
SHEILA PANEGASSER LMT
CONFIDENTIAL CLIENT HISTORY

Name_______________________________________________    Date of Birth__________________________

Address______________________________________city___________________state_______zip__________

Phone  (Home)_______________________(Cell)_______________________(Work)_____________________

Occupation________________________________________  Referred By_____________________________

Have you ever received massage therapy?___________________________________________________

Medical History
_____Hypertension  _____Pregnancy   _____Mental Illness
_____Heart Disease  _____Easy Bruising  _____Osteoporosis
_____Varicose Veins  _____Skin Rash   _____Osteoarthritis
_____Epilepsy   _____Open Sores   _____Rheumatoid Arthritis
_____Headaches   _____Allergies   _____Herniated disc
_____cancer   _____Hepatitis   _____Recent fractures
_____Artificial joint  _____Recent surgery  _____Deep vein thrombosis/clots
_____Scoliosis   _____Heart conditions  _____Fibromyalgia
Explain any of above areas checked:_________________________________________________________
            __________________________________________________________
________________________________________________________________________________________________
is there anything else about your health history you think that would be useful for 
your massage practitioner to know to plan a safe and effective massage for 
you?___________________________________________________________________________________________
List any current medications, vitamins or herbs____________________________________________
                                                                                   ________________________________________________
             

Please circle areas 
where you are 
experiencing pain, 
numbness, or 
discomfort

Present 
Symptoms____________________________________________________________________________

 Is this condition interfering with  Work__________  Sleep___________   Daily Routine_______


