Structural ]ntcgrativc Boc]gwork
Qlicnt Health Historg

Sharing information is voiuntary and is clcsignccl to imProvc the qualit3 of service to you.

T his information is strict]g confidential and may be important to your treatment.

Y our information:

Name: Da’ce:

Address:

Citﬂ: Statc: ZIP

FPhone: CI(h) CI(w) )

(Please place a checkmark next to your preferred method of contact.)
Email:
Oeccu Pation:
Your agc?_DOB: Hcigl—wtz - Wcightz -

E_mcrgcncg C ontact |nformation:
Name: F!’xone: Re]ationship:

Did someone refer you to me?

(please circle) ch No l{:ges, who referred gou?z

What is the reason for your visit?
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What would you like to gain from treatment?

What are your current dai!y activities? (list work, exercise, hobbies, etc)

Flcasc indicate your stress level.

Low Moderate High
0 1 2 3 4 5 6 7 8 9 10

Flease list all Pharmaceutical medications:

Flease list any vitamins/suPPlements your are current!y takir\g:

What are your ) biggcst health cha”cnges currentlg:
|

2
5

How do your current health c}wa”cnges limit you?
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Circlc the Fo”owing conditions that applg to you, Past and Prcscnt. Flcasc add your comments

to c]arhcg the condition.

MUsculo-»Skclctal Ncrvous Sgstcm
Headaches Numbnessi/tingling
Joints stiffness/swelling  Fatigue
Broken/Fractured Bones Sleep disorders
Strains/Sprains Ulcers

Back, hip pain Paralysis

Shoulder, neck, arm or Herpes/shingles
hand pain Cerebral Palsy
Problems walking Epilepsy

Jaw pain/TMJ Chronic Fatigue
Tendonitis Syndrome

Bursitis Multiple Sclerosis
Arthritis Muscular Distrophy
Osteoporosis Parkinson's Disease
Scoliosis Other:

Other:

mncsscs or Disease ngccological

Diabetes Pre menopausal
Dizziness Post menopausal
Short of breath Hysterectomy
Fainting Prolapse/explain

Cold feet or hands

Cardiac problems

High Blood Pressure

Allergies

Breathing problems
lliness/flu/cold
Other:

Additional (Comments:

Skin Digestive

Bruise easily Indigestion

Rashes Constipation

Allergies Intestinal gas/bloating
Athlete's foot Diarrhea

Acne Irritable bowel syndrome
Impetigo Chron's Disease
Hemophelia Colitis

Other: Other:

Other

Loss of Appetite
Depression

Difficulty concentrating
Hearing Impaired
Diabetes
Fibromyalgia

Post Polio Syndrome
Cancer

Tuberculosis
Water/day
Alcohol/day
Nicotine/day
Caffeine/day
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Do you have any other conditions that may deserve attention?

Flcasc list any accidents or falls and when theg occurred.

Flcasc list any broken boncs/?racturcs and when thcg occurred.

Flease list any SCARS, surgeries, minor and major and when t}'xeg occurred.

Are you current!g receiving any kind of health care treatment? ]Fges, P!ease spcchcg

(convcntional/medica] or altemative/comPiementary treatment)

What kinds of Bodywork have you expcrienced before? How often?

ls there anything else that feels 5igni1cicant to you that you want me to be aware of?

FEMALES ONLY
Are you Pregnaﬂt ot trging to become Pregnant’? Yes No

Duc date:
Do you have children? l]cgesj how many? __
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Flease circle areas of Pain or discomfort.

Additional (Comments:
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Qonscnt For Manual i‘\crapg

| consent to the manual therapg from | auree Moretto, certified in Structural ]ntegration, Nationa”}j
Certified and | icensed Massage Practitioner in the State of [lorida.

T he course of each session will be determined bg your needs at the time of the aPPointment. T here will

be a consultation of the beginning of each session to determine your needs.

] give Permission to Lauree to work with and touch my bodg applging whatever tecl‘miques aPProPriate
for helping you establish and restore balance and alignment, reduce stress, and self education. | his

therapy is not medical in nature and is not a substitute for medical attention when needed.

|n the course of this session, it is Possiblc that uncomfortable sensations may occur. | understand and

agree to bc accountab]c )Cor cxPressing any concerns so that we can work togcthcr.

T o be effective and fair to you, my other clients, and | auree as well, the following policy needs

to be acknowledged: E_xccpt for emergencies, a 24 hour advance notice is rcquircd when
canceling your aPPointmcnt This time is blocked cxclusivcly for you. ] Fuﬂy understand and
agree that ] will be chargcd the full amount for any missed aPPointmcnts‘

All services rendered to me are my Personal resPonsibilitg and | agree to make payments for these
services to the health care Provicler’s office. | also understand that if | suspencl or terminate my care and
treatment, any fees for services rendered will be immecliately due and Pagable. Should third party

collection become necessary, | agree to pay all fees involved in collections of the account.

] understand Pagment is due at the time of our aPPointment unless other agreements have been made.

Client Name (Printecl):
(lient Signaturc:

Farents or (juardians name, if clientis a minor:

Date:
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