
New Patient Information

Nam e:                                                                                                            D ate :                                           

Add re ss:                                                                                                        Em ail:                                          

City :                                                                                  ST:                        Zip :                                             

Hom e Phone:                                                                   Work  Phone:                                                              

Date  o f  Birt h :                            M arit al Sta tu s:  S  M   D   W   Socia l Secu rit y No .:                                                

Occupatio n :                                                                 Em p lo yer:                                                                      

In  case o f e m erg ency, p lease con ta ct:

Nam e:                                                                                                   Phone:                                                 

Referr in g  Physic ian :                                                                              Phone:                                                  

Accid en t  In f o rm at io n              D ate  o f  Accid en t:                                         Tim e o f  Accid en t:                            

Were  you  th e:            “  D ri ver     “  Fro n t Passenger     “  Rear Passenger     “  Pedest r ian

Please d escrib e th e accid en t in  you r o wn  w ord s:                                                                                               

                                                                                                                                                                         

                                                                                                                                                                         

Mak e and  m odel o f  th e veh ic le  you  w ere  in :                                                                                                      

Were  yo u  w eari ng  a seat be l t?  “  Yes     “  No             I f so , w hat t yp e?      “  Shou lder     “  Lap

Was th e veh icle equ ipped  w ith  airb ags?  “  Yes     “  No         I f yes , d id  th ey i n fl ate p ro perly?     “  Yes     “  No

Did  yo u r ve h icle h ave a h ead rest?  “  Yes     “  No      If yes , w hat po si ti on  w as i t i n?     “  Low   “  M id   “  Hi gh

Did  yo u r ca r i m pact an o th er c ar?  “  Yes     “  No         D id  yo u r ca r i m pact a stru ctu re?     “  Yes     “  No

Did  any p art o f yo u r b ody stri k e anyth ing  i n  th e veh icle?     “  No     “  Yes                                                       

Was th e im pact f ro m  th e:  “  Fro n t   “  Rear   “  Left   “  Rig h t   “  Oth er                                                            

At t he ti m e o f i m pact,  w here  w ere  yo u  l ook ing?                                                                                                

Were  b o th  h ands o n  th e ste erin g  w heel?    “  Yes     “  No      If n o t,  w h ich  h and  w as o n  th e w heel?   “  L   “  R

Was yo u r fo o t on  th e b rak e?    “  Yes     “  No       If yes , w h ich  fo o t w as o n  th e b rak e?     “  L     “  R

Were  you :    “  Su rp rise d  b y th e im pact     “  Braced f or  t he i m pac t

What s peed  w ere  you  tr avelin g?                          What s peed  w as th e o th er c ar t ra velin g :                                 

Driv in g  cond itio ns:     “  D ry      “  Wet     “  Icy     “  Oth er                                                                                 

Client  Condi t ion

Were  yo u  u nconscious i m m ed iatel y a fter t he acciden t?      “  Yes     “  No 

Please d escrib e h ow you  fe lt im m ed ia te ly  af te r t he accid en t:                                                                            

                                                                                                                                                                         

                                                                                                                                                                         



Usin g t h e scale bel ow , m ark t h e af f ect ed
areas w i t h  t h e ap pro pri ate n u m be rs .

Treat m ent

Did  yo u  g o  to th e h osp ital ( u rg en t ca re)?  “  Yes  “  No     W ere  X- rays ta k en ?  “  Yes  “  No    M RI? “  Yes  “  No

When  d id  yo u  g o?     “  Im m ed ia te ly a fte r th e accid en t      “  Th e n ex t  da y    “  2 or  m ore  days  af t er

Diag nosis                                                                                                                                                          

Treatm ent  r eceived                                                                                                                                            

Sympt om s an d/o r  In ju r ies

Have you  be en  ab le t o  w ork si nce th e i n ju ry     “  Yes     “  No 

Has th is i n ju ry i n fl uen ced  yo u r w ork  p erfo rm ance?    “  Yes     “  No    I f yes , h ow?                                            

                                                                                                                                                                         

