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2255 Harbor Ave SW #205 ~ Seattle WA 98126 ~ 206.371.7115

Confidential Health Intake Form
CLIENT INFORMATION

	Date: 

	Name:

	Address:

	City/State/Zip: 

	Primary Phone Number:

	Secondary Phone Number:

	Date of Birth: 

	Marital Status:  

	Emergency Contact & Phone Number: 

	Occupation: 

	Email Address:

	How did you hear about us?


INSURANCE INFORMATION                       

	Insurance Co. Name:

	Insurance Co. Address:

	Insurance Policy Number:

	Insurance ID/Claim Number:

	Adjustor’s Name and Number:

	Date of Accident:


BILLING INFORMATION

 Cash     Medical Insurance    Workers Comp     Auto Accident         

CURRENT HEALTH COMPLAINTS

	What is your major complaint?

	What caused this condition?

	How often do you experience this?

	What aggravates the condition?

	What are you doing to relieve it?

	Are you currently under the care of other health care providers for this condition? If so, whom?

	What is your secondary complaint?


CURRENT HEALTH CONDITIONS 

Yes  No     Have you ever received a professional massage?              

Yes  No     Do you have skin problems or allergies? If so, please list:  
Yes  No     Female Clients:  Are you pregnant? 

Yes  No     Do you take medication? If so, please list:                          

Yes  No     Have you ever had surgery? If so, please describe:         

Yes  No     Do you have high/low blood pressure?                               

Yes  No     Do you have spinal problems? 
Yes  No     Do you have contagious/infectious disease?                      

Yes  No     Do you have heart problems?                                             

CONSENT FOR CARE

It is my choice to receive manual therapy; and I give my consent to receive treatment.  I have reported all health conditions that I am aware of and will inform my practitioner of any changes in my health.  All of the information provided above is to my knowledge, correct and current.

I understand that massage practitioners do not diagnose illness, disease, or other physical or mental disorders.  Massage practitioners do not prescribe medical treatment or pharmaceuticals.  It is clear to me that massage is not a substitute for medical examination or diagnosis and that it is recommended that I see a physician for any physical ailment that I might have.  I have stated all my known medical conditions and take it upon myself to keep the massage practitioner updated on my physical health.  

If I cancel, reschedule or skip an appointment without providing 24 hours notice, I agree to pay a $30 late cancellation fee.

Date: ______________ Signature: ___________________________________

