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Health History Form 
 
Please complete form in full. 
 

 
 
If your health status changes in the future please let us know. All information gathered is confidential except as required by law. 
You will be asked to provide written authorization for release of any information. 
 
�: Please indicate conditions you are experiencing or have experienced. 
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Update	  _____________________	  
_____________________	  
_____________________	  
_____________________	  

	  

 
 
 
Main Complaint 
 
Numbness OOOO   Burning ✗✗✗✗     Stabbing ///////  Pins & Needles ●●●●  Aching ✳✳✳✳✳ 

 OOOO       ✗✗✗✗    ///////              ●●●●              ✳✳✳✳✳ 
 

 
 
Location of the pain. Please use the diagrams. Try to be as specific as you can. 
__________________________________________________________________________________ 
Cause of the pain: ___________________________________________________________________ 
How long have you had the pain? _______________________________________________________ 
How frequent is the pain? (all day/night/only when you get up?) ______________________________ 
How intense is the pain? (scale of 1 –10) _________________________________________________ 
How would you describe the pain? (achy, throbbing, burning) ________________________________ 
What makes the pain increase? _________________________________________________________ 
What makes the pain decrease? _________________________________________________________ 
What medications are you presently taking for the condition (muscle relaxants, painkillers?)? 
___________________________________________________________________________________ 
Is there a history of this condition? ______________________________________________________ 
Have you received any other treatment for this condition? If yes, please describe and comment on its success. 
___________________________________________________________________________________ 
What results do you desire from your treatment? ____________________________________________ 
 
Have you received massage therapy previously?  Yes        No 
	  


