HEALING JOURNEY, LLC
Windward Therapeutic Massage Center
Patient Intake FORM

	(Please Print)

	Today’s date:
	PRIMARY CARE PHYSICIAN:

	PATIENT INFORMATION

	Patient’s last name:
	First:
	Middle:
	( Mr.

( Mrs.
	( Miss

( Ms.
	Marital status (circle one)

	
	
	
	Single  /  Mar  /  Div  /  Sep  /  Wid

	Is this your legal name?
	If not, what is your legal name?
	Social Security no.:
	Birth date:
	Age:
	Sex:

	( Yes
	( No
	
	
	       /          /
	
	( M
	( F

	Street address:
	Home phone no.:
	Alternative/Cellular phone no.:

	
	(          )
	(          )

	Mailing address:
	City:
	State:
	ZIP Code:

	
	
	
	

	Occupation:
	Employer:
	Employer phone no.:

	
	
	(          )

	Chose clinic because/Referred to clinic by:
	
	
	
	

	Email Address:


	

	INSURANCE INFORMATION

	(Please give your insurance card to the receptionist.)

	Person responsible for bill:
	Birth date:
	Address (if different):
	Home phone no.:

	
	       /         /
	
	(          )

	Is this person a patient here?
	( Yes
	( No
	
	

	Occupation:
	Employer:
	Employer address:
	Employer phone no.:

	
	
	
	(          )

	Please indicate primary insurance:
	
	
	
	
	

	Subscriber’s name:
	Subscriber’s S.S. no.:
	Birth date:
	Group no.:
	Policy no.:
	

	
	
	       /       /
	
	
	

	Patient’s relationship to subscriber:
	( Self
	( Spouse
	( Child
	( Other
	

	Name of secondary insurance (if applicable):
	Subscriber’s name:
	Group no.:
	Policy no.:

	
	
	
	

	Patient’s relationship to subscriber:
	( Self
	( Spouse
	( Child
	( Other
	

	

	IN CASE OF EMERGENCY

	Name of local friend or relative (not living at same address):
	Relationship to patient:
	Home phone no.:
	Work phone no.:

	
	
	(          )
	(          )

	I authorize this office to release any information regarding treatment rendered to me or my child during the period of care to third party payers and/or health practitioners. I authorize and request my benefit payments be paid directly to this office. I understand that my insurance company may pay less than the actual bill for services. I understand that there will be a service charge of $2.00 or 1 ½ % per month (18% APR) added to all overdue accounts. All payments, co-payments, or estimated payments are due at time of service. I agree to be responsible for payment of all services rendered to me. By my signature below I hereby acknowledge that massage treatment is a therapeutic modality, not a sexual service, and that any lascivious conduct, speech or suggestion is grounds for termination of the massage session and refusal of future appointments. I also understand that I am receiving massage treatment at my own risk and agree to hold free the Massage Therapist and Healing Journey, LLC. from any claims, demands, or actions including but not limited to claims for personal injury arising from my participation in massage treatment. I understand that undergarments must be kept on during the entire massage.



	
	Patient/Guardian signature
	
	Date
	


Patient History/Questionnaire

Main complaint or symptoms: 


When did you first notice this problem? :


Does this condition interfere with normal working or living?    Y   or   N 

If yes, explain: 


Was your condition caused by: (see attached forms)

_______Auto
_______Work
_______Other

List any previous accidents or injuries: 


List any major illness: 


List any operations/surgeries: 


Have you suffered from any of the following, past or present:

 FORMCHECKBOX 
 Diabetes
 FORMCHECKBOX 
 Asthma
 FORMCHECKBOX 
 Muscle Pain
 FORMCHECKBOX 
 Cancer
 FORMCHECKBOX 
 Arthritis
 FORMCHECKBOX 
Heart Trouble


 FORMCHECKBOX 
 Ulcers
 FORMCHECKBOX 
Gout

 FORMCHECKBOX 
HIV

 FORMCHECKBOX 
 AIDS
 FORMCHECKBOX 
 High Blood Pressure 

 FORMCHECKBOX 
 Low Blood Pressure

 FORMCHECKBOX 
 Other: __________________________________________________

Are you currently under any doctor’s care?   Y   or  N

Who? 
Why?


Are you currently taking any medications/supplements?  Y   or  N

Please list:


FOR WOMEN: Is there any possibility that you might be pregnant?   Y  or  N

**Please use the following diagram to indicate areas of pain**
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