX 
 Phlebitis

	Please list any significant SURGERIES or INJURIES past or present:
      

	     FORMCHECKBOX 
 Varicose Veins
     FORMCHECKBOX 
 Vertigo

     FORMCHECKBOX 
 Herpes

     FORMCHECKBOX 
 Hepatitis

     FORMCHECKBOX 
 Emphysema

     FORMCHECKBOX 
 Chronic Fatigue Syndrome
     FORMCHECKBOX 
 Fibromyalgia

     FORMCHECKBOX 
 Poor Circulation
     FORMCHECKBOX 
 Degenerative Disc Disease

     FORMCHECKBOX 
 Herniated Disc

     FORMCHECKBOX 
 Scoliosis

     FORMCHECKBOX 
 Sciatica 

     FORMCHECKBOX 
 Frozen Shoulder

     FORMCHECKBOX 
 Anxiety

     FORMCHECKBOX 
 Depression

     FORMCHECKBOX 
 Parkinson’s Disease

     FORMCHECKBOX 
 Multiple Sclerosis

     FORMCHECKBOX 
 Crohn’s Disease

     FORMCHECKBOX 
 Loss of Sensation
     FORMCHECKBOX 
 Dementia

     FORMCHECKBOX 
 Alzheimer’s Disease

     FORMCHECKBOX 
 PINS, RODS OR ARTIFICIAL JOINTS/LIMBS

     FORMCHECKBOX 
 Pacemaker
     FORMCHECKBOX 
 High or Low Blood Pressure

	Any other conditions not listed?

(e.g. Digestive, Hearing, Vision, 

Central Nervous System)
     


	     FORMCHECKBOX 
 Diabetes   Type?      
	

	     FORMCHECKBOX 
 Other Cardiovascular? Describe:         
	

	     FORMCHECKBOX 
 Arthritis   Type?            
	

	                         Where?      
	

	     FORMCHECKBOX 
 Osteoporosis
     FORMCHECKBOX 
 Epilepsy/Past Seizures    
     FORMCHECKBOX 
 Asthma                
     FORMCHECKBOX 
 Cancer          
	

	     FORMCHECKBOX 
 Other Respiratory?        Type:                  

	

	                                              Describe:                  
	

	                                              Year Diagnosed:      
	


	


	     


	     


I attest that the Health History Information I have provided is accurate to the best of my knowledge.

Signature: ___________________________________________   Date: _____________________________________

