Gilkey Chiropractic Clinic

4466 Hwy 261 Newburgh, IN 47630

Phone: 812-853-2997

Fax: 812-853-2390

Massage Therapy Registration & History

Name: _______________________________________________________________  Date:____________________________
Address: _____________________________________________________________   DOB: ___________________________
City, State, Zip: ________________________________________________________Occupation: ______________________
Phone: ______________________________________________________________    Email: __________________________
Emergency Contact/Phone: _______________________________________________________________________________
My goal for the massage session?        Relaxation

                                                           To work on my specific areas of tension/soreness

                                                           Other _________________________________
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

Please indicate any area of tension or soreness that you would like the massage therapist to address specifically:

Prioritize ONLY specific problem areas (1 – High Priority, 2- Secondary, 3- if we have time, X – do NOT massage) 

_____ Neck               _____ Shoulders               _____ Hips/buttocks               _____ Legs                       _____ Arms
_____ Hands             _____ Feet                          _____ Upper back                    _____ Lower back          _____ Face/Scalp
 - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
What type of pressure do you prefer?       Light     Medium     Deep     Not Sure

Surgeries including date

(month/year): ________________________________________________________________________________________________

Accidents including date

(month/year): ________________________________________________________________________________________________

Have you had a professional massage before?                                                                    YES                                         NO
If female are you pregnant?                                                                                                       YES                                         NO
Do you have chronic back pain?                                                                                              YES                                         NO
Do you have varicose veins?                                                                                                     YES                                         NO
Do you or have you ever had blood clots?                                                                           YES                                         NO
Do you suffer from tension?                                                                                                     YES                                         NO
Do you now or have you ever had cancer?                                                                           YES                                         NO

Please explain all YES answers (if applicable) ________________________________________________________________________

OVER
Do you have any other medical conditions of which I should be aware? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you under a doctor or other health practitioner’s care?  If so, for what condition/s?  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you allergic to any oils, creams or lotions? _______________________________________________________________________

Medical History

Please circle all that apply

Head and Neck________________________Heart Circulation______________________Skin_________

Headaches/Migraines                                 High blood pressure                                 Bruise easily

Neck pain/tightness                                   Low blood pressure                                  Any open cuts or sores

                                                                   Swelling in feet/ankles                             Tender areas on skin

                                                                   Vericose/spider veins                               Skin allergies

                                                                                                                                    Infection or inflammation
Musculoskeletal_________________________Nervous System_______________________Respiratory System

Aching muscles                                            Difficulty in relaxing                                Easily out of breath

Muscles sore to the touch                            Difficulty in sleeping                                Airborne allergies

Aching joints                                                                                                                Smoking/how much?

Chronic low back pain                                                                                                 Congestion

Difficulty doing physical tasks

Any other condition/s you have: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Payment Information:  
Cash, Check or Credit Card     Gift Certificate     Bill my Insurance – I am a Chiropractic patient of this office

• Gratuities are not included in your massage treatment but are greatly appreciated by your therapist.

Authorization for Massage Therapy Treatment

I, _______________, understand that the massage therapy given here is for the purpose of stress reduction, relief from muscular tension or spasm, and/or increasing circulation and energy flow.  I understand that the massage therapist does not diagnose illness, disease, or any other physical or mental disorder.  As such, the massage therapist prescribes neither medical treatment nor pharmaceuticals, nor performs any spinal manipulations.  I understand that massage therapy is not a substitute for medical examinations and/or diagnosis and that it is recommended that I see a physician for any medical ailment that I might have.  Because a massage therapist must be aware of existing physical conditions, I have stated all my known medical conditions and take it upon myself to keep the massage therapist updated on my physical health.  Failure to do so will result in immediate termination of massage therapy at Gilkey Chiropractic Clinic.  I hereby certify that I have read and fully understand the above Authorization for Massage Therapy Treatment.  I also certify that no guarantee has been made as to the results that may be attained.
Signature __________________________________________ Date _______________________________________
