Heart in Hand Confidential Client Information

Name _______________________________________        Date ___________________


Address _____________________________________email_______________________

Telephones: H)__________________ W) __________________C)_________________

Occupation_______________________  RH/ LH_______ Height______Weight_______

Referred by ___________________________  Age _______  Birthdate _____________

I, the undersigned person, understand that the massage therapy offered here is for the purpose of stress reduction, relief from muscular tension or spasm, or for increasing circulation and energy flow. I understand that the massage therapist does not diagnose illness, disease or any other physical or mental disorder, not does she prescribe medical treatment or pharmaceuticals, or perform spinal manipulations. It has been made clear to me that this work is not a substitute for medical examination and diagnosis, and that it is recommended that I see a physician for any physical ailment that I might have. Because a massage therapist must be aware of any physical conditions, I have stated all my known medical conditions and take it upon myself to keep the massage therapist updated on my physical health.

Signed____________________________________ Date _________________________

Please share your goals in coming to me for treatment: ___________________________

_______________________________________________________________________

Please list any complaints in order of importance: _______________________________

_______________________________________________________________________

Date(s) you first noticed symptoms __________________________________________

_______________________________________________________________________

Please list any accidents and/or operations that you have had including the dates: ______

_______________________________________________________________________

_______________________________________________________________________

Please indicate what types of body therapy you have had before:___________________

_______________________________________________________________________

Do you have any difficulty being touched by others? ____________________________

_______________________________________________________________________

Are you involved in any type of therapy at present? _____________________________

Do you maintain a well balanced diet? ________________________________________

Do you supplement your diet Y/N              
Do you wear contacts lens? Y/N 

Do you have any difficulty getting to sleep? Y/N How many hours of sleep? _________

What kinds of exercise do you do and how much?_______________________________

_______________________________________________________________________

How do you relax?________________________________________________________

List all medications you are presently taking: __________________________________

_______________________________________________________________________

Are you presently under a Doctor’s care?  Y/N 

Would you mind our discussing any relevant problems with your Doctor? Y/N  

Doctor’s name and address:  

_______________________________________________________________________

Please circle for present and underline for past if anything applies: (Draw on next page)

Blood clotting

chronic cough

painful menstruation

Varicose veins

difficulty breathing
irregular menstrual cycle


Poor circulation
allergies

cramps or backache

High/low blood pressure
tumors

pregnancy

Cortisone

osteoporosis

IUD

Inflammation

recent injury

cancer

If you have pain or numbness in any of the following, circle and indicate R, L or both:

Shoulder

arm

elbow


Hand

hip

leg

Knee

feet

jaw

Lower back

between shoulders
neck or head


Please do not drink alcohol before your session.

Also, remember to eat lightly before receiving massage therapy.

Meg Blanchet, M.A., L.M.T.

Licensed in Massage Therapy

2905 Adams Street

Certified: Hakomi Body-Centered Therapy

Eugene, Oregon 97405

Reiki Master

541) 485-3246
Trained in Functional Indirect, Craniosacral, Integrative Manual Therapy

