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PERSONAL DATA 

 
NAME_________________________________________________________________DATE_______________ 
 
ADDRESS________________________________________________CITY/STATE/ZIP____________________ 
 
DAY PHONE___________________________________EVE PHONE__________________________________ 
 
BIRTHDATE_________________SS#_____________________OCCUPATION__________________________ 
 
PRIMARY HEALTH CARE PROVIDER___________________________________________________________ 
ADDRESS______________________________________________________PHONE_____________________ 
 
DOES DMTC HAVE PERMISSION TO CONTACT YOUR PRIMARY PROVIDER?  IF YES, INITIAL HERE_____ 
 
EMERGENCY CONTACT____________________________________________PHONE___________________ 
 
HAVE YOU EVER RECEIVED A PROFESSIONAL MASSGE?________________________________________ 
 
IF YES, FREQUENCY________________________________________________________________________ 
 
WHAT RESULTS DO YOU WANT FROM YOUR MASSAGE SESSION(S)?______________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
WHAT AREAS OF THE BODY WOULD YOU PREFER TO BE MASSAGED?_____________________________ 
__________________________________________________________________________________________ 
LIST STRESS REDUCTION AND EXERCISE ACTIVITIES AND INCLUDE FREQUENCY___________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
LIST CURRENT MEDICATIONS INLCUDING:  ASPIRIN, IBUPROFEN, ETC.____________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
LIST SURGERIES, PLEASE INCLUDE DATE AND TREATMENT RECEIVED____________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
LIST ACCIDENTS, PLEASE INCLUDE DATE AND TREATMENT RECEIVED____________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 

INITIAL INJURY INFORMATION 
 
 

DESCRIPTION OF ONSET____________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
INSURANCE INFO FOR BILLING_______________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
PHONE_______________________________________CLAIM/POLICY #_______________________________ 
 
ADJUSTER NAME___________________________________________________________________________ 


