


Indicate areas of pain or discomfort below:

Indicate sensations in the areas circled such as dull or sharp, numbness, tingling, and how frequently 
_____________________________________________________________________________________

 s ______________________

______________________

List any other treatments you are receiving including acupuncture, chiropractic, physical therapy, etc. 
_____________________________________________________________________________________

What physical activities do you participate in and how often?_____________________________________

List any prior (childhood to present) injuries, accidents, falls, sugeries, or congenital conditions
_____________________________________________________________________________________

I your __
____________________________ 
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 In addition, I will inorm my bodyworker of any 
new medical conditions or physical limitations prior to each session.

 

 
 

 
 

,  
 

r ___________  __

Signature of Parent or Guardian (if under 18)______________________ Date___________
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