


		Acupressure Shiatsu Intake Form


Name:	Date of Initial Visit	


Address	State	Zip	


Home Phone ________________	Cell phone	email	


Date of Birth _____	Age	Occupation	


Have you had massage/bodywork before?	What type?	


REASON FOR VISIT


What is your primary concern?	


What are other areas of concern?	


When did your first notice it?	What brought it on?	


 any stressors occurring at the time	


What activities or medications provide relief?______________________________________________________





what makes it worse?_________________________________________________________________________


Is this condition getting worse?	interfere with work	sleep	recreation	�Describe your exercise routine (type,


frequency)	


MEDICAL HISTORY


Are you currently under the care of another health care practioner(s)?	Reason(s)	


______________________________________________________________________________________


Name(s) of Practitioner	Address:	


Phone	email	�Current


Medications:	


Allergies: specify allergen and reaction:	_______________________________________________________


_______________________________________________________________________________________


Supplements/Remedies	








FAMILY HISTORY


Alive? Age/Cause of Death Major Health Issues


Mother:	


Father:	


Siblings:	





MEDICAL HISTORY


Are you pregnant? ___ no ___ yes____      If yes, what week?_________________


Do you use Tobacco?	Quantity______/ppd Alcohol?	Quantitiy______________ounces/ day


Marijuana?	Quantity	Other:	Have you been under treatment for


substance use? If so, describe:	


Surgical History (year and type)	


____________________________________________________________________________________


Recent Procedures:	


Hospitalizations: ______________________________________________________________________


____________________________________________________________________________________





Accidents or Traumas: __________________________________________________________________


Falls/Injuries (describe): _______________________________________________________________	


Circle any of the following you are Currently experiencing�Underline and of the following you have experienced in the Past


Headaches (migraine, tension, cluster)	Hypertension	Osteoporosis / Osteoarthritis	Fibromyalgia


Asthma	Cold Hands or Feet	Swollen ankles	Sinus Conditions	Seizures


Skin Disorders: Eczema, Shingles, Psoriasis Other:	


Sciatica	Painful Joints	Swollen Joints	Spinal Problems	Anxiety	Fatigue


Trouble Sleeping	Fainting Spells	Depression


Muscular Tightness: (location)	


Varicose Veins (location)	


Herniated or Bulging disc: (location)	


Contact lenses	Dentures	Artificial joints		Frequent Colds/ Upper Respiratory conditions

















