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Patient Information

Contact Information

Name Preferred Name

Email address Pronouns

Primary Phone Number ( ) [JMobile [Home OWork
Additional Phone Number ( ) L Mobile OHome  OWork
Address

City State _ ZipCode

Sex O Male OOFemale Gender ______ BirthDate / / Age

If a minor, Parent/Guardian Name(s)

Marital Status [ Single [ Married O Divorced [OWidow Number of Children
Occupation Employer/School
Work/Student Status [ Fulltime O Parttime

Preferred Appointment Reminder Notification Method(s) [ Email [OText [»$OBoth

How did you hear about us?

Insurance Information

Insurance Company

Policy Holder: (0Self [OSpouse [Parent

Policy Holder Name Birth Date / /

Policy Holder Address (if different from above)

City State Zip Code




evergreen

CHIROPRACTIC & WELLNESS

Massage Therapy Intake
Patient Name Today’s Date

Medical Information
Are you taking any medications? ONo [OYes,

Are you currently pregnant? [ONo [OYes: How faralong? __

Any high risk factors?

Do you suffer from chronic pain? [ONo [Yes,

Have you had any recent surgeries? CONo [OYes,

Have you had any orthopedic injuries? C01No [ Yes,

Please mark any of the following that apply to you:

O Cancer 0 Headaches/Migraines O Arthritis

O Diabetes O Joint Replacement(s) 1 Neuropathy

[ Sprains/Strains [ High/low Blood Pressure I Fibromyalgia

] Stroke [ Heart Attack I Kidney Dysfunction
0 Blood Clots O Numbness

Explain any conditions above:

Massage Information
Have you ever had a professional massage? [OINo [Yes,

What type of massage are you wanting? 1 Relaxation [Therapeutic/Deep Tissue
O Other

What type of pressure do you prefer? I Light [0 Medium O Firm/Deep

Do you have any allergies or sensitivities? LONo [Yes,

Are there any areas (feet, face, abdomen, etc) that you do not want massaged?

ONo OYes,

Please mark any of the following you would like in your massage:

O Hot Stones [ Essential Oils
O Cupping O CBD Qil

Please mark any areas of discomfort:

—_—

Anything else pertinent to your visit today?




