Able Bodgwor‘cs - Clicnt Information

Name: HomeFPhone:
Address: WorkPhone:
Citg State:____ Z_”> _____ Ce”Fhone:
E_mail:

Bir’ch Date: Remcerrec! bg:
Emergency contact: Fhone:

thsician: Fhone:

Check all that aPP’9

O Do you suffer from stress? O Have you had any broken bones in the last two gcars?
O Do you suffer from back Pain? O Have you had an accident in the last two years?
O Do you have grcqucnt headaches? O Havc you had surgcrg?

O Do you have_joint swe”ing’? O Do you have numbness or sensitive areas?

O Do you suffer from arthritis? O Do you have circu]atorg Prob]cms?

O Do you have varicose veins? O Do you bruise casilg?

O Do you have ePi]ePsg or seizures? O Are you wearing contact lenses?

O Do you have ostcoporosis? O Arc you wearing dentures?

O Do you have any a”ergies? O Have you suffered from trauma?

O Do you have diabetes? O r’}ave you been scxua”g abused?

O Are you pregnant? O Do you have any other medical conditions?

O Do you Prcxcer to be clothed? O Are there areas that you do not want worked?
C,omments:

Flease list all Pcr‘tincnt medications:

(Client SEgnature: Date:

Notes:

It is important to fully disclose all pertinent medical conditions so that I can treat you more effectively
and avoid techniques that may be contraindicated. 2/11



