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Circle the reason for your appointment today:   Massage Therapy  /  Wellness Services  /  Both 

 What is your major complaint or issue_________________________________________________________________________ 

HEALTH HISTORY 
1. Are you presently under the care of a medical doctor?       No     /     Yes           For:__________________________________________ 
2. What are your main sources of stress?_____________________________________________________________________________ 

3. Please check the following conditions that apply to you past or present. Then add dates + your comments  to clarify. 

Musculo-Skeletal 

o Headaches 

o Joint stiffness /swelling / pain 

o Spasms / cramps 

o Broken / fractured bones 

o Strains / sprains 

o Back / hip pain 

o Shoulder, neck pain 

o Arm, hand pain 

o Leg, foot pain 

o Chest, ribs, abdominal pain 

o Problems walking 

o Jaw pain / tmj 

o Tendonitis 

o Bursitis 

o Arthritis 

o Osteoporosis 

o Scoliosis 

Circulatory and Respiratory 

o Dizziness 

o Shortness of breath / Asthma 

o Fainting 

o Cold feet or hands 

o Cold sweats 

o Swollen ankles 

o Varicose veins 

o Blood clots 

o Stroke 

o Heart condition 

o Sinus problems 

o High  / Low blood pressure 

o Lymphedema 

Skin 

o Rashes / dry / itchy 

o Athletes’s foot 

o Warts 

o Moles 

o Acne 

Digestive 

o Nervous stomach 

o Indigestion / gas  / bloating 

o Constipation/Bowel issues 

o Cravings ________________________ 

o Diarrhea / loose stools 

o Diverticulitis 

o Irritable bowel syndrome (IBS) 

o Crohn’s disease 

o Colitis 

o Allergies / Sensitivity__________ 

o Stomach problems in general 

Nervous System 

o Numbness/tingling/Twitching 

o Fatigue/lack of energy 

o Chronic pain / Neuropathy 

o Sleep disorders 

o Ulcers 

o Paralysis 

o Herpes/shingles 

o Cerebral palsy 

o Epilepsy 

o Chronic fatigue syndrome(CFS) 

o Multiple sclerosis (MS) 

o Parkinson’s disease 

o Spinal cord injury 

Reproductive System 

o Pregnancy _____past  _____current 

o PMS 

o Menopause 

o Pelvic inflammatory disease 

o Endometriosis 

o Hysterectomy 

o Fertility concerns 

o Prostrate problems 

Other 

o Forgetfulness/Confusion 

o Depression 

o Difficulty concentrating/focus 

o Drug use    Present  or  Past   

o Alcohol / Nicotine / Caffeine use 

o Hearing / Visually impaired 

o Bladder infection 

o Kidney / Liver issues 

o Energy level:    good     ok       poor 

o Sleep issues 

o Weight issues 

o Eating disorder 

o Diabetes     1    or     2 

o Thyroid Concerns 

o Fibromyalgia 

o Cancer / Hepatitis / Aids 

o Viral / Bacterial inf    (list below) 

o Infectious disease (list below) 

o Surgeries__________________________ 

_____________________________________ 

_____________________________________ 

_____________________________________ 

Please list additional comments regarding your health and well being that I should be aware of:  

NUTRITIONAL ANALYSIS 
1. Please list any medications, nutritional supplements, herbs, vitamins currently on :__________________________________________ 

____________________________________________________________________________________________________________ 
2. Give a brief description of a typical day of eating for you:_______________________________________________________________ 

____________________________________________________________________________________________________________ 
3. Do you eat fast food more than 1x a week? ____________ About how many times per month?_____________ 
4. What % of your food is organic? ___________ Processed? ____________ Genetically Modified? ___________ Microwaved_________ 
5. Do you use artificial sweeteners? ____________ Diet foods? ________________ Light foods? _______________ 
6. How many 8oz servings do you drink a day: Coffee_________ Tea_________ Energy/Sports drinks ___________ Soda__________ 

Juice__________   Water_______ is it…Tap   /  Reverse Osmosis   /   Filtered     Alcohol__________ daily _________weekly     
7. Do you detox regularly? ____________ How often? ______________ Type of detox?_______________________________________ 
8. Do you exercise weekly? ___________ Type________________________________________ How long_______________________ 
 
 
The views and educational information expressed by Sara laux, Back To Balance LLC, Back To Balance Massage & Wellness are not intended to be a substitute for medical advice. nor do we 
intend to diagnose or treat any disease. We offer MassageTherapy & Wellness Services designed to  educate and help you in your journey towards balanced health.  We provide our services to 
you with reasonable care and skill.  I encourage you to make your own health care decisions based upon your own research and in partnership with a qualified health care professional.  

 
Client’s Signature:_____________________________________________________________     Date:_____________________________ 
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GOALS 

On a scale of 1 - 10 (with 10 being the greatest)  
Rate your current level of: 
 Overall Health ___________ Explain____________________________________________________________________ 
 Overall Energy __________ Explain____________________________________________________________________ 
 Overall Stress ___________ Explain____________________________________________________________________ 
Rate your desired goal for: 
 Overall Health ___________ Explain____________________________________________________________________ 
 Overall Energy ___________ Explain____________________________________________________________________ 
 Overall Stress ____________ Explain____________________________________________________________________ 

 
1. Have you ever had any traumas in your life, physical, mental, emotional or spiritual?        NO     /     YES 

Do you feel open to sharing? ____________________________________________________________________________________ 
2. What is your highest value in life? ________________________________________________________________________________ 
3. What benefits do you desire to experience? (mark all that apply) List your top 3 

 

o Increased Energy 

o Weight Management 

o Pain Management 

o Reduce/Eliminate Symptoms 

o Detoxification 

o Hormone Balance 

o Improved Digestion 

o Other______________ 

o Mental Clarity 

o Feel better overall 

o Reduce cravings 

o Other_______________ 

o Better Sleep 

o Less Stress 

o Balanced Moods 

o Other______________ 

WELLNESS COMMITMENT 

The best results of any program come from those who are committed. On a scale 1 – 10 (with 10 being the most committed) 
 How strong is your desire to experience beneficial results? __________________ 
 How committed are you when it comes to your health and the process it takes to make improvements? ________________  

Do you have any reservations (if so, what are they)? __________________________________________________________________ 
 

Along with commitment, a positive support group is incredibly important for successful follow thru. 
List 3 positive people in your circle of support? 

1. _______________________________________ 
2. _______________________________________ 
3. _______________________________________ 

 
As your practitioner, how can I best support you? ________________________________________________________________________ 
_______________________________________________________________________________________________________________ 
 

PERSONAL COMMITMENT 

I acknowledge my readiness and willingness, and commit 100% of my effort, both in thoughts and actions, to the process of being WELL.  
 
__________________________________         ____________________________________          ________________________________ 
Name  (print)     (Sign)      Date 
 
 

Thank you for choosing 

  
Massage & Wellness  

as part of your journey towards balanced health! 


