Intake date:____________________________

Client Information



Myofascial Release Therapy 
Jennifer Thayer
www.tinylightbodybalancing.com
    (715)299-0049
Name: ___________________________ Home Phone:__________________Cell Phone:_________________________
Address:_____________________________________________ City:________________ State:_____Zip:___________                                                                                                                                                                                                         
Email________________________________________________     Date of Birth:_______________________________
Referred by:________________________________________Relationship:____________________________________                                                
Yes     No    May I contact the above person to thank for the referral?    
Yes     No    May I contact the above person to discuss reasons for the referral?

[bookmark: _GoBack]What brings you to Myofascial Release therapy work at this time?______________________________________________________________________________
_______________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________

General & Medical Information:
Yes     No   What is your preferred modality of healthcare? (physician, 
Chiropractor, naturopath etc)
	______________________________________________
Yes     No   Do you get regular chiropractic care? If yes, with whom?
_____________________________________________ 
Yes     No   Have you ever experienced a professional craniosacral 
session?             
Yes     No   Have you experienced massage or other bodywork?
Yes     No   Do you exercise regularly? Describe:_________________
________________________________________________________
How much water do you drink each day?________________________
________________________________________________________
What water source do you use?_______________________________
Describe your basic diet:____________________________________
________________________________________________________
________________________________________________________
Yes     No   Do you take supplements?  Describe:________________
________________________________________________________
Yes     No   Are you on any medications?_______________________
________________________________________________________
________________________________________________________
Yes     No   Have you ever had surgery? _______________________
________________________________________________________________________________________________________________
Yes     No   What level of stress do you feel you are under on a scale 
of 1-5? 1   2   3   4   5  
 Is this work related or personal life stress?______________________
________________________________________________________


Yes     No   Do you experience frequent headaches? Describe:______
________________________________________________________
________________________________________________________   
Yes     No   Do you tire easily while reading?
Yes     No   Do you grind you teeth?
Yes     No   Are you epileptic?
Yes     No   Are you diabetic?
Yes     No   Do you have high blood pressure?	
Yes     No   Do you have difficulty sleeping? Describe ___________
______________________________________________________
Yes     No   Do you have cardiac or circulatory problems?
Yes     No   Do you suffer from back pain? Where?_______________
_______________________________________________________
Yes     No   Do you have tension, soreness, numbness or stabbing 
pain anywhere?  Please note:________________________
________________________________________________________________________________________________________________                       
Yes     No   Do you have any other medical condition or emotional issue I should know about?__________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________



(over)


Accident History:__________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

Describe what you know of your mother’s pregnancy and birth of you:____________________________________________________________

_________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
(Women)
Please describe any issues with your menstrual cycles__________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Yes     No   Are you pregnant?  Due: __________________________
Describe Births of Children:_________________________________________________________________________________________________

_________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
Other:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

(PRACTIONERS USE)
Physical Observations:
Overall symmetry:___________________________________________  Facial symmetry:_________________________________________________
Lower:____________________________________________________  Upper: _________________________________________________________
Pelvis:_____________________________________________________ Other:_________________________________________________________

Cranial assessment:
Frontal:_____________________________________________________ Parietal______________________________________________________
Sphenoid:___________________________________________________ Ethmoid:_____________________________________________________
Temporal___________________________________________________Occipital:______________________________________________________ Temporalis__________________________________________________Zygoma:______________________________________________________
Masseter:___________________________________________________ Mandible:_____________________________________________________
Hyoid______________________________________________________

