ELITE Therapeutic

~——— Massage

1121 Westrac Drive, Suite 102

Fargo, ND 58103
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HEALTH HISTORY INFORMATION R —
Therapist:
Name Date
Address
City State Zip
DOB E-Mail
Home Phone Cell/Work
Occupation
Emergency Contact Phone
Physician
Chiropractor
How did you hear about us?
Are you currently under any medical supervision? |f so, please explain:
Are you currently taking any medication?
Please list any major surgeries?
Reason for your massage treatment today?
Have you received massage therapy before? Yes or No |
If yes, how long ago? -
What type of exercise do you do weekly?
Please circle any symptoms presently or recently experienced:
Acne Heart Disease
AlDs (HIV) High Blood Pressure Pregnancy
Allergies Hives/Shingles NP A
Arthritis Joint Problems

Athlete’s Foot
Back Pain/Tension
Cancer/Tumor
Constipation
Depression/Anxiety
Diabetes

Eczema
Fibromyalgia

Headaches

Kidney Disease

Lung Disease

Multiple Sclerosis/Parkinson’s Disease
Psoriasis

Sprain/Strain or Dislocation of a joint/muscle
Stroke

Thyroid Disease

Varicose Veins

Other

How many weeks?

Do you have any of the following:
__ Physicians Approval
____Preeclampsia/Toxemia

____Premature Labor Symptoms
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