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MaSSage_Therapy_
_

print_Name_ ____________________________________

Name:__________________________________ _Date_of_birth:_ ___________________________ Sex:________________________

address:___ ____________________________________ City:_____________________________ Zip:__ ______________________

home_phone:____________________________________ Cell:___ ________________________ Work:________________________

In_case_of_an_emergency,_notify:__ __________________________phone:________________________________________________

Occupation:_______________________________________ referred_by:___ ______________________________________________

have_you_ever_experienced_a_professional_massage/body_work_session?______yes__or___No

What_do_you_expect_from_this_massage?___________________________________________________________________________

any_areas_that_you_specifically_like_to_have_worked_on?_________________________________________________________________

how_often_do_you_exercise?_____________________________________

how_many_glasses_of_water_do_you_drink_on_a_daily_basis?__ ____________

are_you_pregnant?___________________________________________

GENERAL MEDICAL INFORMATION

please_mark_your_area_of_your_concern_on_the_diagram_below. how_did_this_condition_develop?____________________________

__________________________________________________

When_was_the_very_first_time_you_noticed_this_problem?___ ________

__________________________________________________

have_you_ever_received_treatment_for_this_condition?______________

__________________________________________________

Is_there_anything_that_makes_your_problem_worse?___ ____________

__________________________________________________

Do_you_have_a_problem_lying_on_your_stomach_or_back_for_an__

extended_period_of_time?_________________________________

__________________________________________________

I_understand_the_massage_services_are_designed_to_be_a_service_and_are_in_no_way_to_take_the_place_of_a_doctor’s_
care.__When_information_is_exchanged_during_any_massage_session,_it_should_be_educational_in_nature_and_is_not_
intended_to_replace_a_doctor’s_order.__any_information_is_to_be_used_at_your_own_discretion.__I_have_read_this_form_
and_completed_it_to_the_best_of_my_knowledge.__

Please check any illnesses that may apply:

¢_painful_Joints_ ¢_arthritis_ ¢_Liver_ ¢_Stroke_ ¢_Varicose_Veins

¢_Cholesterol_prob._ ¢_Diabetes_ ¢_Seizures_ ¢_headaches_ ¢_Bruising

¢_high_Bl_pressure_ ¢_Cancer_ ¢_phlebitis_ ¢_Thyroid_ ¢_Skin_Disorder

¢_Lung_Disease_ ¢_Numbness_ ¢_Scoliosis_ ¢_Osteoporosis_ ¢_asthma

¢_Sensitive_Skin_ ¢_Bulging_Disc_ ¢_Back_Surgery_ ¢_Neck_Surgery

KENG CHIROPRACTIC 

DISABILITY INDEX QUESTIONNAIRE 

NAME           DATE ____________ 

How long have you had this pain _____ years _____ months  _____ weeks _____ days 

On the diagram below, please indicate where you are experiencing pain or other symptoms, right now.  

Pain Severity Scale: Rate the severity of your pain by making a slash through the following scale.

No Pain 0----------------------------------------- 5------------------------------------10 Extreme Pain

Patient Signature _____________________________


