Babich Chiropractic

10618 SE Kent-Kangley Rd., Suite 104

Kent, WA 98030

(253) 859-LIFE (5433)
Name:






Date

Address:




        Apt #            Birth date:    

City, State, Zip:





Home phone #:

Occupation: 





Work Phone #                                                   x

Referred By:





Cell phone #

History Of Health

Do you experience chronic headaches?………………………………………………………….……………..…….Y(   ) N (   )

Have You ever had surgery?………………………………………………………………………………………..……..Y(   ) N (   )


If yes, please explain______________________________________________________________

Have you broken any bones?………………………………………………………………………………………………Y(   ) N(   )


If yes, please explain______________________________________________________________

Do you experience any tingling and/or numbness?……………………………………..……….………………..Y(   ) N(   )


If yes, please explain______________________________________________________________

Do you experience any stabbing pains?……………………………………………………………..………………….Y(   ) N(   )


If yes, please explain______________________________________________________________

Do you have arthritis?……………………………………………………………………………………………..………….Y(   ) N(   )


If yes please explain______________________________________________________________

Do you suffer from seizures?……………………………………………………………………………..………………..Y(   ) N(   )

Do you have any immune deficiencies? (i.e. HIV viruses, Lupus, Hepatitis, MS)….….……………….Y(   ) N(   )


If yes, please explain______________________________________________________________

Do you have any skin conditions?(i.e. boils, infections rashes, herpes, active acne, lesions?).…….Y(   ) N(   )


If yes, please explain_____________________________________________________________

Do you have any cardiac or circulatory problems?………………………………………………………………..Y(   ) N(   )


If yes, please explain_____________________________________________________________

Are you taking any medications?…………………………………………………………………………………………Y(   ) N(   )


If yes, please explain______________________________________________________________

Do you have varicose veins?……………………………………………………………………………………………….Y(   ) N(   )

Have you sustained a neck or back injury?………………Date:    /     /      …………………………………………Y ( ) N ( )


If yes, please explain:-______________________________________________________________

Have you ever had a professional massage before?………………….……………………………..Y ( ) N ( )


If yes, what style of massage was it? (i.e. Swedish, Chinese, Shiatsu, Sport Massage, etc.)……………………..….


Which do you prefer?………………………………………………………………….……………..

What areas of your body may need special attention?………………………………………………………...

What degree of pressure do you feel you would like most?    Soft  1 2 3 4 5   Medium  1 2 3 4 5   Firm

What are your goals for massage therapy?…………………………………………………………………….

Generally, how would you describe your diet?………………………………………………………………..

For women only: Are you pregnant?……………………………………………..…………………Y ( ) N ( )


If yes, how many months?………………….Due Date:……………………..

Please read carefully and sign below

I understand that the massage treatment I receive from Babich Chiropractic is provided for the basic purpose of relaxation and the relief of muscular tension.  I am aware that the massage therapist is not qualified to examine, diagnose or treat any mental or physical illness or condition and that nothing discussed during my session should be construed as such.  Information exchanged during any massage or therapeutic session is educational in nature and is intended to help me become more familiar with and conscious of my own health status is to be used at my own discretion.  Additionally, anything discussed will remain strictly confidential.  I know that massage therapy is not a substitute for a medical examination, diagnosis or treatment and I am seeking or have seen a primary care provider for any mental or physical ailment that I am aware of.  Because massage is contraindicated under certain medical conditions, I affirm that I have stated that my entire known medical conditions and answered all of the above questions honestly.  I agree to keep the massage therapist updated on any changes to my medical profile.

I have been informed that the therapist has the right to refuse service to anyone and will not provide massage to anyone under the influence of alcohol or drugs, I also understand that it is my right as the client to terminate the session at any time if I am uncomfortable for any reason.

I agree to phone if I will be late for my appointment, understanding that I will receive only the amount of time remaining in my scheduled time slot.  I understand there is a 24-hour notice for cancellation and in the event this is not possible I am responsible for the regular massage fee.

Signature:………………………………………..     Date:………………………………