If  you h ave ha d any  of  t he  f ol lowi ng s ym pt om s since your  i nj ur y, p lease check t he  app rop r iate b ox :

“  Achi ng “  Di f f icul t y el im ina t ing “  Fat igue “  Radi at ing Sens at ion “  Stress
“  Blur red  v ision “  D iscom fo rt “  Headach es “  Sharp  p ain “  Swel l ing
“  Breath in g  d iffic u lty “  Di sor ient at ion “  Irrit ab il ity “  Shoo tin g  p ain “  Ten de rne ss
“  Burni ng se nsat ion “  D iz z iness “  Mu scle spasms “  Sleep  d iffic u lty “  Thr ob bi ng
“  Coughi ng “  D u ll p ain “  Nausea “  Sneezi ng “  Ti gh tness
“  Cracki ng n oi ses “  Ear  b uzz ing “  Num bn ess “  Soren ess “  T ingl ing
“  Cram pi ng “  Ear  r ingi ng “  Poppi ng so un ds “  Sti ff ness “  Weak ness
“  Di f f icul t y ar ising

Sympt om s are i n  t he:

“  Head “  Jaw “  Neck “  Wrists “  Hands
“  Hi ps “  Thi ghs “  Legs “  An kl es “  Feet
“  Chest “  Shou lders “  But t ocks “  Ab dom en
“  Back : “  Upper   “  M iddl e   “  Low er

Symptom s are w orsen ed  by:

“  Dr iving “  Exerci se “  Li f t ing “  Bendi ng
“  Co ld “  Work “  Standi ng “  Si t t ing
“  Twi st ing “  Walki ng “  D ail y activity
“  Oth er                                                                        

Symptom s are eased  by:

“  Lying  d own “  Rest ing “  Hot  p acks “  Co ld packs
“  M ed icat ion “  Massage “  St ret chi ng “  Activity
“  Oth er                                                                         

How  t o r at e your  sym pt om s on a pa in s cale of  1 t o 10 :

10: The pain is inten se, constant, greatly restri cts
activ iti es, and it is im possib le t o g o m ore  tha n 5
minu tes wit hout  awareness of the  pain.

9: The pain is inten se, constant, greatly restri cts
activ iti es, b ut i t i s possib le t o f org et about t he p ain
for up to  15 mi nute s at a  ti me.

8: The pain is signi ficant, moderately in tense at times,
but  not  cons tant. Most activ iti es are affec ted , and
you th ink a bout i t o nce or t wice an ho ur.

7: The pain is signi ficant at times, but never  inten se
and not  cons tant. Most activ iti es are affec ted , and
you th ink a bout i t o nce or t wice an ho ur.

6: The p ain is  mo derate,  yet to o f req uent  to  igno re.
Som e activ iti es are affec ted . Hours  can go  by wit hout
being a ware o f t he p ain.

5: The pain is moderate, yet too freque nt to ignor e. Al most
no a ctiv iti es are affec ted . Hours  can go  by  wit hout  being
aware o f t he p ain.

4: The p ain is  lit tle  mo re t han a nuis ance, and you go
thro ugh y our who le d ay freq uent ly aware, but  not  really
affected by it.

3: The pain is little  more than a nuisance, your  awareness of
the pain may be a bsent for a whole  day at a time, and you
are neve r affected by it.

2: At it' s worst, the  pain is  best d escrib ed as uncom fort able.
Days can go by without bei ng aware of it.

1: At it' s worst, the  pain is  best d escrib ed as uncom fort able.
Your sympt om s do  not  recur m ore  freq uent ly tha n on ce a
week.



