Natural Therapeutics

817.738.4904
Chent Intake & Consultation Form
Date
Name: Referred By
iast First
‘Address: — -
Home phone: Work/Cell Phone:
Email:
Date of Birth: Emergency Contact (Name & Phones)

What would you like to achieve from receiving Therapeutic Treatments?

Have you ever had a professional massage before? YES NO If yes, then how long ago?

Major physical complaints?

List current medications or supplements;

List any Allergies (skin, airborne, environmental)

Do you currently have any of the following?
Chronic Fatigue Arthritis Pregnant Cancer (what type?)
High Blood Pressure Diabetes Infection High Cholesterol

Circulation disorder Seizures Constipation Varicose Veins

Communicable disease Herpes Migraines High Stress

Please list any other medical conditions, major iliness, broken bones, surgeries, or serious accidents that you
have ever had. : - F

Signature:

6340 Camp Bowie Blvd
Ft Worth, TX 76116



