Owens Chiropractic P.S
32123 15t Ave S. Suite A-3, Federal Way, WA 98003 (P) 253-831-4637 (F) (253)235-5361

Massage Intake Form

Please Circle Your Billing Preference:
Health Insurance Motor Vehicle Insurance Work/L&I Injury Out-of-Pocket
Patient Registration :

Name: Date of Birth: / /
Email:

Mailing Address: City: Zip:
Physical Address: City: Zip:
Phone: HCW ( ) Gender:  Email:

Employer: Phone: ()

Address: Occupation:

Emergency Contact: Relationship: Phone: ()

Who can we share your information with:

Referring Doctor or Provider Phone: ()

Insurance information:
Insurance Company: ID #: Group #
Claim Adjuster: Phone number:

What pressure level do you prefer? (circle one) soft medium deep

Other than treatment related discussion, what conversation level do you prefer? (Please check one)

o no conversation
o alittle conversation
o no preference

What are your goals for massage?

Health Conditions? (Please list:)

Are you pregnant? If so, what stage?

Recent surgeries? If yes, please describe:

Are you on any medications? If yes, please explain:

Is there anything else we need to know?
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Owens Chiropractic P.S

32123 1%t Ave S. Suite A-3, Federal Way, WA 98003 (P) 253-831-4637 (F) (253)235-5361

Please answer the following questions:

Have you ever had a professional massage before?
Do you have any infectious or contagious disease?
Do you have any skin problems or allergies?

Do you have varicose veins or blood clots?

Have you had any recent surgeries?

Are you actively treating for cancer?

Massage Intake Form

Yes No

*(If actively treating for cancer; note from physician required)

Do you have auto-immune conditions/arthritis?

| WHAT WAS THE CAUSE OF YOUR PROBLEM/PAIN?

i

DESCRIBE YOUR PAIN/ PROBLEM

["V7HEN DID THE PAIN/ PROBLEM START?

SURGERY DATE (IF APPLICABLE)

T WHAT INCREASES YOUR SYMPTOMS/ PAIN?

WHAT DECREASES YOUR SYMPTOMS/ PAIN?

" iAS YOUR LEVEL OF DAILY ACTIVITIES DECREASED SINCE YOUR INJURY? YES NO
g ECK ALL THAT APPLY:
ng.g ailmn%%smms TOLERANCE O DIFFICULTY WALKING DISTANCES O DIFFICULTY REACHING UP
O UMITED STANDING TOLERANCE O OIFFICULTY WITH STAIRS O DIFFICULTY REACHING BACK
{1 FREQUENT POSITION CHANGES 1 DIFFICULTY TURNING HEAD [0 DIFFICULTY SLEEPING
{1 DIFFICULTY DRIVING 1 DIFFICULTY LOOKING UP [0 FALLEN IN THE LAST YEAR
[J  DIFFICULTY PUSHING/PULLING 0 DIFFICULTY BENDING/LIFTING [ FALLEN IN THE LAST 2 YEARS

N

o/
DAYS:
' MILD
0 1 2 3
BODY
VYHAT MEDICATIONS ARE YOU TAKING?
O YOU HAVE ANY OF THE FOLLOWING? I BRONCHITIS/ EMPHYSEMA
0 HEPATITIS
O PREGNANT O HIv/AIDS
O ALERGIES I TUBERCULOSIS (TB)
B XTiic O HIGH BLOOD PRESSURE
O SEIZURES/ EPILEPSY O HIGH CHOLESTEROL
O OSTEOPORDSIS/ ARTHRITIS ‘O STROKE/TiAs
O OSTEOPENIA O] MIGRAINE/ HEADACHES
O  CANCER/CHEMOTHERAPY O VERTIGO/ DIZZINESS
O WEIGHT/ ENERGY LOSS O BLOODCLOTS
O DIABETES

MODERATE
4 5 6 7

DESCRIBE THE TYPE OF PAIN (CIRCLE ALL THAT APPLY}):

SEVERE

’K CONSTANT INTERMITTENT SHOOTING SHARP

f: THROB BURN DULL
SINCE THE INJURY, YOUR SYMPTOMS ARE GETTING

\t" WORSE BETTER ____ UNCHANGED

PLEASE INDICATE YOUR PAIN LEVEL IN THE LAST COUPLE OF

8 9 10

PLEASE INDICATE WHERE YOUR PAIN/PROBLEM IS ON THE

|

PACEMAKER

HEART SURGERY
SHOULDER SURGERY
HIP SURGERY

KNEE SURGERY

NECK SURGERY

BACK SURGERY
NUMBNESS/TINGLING
OTHER MEDICAL
CONDITIONS/SURGERIES

ooooogoooo
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