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New Client Form Please note: The information on this form is kept strictly confidential

JFirstName: o Sdurmame:

JAddress:

Postcode: ] DateofBirth:

_ContactNumber. . EmergencyContact.

_Occupaton: Healthfund.

Al
Is this your first massage? How often do you have massages?

Have you had, or are you currently suffering from, any of the following?
Kidney aiments [:]
Shingles [:] '
Diabetes [:]
Arthritis D

Skin Disorders [:]
Joint replacement [:]

Varicose veins
Headaches

Depression

Neck/spinal injury
High/low Blood Pressure

Cancer

Oo000000000

Blood Clots Nervousness [:]
Osteoporosis Dizziness [:] |
Herpes Infectious conditions D
Allergies Epilepsy [:]
Heart Ailments Loss of Balance D
Other Numbness [:]

”””””””””””””””””””””””””””””” Mark any area of pain or injury

Do you currently have any of the folowing?

Cold/flu/fever [:] Infection [:] Pregnancy [:]
Are you currently under any medical or health care treatment, taking medication, or have you had recent

surgery?

[fso,please desCribe . ... .. ...

Signature: Date




