The Art of Chiropractic
Massage Therapy, Patient Admittance Form
Personal Information
Name: _____________________________________________ Birth Date (M/D/Y):__________________
Address: __________________________________________________ Postal Code: ________________
Phone: (h) _____________________ (w) _______________________ (c) ______________________
Email: _______________________________________________
Occupation: ______________________________________ Employer: ___________________________
In case of emergency: __________________________________________ (ph) ____________________
Family Doctor: _____________________________________________
Who may we thank for your referral? _____________________________________________________
Reason for Appointment
Chief complaint: _______________________________________________________________________
_____________________________________________________________________________________
How long have you had this condition for? __________________________________________________
What makes it feel better? _______________________________________________________________
What aggravates it? ____________________________________________________________________
Is this condition getting worse? ___________________________________________________________
Informed Consent to Massage Therapy
I do hereby give consent to the ART of Chiropractic to perform massage therapy treatments as requested.  I have had an opportunity to discuss the purpose of massage and should any concerns arise at any time I will not hesitate to ask.  I understand that results are not guaranteed.
I have given any and all valid information for further complications herein.
I intend this consent form to cover the entire course of treatment for my present condition and any future conditions for which I seek treatment.
I understand I need to provide 24 hours notice if I am unable to keep my appointment. Failure to do so will result in either a cancellation fee or a charge for the entire appointment.
X _________________________________	Date: ___________________
Signature of Patient
Health History Form
Please check all that apply:
· Diabetic
· High Blood Pressure
· Circulatory problems
· Heart problems
· Osteoporosis
· Arthritis
· Joint Swelling
· Cancer
· Insomnia
· 
Back Pain
· Migraines/Headaches
· Varicose veins
· Bruise easily
· Skin problems
· Allergies
· Epilepsy
· Tumors/Clots/Cysts
· Fibromyalgia
· 
Sciatica
· TMJ
· AIDS/HIV+
· Anemia
· Stroke
· Tension/Soreness
· Numbing/Stabbing Pains
· Other: ______________

If you answer “yes” to any of the following questions, please explain as clearly as possible in the space provided below.

Do you frequently suffer from stress?     □Yes     □No
Have you suffered any accidents in the past two years?     □Yes     □No
______________________________________________________________________________
Have you ever had surgery?     □Yes     □No

Have you had any broken bones in the past two years?     □Yes     □No
______________________________________________________________________________
Are you pregnant?     □Yes     □No	If yes, how many weeks? _______
Are you taking any medications?     □Yes     □No
______________________________________________________________________________
Do you have any contagious diseases?     □Yes     □No
______________________________________________________________________________
Are you sensitive to touch of pressure anywhere?     □Yes     □No



On the diagram below, please mark the areas you presently feel pain:
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