Inner Peace Wellness, LLCSM
Client Health and Wellness Information

Referred by (i.e.: person’s name, internet search, specific website, etc)__________________________________________

Name _______________________________________________
Occupation________________________________

Address ________________________________________________________
Home Phone _______________________

City, State, Zip____________________________________________________
Work Phone________________________

Emergency Contact_______________________________________________
Birth Day___________________________

Email Address _________________________________    Are you currently under the care of a health professional? ______
If yes, please explain __________________________________________________________________________________

Please list any medications you are currently taking __________________________________________________________

Have you received professional massage or energy therapy before? ________   If yes, how long ago? __________________

What are you reasons/goals for choosing therapy today? ____________________________________________​​__________

Describe exercise activities you do (include frequency)________________________________________________________

How would you rate your current stress level on a scale of 1-10, ten being the highest level of stress?___________________

Would you like to be included in “Christy’s Monthly Email Update” mailing? (once monthly)_________________

Or the more frequent “Christy’s Last Minute Discount Offers” (several times weekly)?_____________________

HEALTH HISTORY

PLEASE MARK ALL THAT APPLY… PAST OR PRESENT

__Allergies

__Anxiety Disorder

__Arthritis

__Asthma

__Cardiovascular/Heart

__Cancer

__Car Accident(s)

__Carpal Tunnel Syndrome

__Depression

__Diabetes

__Eczema/Psoriasis

__Epilepsy/Seizures

__Fibromyalgia

__Fluid Retention

__Fracture/Sprains

__Headaches

__Herniated Disk

__Herpes I or II

__High/Low Blood Pressure

__Hip or Knee Replacement

__HIV or other Infectious Disease

__Hypoglycemia

__Infectious Condition

__Jaw Pain/TMJ

__Joint Pain

__Lupus

__Muscle Pain

__Neck/Spinal Condition

__Osteoporosis

__Phlebitis

__Post Traumatic Stress

__Pregnancy-now?

__Sciatica

__Surgery (ies)-list below

__Tendonitis/Bursitis

__Varicose Veins

__Whiplash

Please detail any and all surgeries _______________________________________________________________________

I have completed this form to the best of my knowledge.  I understand that massage/energy therapy is designed to be a health aid and is in no way to take the place of a doctor’s care when it is indicated.  Information exchanged during any session is educational in nature and is intended to help me become more familiar and conscious of my own health.  This information is to be used at my own discretion.  I understand that massage therapists do not diagnose illness, disease or physical conditions. I agree to communicate with my therapist any changes or updates regarding the status of my health._______ (initial to indicate acceptance)

Protecting your privacy is paramount and we have implemented procedures to safeguard the information included in your files. Computerized files can only be accessed with a password and all paperwork is kept in a locked office only accessible to health professionals of Inner Peace Wellness, LLC. Your information is used for treatment, payment and health care operations.    I ________________________________ give consent to Inner Peace Wellness, LLC for the use and disclosure of my Protected Health Information (PHI) for the specific purposes of providing treatment to me, receiving payment for services rendered to me and for general administrative operations of the practice.  I understand that I have the right to request restrictions on the use and disclosure of my PHI, but the practice is not required to agree to these restrictions.    
I understand that my appointment is time reserved especially for me, therefore I am responsible for payment in full of all missed or canceled appointments without 24-hour notice.  I understand that being late to my appointment may reduce the length of my session and that I am financially responsible for the original appointment length.  Balance for missed appointments must be paid in full prior to scheduling of any future appointments.  ________ (Initial to indicate acceptance)
Signature _______________________________________________________________  Date _______________

