Balanced Fusion
Integrated Bodywork Techniques
10827 NE 68th Street, Suite E, Kirkland, WA 98033 425.495.5848

Health History and Patient Intake

Patient
Name: _____________________________________________________________
Address: _______________________ City _____________State ____ Zip _________
Phone: (H) ________________ (W) ________________ (M) ___________________
Date of Birth:  ________________________________________________________
Employer:  __________________________________________________________
Occupation:  _________________________________________________________
Email: _____________________________________________________________

Referred by: _________________________________________________________

Emergency Contact
Name: _____________________________________________________________
Phone:   ____________________________________________________________
Relation:  ___________________________________________________________

Is this your first professional massage?  Yes____ No____
If no, how often do you get a massage?  _______________________________________
What brings you to Balanced Fusion? ________________________________________
What have you used to alleviate your condition?   ________________________________
What aggravates your condition? ___________________________________________

Please circle any of the following conditions that apply to you:

Neck Pain					High Blood Pressure
Upper Back Pain				Low Blood Pressure
Lower Back Pain				Skin Disorder(s) _______________________
Sciatic Pain					Infectious Disease ______________________
Carpal Tunnel Syndrome			Common Cold
TMJ Disorder					Flu
Headache					Diabetes
Varicose Veins					Arthritis
Pregnancy					Fibromyalgia
Liver Disease					PMS
Kidney Disease				Grief Process
Heart Disease					Other _______________________________
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Surgeries within last 5 years: ______________________________________________
Cancer within last 7 years:   _______________________________________________
Currently taking any medications or supplements?  Please List: __________________________________________________________________
Preexisting injuries, illnesses or conditions to be aware of: __________________________________________________________________
Do you drink alcohol?  No____  Yes ____ How much & how often? ___________________
Do you smoke? No ___ Yes ___ How much & how often? __________________________
Do you wear contacts?  No ___ Yes ___   If yes, you may want to remove them due to the face cradle pressure on your eyes and risk of them drying out.

Physician
Name: _____________________________________________________________
Phone:   ____________________________________________________________
Reason for treatment:  __________________________________________________


The above information is accurate and true to the best of my knowledge.  I understand that massage therapists do not diagnose, prescribe medications or manipulate bones.  I further understand that massage therapy is not a substitute for medical attention or examinations.  I take full responsibility for alerting my practitioner to any physical, mental or emotional changes that occur with my health throughout the course of my treatment.  By signing below, I am voluntarily wishing to experience a massage/bodywork session by Tara Louis at Balanced Fusion.  I understand the procedure, benefits and contraindications for massage as well as the side effects which may occur as a result of a massage as explained to me by my massage therapist, and give my consent to proceed with treatment.


Name (Print)  ________________________________________________________

Signature: ____________________________________ Date: __________________





