









Referral Date:  _____










Appt. date:  _______











Appt. time:  _______











Therapist:  ________





Mililani Physical Therapy, LLC





         and Massage Center

====================================================================
Name:  ___________________________________

Phone(H):  ____________________









          (C):  ____________________









          (W):  ____________________

Address:  __________________________________

City:  ____________________, Zip Code: ________

In Case of Emergency:  ________________ Relationship:  ______________ Ph:___________
=====================================================================

How did you learn about our services?    __ Window sign     __ newspaper Ad      __ Other
                                                                      __ Family/friend (Referred by _________________)
=====================================================================

Requested area(s) to be worked on:  ____________________________________________________________________________________________________________________________________________________________

====================================================================
General Information:

1.  Is this your first massage?





Y
N

2.  Are you pregnant?   If yes, how many months? _____

Y
N

3.  Do you have epilepsy?





Y          N

4.  Do you have high or low blood pressure?



Y          N

5.  Are you diabetic?






Y          N

6.  Do you have cancer?  If yes, what type? ___________

Y          N

7.  Have you had any surgeries or injuries in the past 2 years?      
Y          N

     If yes, please explain: ____________________________

     ______________________________________________

8.  Other medical problems you would like us to know:  ________________________________

     ___________________________________________________________________________

9.  Are you taking any medications?  If yes, please list:  _________________________________

     ___________________________________________________________________________

10. Do you have any allergies?  If yes, please list:  _____________________________________

      ___________________________________________________________________________