Med ical  H isto ry

YES NO

“ “ Are yo u  w eari ng  any m ed ical  d evices?  “  Con tact s  “  D en tu res  “  Hear ing ai d   “  Oth er              

“ “ Do you  cu rr en tly  h ave any o f  th e fo llo w in g : “  Insect bi t es   “  Poison I vy, Oak or  Sum ac

“  Sk in  d iso rd ers : “  Rash “  Fungus “  Eczem a  “  Psori asis “  Inf ect ion “  Oth er                             

“  Al lergi es - “  Oi ls  “  Nu ts  “  Skin  care i ng redi en t s  “  Oth er                                                       

“ “ Ar e you u nde r  t he  care of  a p hysician f or  any  r eason? Please exp lain                                             

“ “ Are yo u  tak ing  any m ed icati ons:? If yes , w hen  w as yo u r l ast do se?                                                 

“ “ Any rec en t/c u rren t i l lnesses? “  In fecti ous   “  Vira l   “  Bacte ria l   “  Oth er                                     

“ “ Have you  ever been  di ag nosed w it h  an y of t he fol low ing  co ndi t ions?

“  A rth riti s      T yp e and  l ocatio n (s)                                                                                                 

“  H igh  bl oo d pre ssu re   “  Low  bl oo d pre ssu re   “  Aneu rysm   “  Emb o l ism   “  Oth er                   

“  Hear t  di sease                                                                                                                              

“  Di abetes - “  Type I   “  Type II   “  Oth er                                                                                    

“  Cancer -  Typ e and  l ocatio n (s)                                                                                                     

“  Spinal  condi t ion - “  Sco l iosis   “  Ost eopo rosi s   “  Spondyl o l ist hesis   “  Oth er                         

“  Oth er m ed ical cond iti on (s)                                                                                                          

Date(s) of di ag nosis of an y of t he ab ove co ndi t ions                                                                        

“ “ Have yo u  ever h ad  su rg ery? Affec ted  area (s) of th e b ody                                   M o/ Yr                   

“ “ Do yo u  h ave any n eeds th at r eq u ire sp ecial  att en ti on?                                                                    

“ “ Do yo u  h ave any q uesti ons b efo re w e g et started ?                                                                         

Oth er:                                                                                                                                                               

For w om en  on ly:

YES NO Menstr ual: “  Pain/ Cram pi ng   “  Irre gu larity “  Oth er                                                                

“ “ Are yo u  n ow p reg nan t? What t ri m ester?                               A ny p ro b lem s?                                    

Gene ral  Unde rst andi ng

I und erstand t ha t  m edi cal  m assage t herapy  and ot her  r elated healt hcare services f rom  t hi s of f ice i s not  i n a ny
way t o be  us ed  i nst ead of  or  i n pl ace of  cons ul t ing a phy sician f or  di agnos is and t reatm ent  of  any  phy sical
sym p to m s, b u t to  b e u sed  in  con ju nctio n  w ith  o r o n  th e advice, re ferr al o r p re scrip tio n  o f  m y p hysic ian (s). 
             Please in itia l.

CANCELLATION POLICY

You r s chedu led  appo in tm en ts  are  re serv ed  ex clu sively  fo r y ou . Sláint e Med ical  Massage  t akes p r ide  i n ke epi ng
all yo u r a ppo in tm en ts  as schedu led . Please call a s soon  as you  k now you  cannot m ak e an  appo in tm en t. A ll
cancel lat ions  m ade af t er  5 pm t he  b us iness d ay b efor e wi l l  b e b i l led f or  t he  t im e r eserved or  charged t o y our
accoun t. Y ou r c ou rt esy and  coopera tio n  in  enab lin g  th e b est p ossib le  care  fo r a ll o f  o u r p atie n ts  is  app re cia te d . 
              Please in itia l.

By m y signa tur e, I ver i f y t ha t  al l  i nf or m at ion p rov ided on t he  p revious  t hr ee p ages i s t rue  and cor rect  t o t he
best  of  m y kno wl edg e. I p rom ise t o k eep m y he alt hcare p rov iders up dated on a ny  change s i n m y he alt h a nd
re sid ence. I a u th oriz e p aym en t o f  in su ra nce b enef its  b ille d  fo r s erv ices re ndere d  b y th is  o f f ice to  b e p aid
di rect ly t o t hi s of f ice f or  said s ervices. I aut hor ize t hi s of f ice t o r elease any  i nf or m at ion i n i t s pos session
requ est ed  by m y i nsu ran ce com pa ny t o  pro cess cl aim s.

Patie n t (o r G uard ian ) Sig natu re :                                                                               Date :                                     
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