KULSHAN CARES, LLC
MARY ANN PERCY, M.S., L. M.T.

CONFIDENTIAL CLIENT INFORMATION FORM

NAME: DATE:

HOME ADDRESS:

CITY: STATE: ZIP:

CELL PHONE: OK TO LEAVE MESSAGE

OK TO TEXT

HOME PHONE: OK TO LEAVE MESSAGE

EMAIL: OK TO EMAIL

OCCUPATION:

DATE OF BIRTH: PLACE OF BIRTH:

SOCIAL SECURITY #:

EMERGENCY CONTACT:

PHONE: RELATIONSHIP TO YOU

REFERRED BY:

MASSAGE INFORMATION:

HAVE YOU EVER RECEIVED PROFESSIONAL MASSAGE BEFORE?

HOW RECENTLY?

HOw DO YOU FEEL TODAY?

LIST AND PRIORITIZE YOUR CURRENT SYMPTOMS/ISSUES (STRESS, PAIN,
STIFFNESS, NUMBNESS/TINGLING, SWELLING, ETC):

DO THESE SYMPTOMS INTERFERE WITH YOUR DAILY ACTIVITIES?

IF YES, PLEASE EXPLAIN:

ARE YOU WEARING CONTACTS? A HAIRPIECE? DENTURES?

ARE YOU PREGNANT?




HEALTH HISTORY:

PAST SURGERIES OF INJURIES (PLEASE INDICATE TYPE AND DATE):

DO YOU CURRENTLY HAVE ANY OF THE FOLLOWING HEALTH CONDITIONS? (IF
YES, PLEASE CIRCLE. IF UNSURE, PLEASE ASK):

BLOOD CLOTS CONGESTIVE HEART FAILURE CONTAGIOUS DISEASE

INFECTIONS PITTING EDEMA

PLEASE INDICATE CONDITIONS YOU NOW HAVE OR HAD IN THE PAST. PLEASE
PROVIDE DETAIL, INCLUDING TREATMENT RECEIVED:

CURRENT PAST MUSCLE OR JOINT PAIN

CURRENT PAST MUSCLE OR JOINT STIFFNESS
CURRENT PAST NUMBNESS OR TINGLING
CURRENT PAST SWELLING

CURRENT PAST BRUISE EASILY

CURRENT PAST HIGH/LOW BLOOD PRESSURE
CURRENT PAST STROKE OR HEART ATTACK
CURRENT PAST VARICOSE VEINS

CURRENT PAST SHORTNESS OF BREATH/ASTHMA
CURRENT PAST CANCER

CURRENT PAST NEUROLOGICAL (EG MS, PARKINSON’S)
CURRENT PAST EPILEPSY, SEIZURES

CURRENT PAST HEADACHES/MIGRAINES
CURRENT PAST DIZZINESS, RINGING IN EARS
CURRENT PAST DIGESTIVE CONDITIONS (EG IBS, CROHN’S)
CURRENT PAST GAS. BLOATING, CONSTIPATION
CURRENT PAST KIDNEY DISEASE OR INFECTION
CURRENT PAST ARTHRITIS

CURRENT PAST OSTEOPOROSIS

CURRENT PAST SCOLIOSIS

CURRENT PAST FRACTURE/S

CURRENT PAST DIABETES

CURRENT PAST ENDOCRINE/THYROID CONDITIONS
CURRENT PAST DEPRESSION, ANXIETY

CURRENT PAST MEMORY LOSS, CONFUSION

CURRENT PAST ALLERGIES




COMMENTS:

CONSENT FORTREATMENT:

IF | EXPERIENCE ANY PAIN OR DISCOMFORT DURING A SESSION, | WILL
IMMEDIATELY INFORM THE PRACTITIONER SO THAT THE PRESSURE AND/OR
STORKES MAY BE ADJUSTED TO MY LEVEL OF COMFORT. | FURTHER
UNDERSTAND THAT MASSAGE/BODYWORK SHOULD NOT BE CONSTRUED AS
A SUBSTITUTE FOR MEDICAL EXAMINATION, DIAGNOSIS, OR TREATMENT AND
THAT I SHOULD SEE A PHYSICIAN OR OTHER QULIFIED MEDICAL SPECIALIST
FOR ANY MENTAL OR PHYSICAL AILMENT OF WHICH | AM AWARE. |
UNDERSTAND THAT MASSAGE/BODYWORK PRACTITIONERS ARE NOT
QUALIFIED TO PERFORM SPINAL OR SKELETAL ADJUSTMENTS, DIAGNOSE,
PRESCRIBE, OR TREAT ANY PHYSICAL OR MENTAL ILLNESS, AND THAT
NOTHING SAID IN THE COURSE OF THE SESSION GIVEN SHOULD BE
CONSTRUED AS SUCH. BECAUSE MASSAGE/BODYWORK SHOULD NOT BE
PERFORMED UNDER CERTAIN MEDICAL CONDITIONS, | AFFIRM THAT | HAVE
STATED ALL MY KNOWN MEDICAL CONDITIONS AND ANSWERED ALL
QUESTIONS HONESTLY. | AGREE TO KEEP THE PRACTITIONER UPDATED AS
TO ANY CHANGES IN MY MEDICAL PROFILE AND UNDERSTAND THAT THERE
SHALL BE NO LIABILTIY ON THE PRACTITIONER’S PART SHOULD I FAIL TO DO
SO. | ALSO UNDERSTAND THAT ANY ILLICIT OR SEXUALLY SUGGESTIVE
REMARKS OR ADVANCES MADE BY ME WILL RESULT IN IMMEDIATE
TERMINATION OF THE SESSION, AND | WILL BE LIABLE FOR PAYMENT OF THE
SCHEDULED APPOINTMENT. UNDERSTANDING ALL OF THIS, | GIVE MY
CONSENT TO RECEIVE CARE.

CLIENT
SIGNATURE: DATE:

PARENT OR GUARDIAN SIGNATURE (FOR MINOR):

DATE:




