SHIATSU MASSAGE HEALTH FORM

	Name
	Date

	Date of birth
	Age

	Marital status
	Education

	Profession
	Hours worked/day

	Occ. hazards
	

	address
	City

	Email address
	

	Tel (work)
	Tel (Home)

	Medical History
	

	Recent checkup
	

	Operations
	

	Traumas
	

	Sports
	

	Hobbies
	

	Relaxation
	

	Are you currently on medication?
	

	Are you under stress?
	

	Are you pregnant
	

	Do you have any muscle pain and if yes please specify
	

	Do you have any bone problems and if yes please specify
	

	Doctors name
	

	Doctors phone number
	

	Doctors address
	

	In case of emergency whom should we call?
	

	How did you hear about us?
	



