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This Medical History Form is to be completed and returned by all clients prior to their First Treatment (Including both the Relax-At-Home and Recover-At-Home Services). Failure to do so will be treated as a cancellation of the appointment. Please take the time to read this Consent Form carefully, answer truthfully to the best of your knowledge and to ask questions where needed.

Personal Details
Full Name: ___________________________________________
Date of Birth: _________________________________________
Please note, for clients under the age of 18, a parent or legal guardian must sign the Client Medical History Form, sign the Client Consent form and remain present for the duration of the appointment.
Address: _____________________________________________
Telephone: ___________________________________________
Email: _______________________________________________
Occupation: __________________________________________
Emergency Contact Name: _______________________________
Relationship: _________________________________________
Emergency Contact Number: _____________________________






Medical History
Are you currently under the care of a GP, consultant or other healthcare professional?
☐ Yes  ☐ No
If yes, please provide details:



Have you ever been diagnosed with any of the following?
Please tick all that apply.
☐ High Blood Pressure
☐ Low Blood Pressure
☐ Heart Disease
☐ Heart Attack
☐ Stroke
☐ Diabetes
☐ Epilepsy
☐ Asthma
☐ Arthritis
☐ Osteoporosis
☐ Cancer
☐ Fibromyalgia
☐ Chronic Fatigue Syndrome (ME)
☐ Hypermobility Syndrome
☐ Ehlers-Danlos Syndrome
☐ Anxiety
☐ Depression
☐ Other Mental Health Condition
☐ Deep Vein Thrombosis (DVT)
☐ Varicose Veins
☐ Bleeding Disorders
☐ Blood Clotting Disorders
☐ Skin Conditions
☐ Recent Infection
☐ None of the Above
Other medical conditions:



Previous Injuries
Have you experienced any of the following?
☐ Fractures
☐ Muscle Tears
☐ Ligament Injuries
☐ Tendon Injuries
☐ Joint Dislocations
☐ Concussion
☐ Whiplash
☐ Back Injury
☐ Neck Injury
☐ Shoulder Injury
☐ Hip Injury
☐ Knee Injury
☐ Ankle Injury
☐ Surgery
☐ Other
Please provide dates and details:



Current Pain or Symptoms
Please describe your current symptoms.
Location:

When did it begin?

Pain Level (0–10): _______
What makes it worse?

What makes it better?

Have you received treatment previously?
☐ Yes  ☐ No
Details:


Medications
Are you currently taking any medication?
☐ Yes  ☐ No
Please list:


Allergies
Do you have any allergies?
☐ None
☐ Massage Oils
☐ Nuts
☐ Latex
☐ Adhesives
☐ Medication
☐ Other
Please specify:


Lifestyle
How active are you?
☐ Sedentary
☐ Lightly Active
☐ Moderately Active
☐ Very Active
☐ Competitive Athlete
Primary activity or sport:

Average exercise per week:

Occupation:
☐ Desk-based
☐ Standing
☐ Manual Labour
☐ Driving
☐ Shift Work
Other:


Additional Health Questions
Are you currently pregnant or do you think you may be? 
Please note, I am unable to provide any form of massage treatment during pregnancy. 
☐ Yes
☐ No
Do you have any implanted medical devices (e.g. pacemaker)?
☐ Yes
Please specify:


☐ No
Do you bruise easily?
☐ Yes
Please specify:


☐ No




Have you experienced unexplained weight loss recently?
☐ Yes
Please specify:


☐ No
Have you had a fever or infection within the last two weeks?
Please note, if you currently have or are recovering from an active infection, your appointment will need to be postponed until you have fully recovered.
☐ Yes
Please specify:


☐ No
Do you have any open wounds, rashes or contagious skin conditions?
Please note, if you currently have or are recovering from an open wound/rash/contagious skin condition, your appointment may need to be postponed until it is safe to proceed.
☐ Yes
Please specify:


☐ No
Treatment Goals
What would you like to achieve from today's treatment?
☐ Relaxation
☐ Pain Relief
☐ Injury Recovery
☐ Improved Mobility
☐ Improved Sports Performance
☐ Reduced Muscle Tension
☐ Injury Prevention
☐ Other
Please describe your goals:



Additional Information
Is there anything else you feel your therapist should know before treatment?




Client Declaration
I confirm that the information provided on this form is accurate and complete to the best of my knowledge. I understand that it is my responsibility to inform Shannon Grace Sports Massage of any changes to my medical history, medications, injuries, or health status before future treatments.
Client Name: _______________________________________
Client Signature: ___________________________________
Date: ______________________________________________







Parent/Guardian Consent (Clients Under 18)
I confirm that I am the parent or legal guardian of the client named above and that the medical information provided is accurate to the best of my knowledge and understand that it is my responsibility to inform the therapist of any changes to their health or medical history.
I understand the nature of the treatment and acknowledge that I may withdraw my consent at any time.
Parent/Guardian Name: _________________________________
Relationship to Client: ________________________________
Signature: ___________________________________________
Date: _______________________________________________
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