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CITY  MARSHALL ®

HEALTH  HISTORY  CONSULTATION  FORM
STRICTLY  CONFIDENTIAL
The following information is required for your health and safety.  While your massage treatment is very safe, there are certain conditions which may be adversely affected by this therapy treatment and are therefore classed as contraindications.  The more information gained about you, the better I will be able to tailor the treatment to your specific requirements. 

This information will be treated in the  strictest confidence.  It may be necessary for you to consult your GP / consultant or give your written informed consent before treatment can begin.
Occupation:  ____________________________ I  Today’s Date: ____/________  /  202 __          
Date of Birth: _______/_______  / ________       I   Marital status  _________________

Are you under the care of a chiropractor, physiotherapist, or any other health practitioner?         Yes 
        No 

Please state which and for what conditions: 



  Medical History – please complete AND CIRCLE specific conditions



          Dates & Details

Allergies: nuts, essential oils, lactose, vinegar, hay fever     Yes
     No
____________________________________

Any current infections, disease, headache or fever?
             Yes
     No
____________________________________

Trying to conceive, pregnant, menstruating or on HRT?       Yes
     No             ___________________________________

Are you wearing a hearing aid or cochlear implant now?      Yes
     No
____________________________________
Surgery, injuries, falls, whiplash etc – past 5 years?
             Yes
     No
____________________________________
Broken bones, sprains, strains etc – past 5 years?
             Yes
     No
____________________________________
Blood clots, thrombosis, phlebitis, varicose veins?
             Yes
     No
____________________________________
Arthritis, osteoporosis, rheumatism, inflammation?
             Yes
     No
____________________________________
Fluid retention, IBS, Crohn’s, Colitis, Lyme, Raynaud’s?       Yes
     No
____________________________________
Dysfunction of the nervous system? Epilepsy? MS?
             Yes
     No              ___________________________________
Diabetes, cholesterol, asthma, cancer, blood pressure?      Yes
     No
____________________________________
Skin conditions: eczema, psoriasis, athlete’s foot, acne?     Yes
     No
____________________________________
PTSD, panic attacks, SAD, ME, Insomnia, loneliness?            Yes
     No
____________________________________

Headaches, migraine, PMS, PMT or Endometriosis?               Yes     No            ____________________________________
Frequent fatigue, brain fog, stress, anxiety, depression?      Yes     No
____________________________________

Any antibiotics taken in the last 12 months?
              Yes
     No
____________________________________

Are you taking any medication or natural remedies?               Yes     No             __________________________________
For what condition / name of medicine or supplement?    
_____________________
________________________________________________________________________________________________________
Are there any other conditions or medical issues that I should be aware of?
_____________________________________________________________________
Objectives:  LIST 2 or 3 HEALTH PRIORITIES / GOALS (even ongoing things) YOU WANT TO IMPROVE 
_____________________________________________________________________

                   PLEASE   TURN  OVER  … / 2

Is your general health / immunity                                     Good         OK
Average
Poor 

How would you rate your current stress levels           Good         OK  
Average
Poor 

Are your current sleep patterns 
Good         OK
       Interrupted
Poor 

Are your energy levels
Good         OK
Average
Poor 

Do you find time for relaxation / hobbies
Often
                 Sometimes
               Seldom 

Do you have any special diets?  Vegan   Vegetarian   Lactose-free   Gluten-free   Other ____________________



How often PER WEEK do you have? circle foods+number:
Red Meat – unprocessed: chops, rib-eye, rump steaks      Seldom 1-2 a week 3-5 a week if daily, how many? ___
Meat – processed: bacon, ham, salami, sausage, burgers  Seldom 1-2 a week 3-5 a week if daily, how many? ___
Offal: liver, kidneys, tripe, heart, tongue, bone broth  Never Seldom 1-2 a week 3-5 week if daily, how many?  ___
Oily fish: Sardines, Mackerel, Herring, Salmon   Never / Seldom   1-2 a week  3-5 a week if daily, how many?  ___
White fish / Seafood: cod, plaice, prawns, tuna  Never / Seldom   1-2 a week  3-5 a week  if daily, how many? ___
White Meat: chicken, turkey, pork                     Never / Seldom  1-2 a week  3-5 a week  if daily, how many?  __​__
Eggs: chicken eggs, duck eggs, fish roe       Never / Seldom  1-2 eggs a week  3-5 eggs if daily, how many? ____
Green veg: spinach, kale, peas, chard, collard, broccoli  Seldom 1-2 a week  3-5 a week  if daily, how many? ___
Fruit: whole, juice, smoothie, dried fruit          Never / Seldom   1-2 a week   3-5 a week  if daily, how many? ____
Nuts: walnuts, cashew, Brazil, Macadamia, hazel, almond  Seldom  1-2 or 3-5 a week   if daily, how many? ____
Seeds: pumpkin, sunflower, sesame, linseed, flaxseed Seldom  1-2 a week  3-5 a week  if daily, how many? __​__
COOKING OIL (circle if used) margarine, rapeseed, sunflower, grapeseed, soybean, corn, sesame seed, OTHER
Probiotics: Kefir, Sauerkraut, Kimchi, Kombucha, yoghurt Seldom 1-2 a week 3-5 a week  if daily, how many?___

DIET / SUGAR-FREE / FAT-FREE (drinks, biscuits, yogurt, cheese) Never 1-2 or 3-5 a week daily, how many? ___

Cups of tea, coffee, caffeine-rich drinks (red-bull, Coke)  
Seldom 1-2 a week  3-5 a week  if daily, how many? ___
Units of alcohol                                                    Never / Seldom   1-2 a week  3-5 a week   if daily, how many? ____

Smoking habits                                                    Never / Seldom   1-2  a week  3-5 a week  if daily, how many? ____
I have completed this form to the best of my ability and have disclosed all relevant information about any condition that may be affected by this treatment.  I understand that the therapist can not diagnose disease, illness or any other physical or mental disorder.  I realise that this treatment and the information given are not a substitute for a medical examination, diagnosis or advice.  While I recognise that all due care is taken by my therapist, I confirm that my participation in the treatment is by my own choice.  I undertake to keep the therapist updated on my health, should there be any changes to the answers given, in future visits.
I understand that there is a possibility I may experience some minor reactions to the treatment as mild headache and muscular aches.  This is normal and is just my body adjusting to the treatment. Please be advised to drink plenty of water or herbal tea and consider taking a lukewarm shower to ease this.

Date: ___/______/ 202 __     Client Signature: 
____________________________________________________________________________________________________________
                                   OFFICE  USE  ONLY
Treatment: _________________  FULL BODY / head / neck / shoulders / back / abdomen / arms / legs / hands / feet

Special attention given to:______________________________________________________________________

Client range:  age _____   gender ___   weight _____kg.  height _______ m.  small / average build / large framed

________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________________________
                                                                                                                                

                                                                                                                                       CITY MARSHALL © 1998












