Patricia Pinto, LMT

105 Juniper Court

Carrboro, NC 27510

919-619-6407
ppinto318@gmail.com

www.abetterfitwithkmi.com
Personal Data and Health Screen

Name______________________________________     Date of Initial Visit___________

Street Address____________________________________________________________

City___________________     State_____     Zip_________     Date of Birth__________

Home Phone____________     Work Phone____________     Cell Phone_____________

Fax Number______________________     Email________________________________

What is your previous experience with professional massage/other bodywork?

What is your occupation?

What posture is assumed most of the day?

How many hours do you spend on a computer each day?

Lifestyle:

Nutrition________________________________________________________________

Exercise_________________________________________________________________

Tobacco_____________     Alcohol_____________     Drugs(non-med)______________

Medications______________________________________________________________

Sleep_______________     Bowels_______________     Caffeine___________________

Recreation & Interests_____________________________________________________

_______________________________________________________________________

Do you wear contacts (  ), dentures (  ), hearing aid (  )

Are there any specific aspects of your life that are particularly stressful (job, posture, habits, diet, family, etc.)? Explain.
Medical History:

____Hypertension




____Skin rash

____Heart disease




____Abscess or open sore

____Arteriosclerosis




____Skin sensitivity

____Varicose veins




____Mental illness

____Phlebitis





____Osteoporosis

____PMS/painful menstruation


____Osteoarthritis

____Easy bruising




____Rheumatoid arthritis

____Fibrositis





____Other infectious diseases

____Fluid retention




____Pregnancy/Now

____Headaches




____Intra Uterine Device

____Seizures





____Fibromyalgia

____Cancer/malignancy



____Chronic fatigue syndrome

____Diabetes





____Herniated disc

____Fractures





____Inner ear problem

____Allergies





____Nose bleeds

____Herpes I or II




____Blood clots

____HIV positive




____Other_____________________

____Surgery/fractures (explain) (dates):

____Implants of any kind:

____Prior injuries (explain) (dates):

____Musculoskeletal pain/stiffness (back, neck, shoulder, etc.) (explain) (dates)

____Any other physical or health challenges?

____Any difficulty lying on your back, front, or turning?

To better develop a massage/bodywork session that meets your individual needs, it will be helpful to know if you have:

____Any counseling history:

____Any history of abuse (recent or past verbal, physical, sexual, emotional):

____Any recent lifestyle/emotional challenge or loss:

____Are you under the care of a physician or other medical practitioner now? (  ) A counselor? (  ) For what conditions?

____Do I have permission to contact your physician should the need arise?

Name of Physician_________________________     Phone__________________

This information will be treated confidentially. In order to maximize the effectiveness and safety of massage sessions together, please give your feedback during and at the end of sessions. This will help in tailoring the massage session to serve you in the best possible way.

***

I have read the above information and discussed it with my practitioner. I understand that this work does not constitute medical treatment. It is a form of health and wellness maintenance utilizing the techniques of massage. I take responsibility for alerting my practitioner to any physical, mental, or emotional conditions that would affect this work.

Signature_____________________________________     Date______________

