
The Therapy Cottage 
Health History 

 Please have Photo ID available at the time of your appointment (Therapist use only   ______ )  

Name  ______________________________________________ Date of Birth  _______________________ 

Address  _________________________________________________________________________________ 

City  ____________________________________ State  _________________ Zip  ___________________ 

Home Phone  _____________________________ Work Phone  ____________________________________ 

Cell Phone  _______________________________ E-mail address  __________________________________ 

Best way to contact you (please circle)         Home Phone         Work Phone         Cell Phone         E-mail 

Occupation  ______________________________ Referred by _____________________________________ 

Are you wearing contacts? Yes No Are you pregnant? Yes No If so, what month? _______ 

Physician  ________________________________ Marital Status  _________ # of children  ____________ 

Emergency Contact ______________________  Phone  _______________  Relationship  _______________ 

 
How did you hear about us?  ________________________________________________________________ 

Why are you coming for massage therapy?  ____________________________________________________ 

On what areas of the body would you like the therapist to focus?  __________________________________ 

When was your last massage?  _______________________________________________________________ 

What was it for (relaxation, rehab, injury, etc.)?  _______________________________________________ 

What type of pressure do you like?  LIGHT MODERATE  DEEP   

What factors in your life are contributing to your tension or stress?  _______________________________ 

__________________________________________________________________________________________ 

What do you do to take care of yourself (sports exercise, recreation, hobbies, self-care)?  ______________ 

__________________________________________________________________________________________ 

 
What is your most significant pain complaint?  _________________________________________________ 

When did it first occur?  ____________________________________________________________________ 

What makes it feel better / what do you do to get relief?  _________________________________________ 

What brings it on or makes it worse?  _________________________________________________________ 

Describe how it feels (sharp, dull, throbbing, stinging, numb, shooting, etc).  ________________________ 

Does the pain travel?      Yes No From where to where?  _________________________________ 

How severe is the pain on a scale of 1-10 (10 being worst)?  Daily  ____________ Now  _____________ 

When is the pain the worst (please circle)? Morning Afternoon Evening Bedtime 



 
Please circle any of the following that you are currently taking: 

Laxatives  Sedatives  Sleeping pills  Insulin  Blood thinners 

Aspirin  Vitamins  Herbs   Minerals Pain medications 

Ibuprofen / Motrin  Acetaminophen / Tylenol   Birth control (type? _________________ )  

Anti-inflammatory medications  Anti-anxiety medications  Anti-depressants 
 

Are you taking any other medications / supplements at this time? Yes No 

Medication/Supplement   Prescribed or over the counter?  For what condition? 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

 
Are you currently under medical supervision?   Yes    No  Physician  __________________________ 

For what condition(s)?  _____________________________________________________________________ 

__________________________________________________________________________________________ 

If you have any other medical conditions, such as high blood pressure, allergies, varicose veins, diabetes, 

phlebitis, cancer, heart condition, infectious/communicable disease, please describe them below. 

Condition  Date Diagnosed  Physician/Hospital  Treatment 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

 
Please describe any injuries/surgeries/accidents you have had. 

Incident / How did it happen?  Date of Incident Physician/Hospital  Treatment 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

 
What other information regarding physical conditions / cautions / concerns would you like to share with 

your therapist?  ___________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 



 
Please circle any conditions you currently have.  Please underline conditions you have had in the past. 
 

Headaches   Migraines    Light headedness 

Loss of memory  Eye / face twitching    Wear contacts or glasses  

Eyes are light sensitive Face gets flushed   Head feels heavy    

Ringing in ears  Hearing problems    Loss of balance     

Sinus issues   Allergies / hay fever / asthma  Throat infections    

TMJ    Grind teeth    Thyroid issues   
 

Shortness of breath   Chest pains    Heart palpitations   

Heart attack   High blood pressure   Low blood pressure   

Indigestion / Reflux / GERD  Nausea     Nervous stomach or stomach trouble  

Ulcers    Intestinal gas    Celiac’s disease   

Kidney problems  Bladder problems   Liver problems 

Gallbladder problems  Appendicitis    Constipation     

Diarrhea    Pelvic cramps    Prostate problems 
 

Scoliosis   Low back pain    Pinched nerve (where? ________________ ) 

Herniated or bulging disk Osteoporosis    Grating in neck 
 

Anemia   Blood clots, phlebitis   Painful / swollen joints (where? ________ )   

Varicose Veins  Leg cramps    Lypomas / Cysts (where?  _____________ )  
 

Sciatica    Diabetes (type?   I   II   )  Fibromyalgia  

Multiple Sclerosis  Lupus     Cancer (type?  ______________________ )  

Rheumatic Fever   Carpal Tunnel Syndrome  Arthritis (type? ______________________ ) 

Epilepsy / Seizures / Convulsions     
 

Hepatitis (type?  A   B   C  ) HIV positive     AIDS    

Tuberculosis    Herpes / Cold sores / Canker sores STDs (type?  _______________________ ) 

Plantar warts   Warts other than plantar warts Fungal infection  
 

Fatigue   Chronic fatigue    Fainting  

Loss of strength / weakness Cold hands or feet   Numbness / pins & needles in legs/feet 

Bruise easily   Tightness in shoulders / arms  Numbness / pins & needles in arms/hands  

Excessive perspiration Cold sweats     Muscle spasms (where? _______________ ) 



Shooting pains (where? _____________________ ) Skin condition / rash (where? ______________________ )  

Stitches (where? __________________________ )  Area of inflammation (where? ______________________ ) 

Limited range of motion (where? _____________ ) Bursitis (where? _________________________________ ) 

Implants (where? __________________________ ) Prosthetic (where? _______________________________ )  
 

Insomnia   Sleep apnea    Claustrophobia   

Panic attacks    Nervousness    Irritability    

Depression   Manic depression   Bi-polar disorder   

Schizophrenia   Eating disorder   Split / multiple personality 

 
Please indicate your current level of usage of the following items:  

H – heavy M – moderate  L – light N – none 

Alcohol H M L N  Sugared products / sweets H M L N 

Tea   H M L N  Caffeinated beverages  H M L N 

Soda   H M L N  Artificial Sweeteners   H M L N  

Coffee  H M L N   Wheat flour products   H M L N 

Tobacco H M L N   

 
How much water (NOT including coffee, tea or soda) do you drink each day? ___________ ounces 

 
• I certify that the above information is complete and accurate.  I will keep the therapist informed of any changes as 

they occur and complete an amendment to my existing health history.   

• I understand that: payment is due at the time of treatment unless other arrangements have been made, I am 

responsible for payment if third party payment is not made, and that a fee will be assessed for a returned (non-

sufficient funds) check. 

• I agree to give 24 hours notice of cancellation of a scheduled appointment.  If less than 24 hours notice is given, I 

agree that the therapist may charge me for the time of the missed session.   

• I understand that neither The Therapy Cottage nor any therapist will be liable for any injuries or loss sustained to 

myself or to my property while on the premises.  In addition, the therapist and The Therapy Cottage’s staff disclaim 

responsibility for injury sustained while performing exercises or stretches suggested to me.  I will not begin exercises 

or stretches without first consulting my physician. 

 

Client Signature  _________________________________________ Date  _________________________ 

 

Therapist Signature   ______________________________________ Date  _________________________ 
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