
NEW PATIENT INFORMATION 

Name_______________________________________________SS#_____________________________ 

Address___________________________________City_________________State_______Zip_________ 

Birth date ___________________ Age____________Male_____Female____  Marital status__________ 

By giving the following phone numbers I authorize the use of calls/voicemails 

Home Phone____________________ Work Phone_________________  Cell Phone ________________  

Occupation ___________________________________________________________________________  

Employer__________________________________________ Phone _____________________________  

Give us your e- mail  If you want e-mail appointment reminders and our monthly newsletter 

E-mail address ________________________________________________________________________ 

PARENT OR SPOUSE INFORMATION 

Name____________________________________________ SS# ________________________________  

Employer _____________________________________________________________________________ 

How did you find us?        Referred by _____________________________ medical doctor, friend, family               
      Phone book which?  Yellow book,  Dex,  Pdc ,      Website,       Internet,       Street  Sign          Mailer                              
      Other ____________________________ 

 
NEW OR UPDATED AUTHORIZATION FOR TELEPHONE CALLS AND OFFICE MAIL 

 
Federal HIPAA laws allow you to restrict or change the means for the doctor and staff to communication with you 
or to contact you through alternative means. In order for our office to keep current with changes in addresses or 
telephone numbers or simply preference choices, we need your permission to contact you via telephone at your 
work or home, cellular telephone, pager, email, or to leave messages on your answering machine. Your agreement 
will allow our office to use your name and mailing address for sending reminders about scheduled appointments, 
re-activation letters, sending birthday/holiday cards, office newsletters, or providing information about other 
health related matters that may be of interest to you, billing statements/questions, status of your account, and 
other office related matters. If you have a telephone number that you do not want used for messages or calls, 
please do not write these numbers on your intake forms. You may indicate a new or preferred mailing address by 
indicating so on this form. This authorization may be revoked by you, at any time, by advising our office (privacy 
officer) of this revocation in writing. If you choose not to sign this authorization, this will not have any adverse 
effect on your treatment, eligibility for benefits, enrollment, or payment. 

I UNDERSTAND THAT IT IS MY REPONSIBILITY TO PROVIDE MY CURRENT INSURANCE INFORMATION 

Signature__________________________________ Date____________         No expiration date 

    Expiration Date/Event for Authorization:           Date: __________________          Expires when treatment/billing has concluded with 

our office 



CLIENT PREFERENCES 

 

The following information is optional, but will help your Massage Therapist to design a session 
that is specific to you and ensure that you receive the most from your massage. 
 
 
1. Have you received a professional massage before today?___________________________ 
 
2. Which pressure would you prefer during your massage? (Circle whichever you prefer) 
 
 

Light pressure  Moderate Pressure            Deep Pressure           Don’t Know 
 
 
3. Are you offended by or allergic to any types of essential oils?__________________________ 
 
4. Are there any essential oil fragrances you enjoy?___________________________________ 
 
5. Are there specific areas of your body that you are not comfortable having massaged? 

(Everything that is covered by a swimsuit will NEVER be massaged) 
__________________________________________________________________________  

 
6. Do you have any temperature needs? (Get cold easily or hot flashes) ___________________ 
 
7. Do you prefer a type of music?_________________________________________________ 
 
Being able to relax muscles during a massage can sometimes take concentration and complete 
focus. Everybody relaxes in different ways and we want to provide the most relaxing atmosphere 
while providing the most therapeutic results. Which conversation level would you be the most 
comfortable with? (Circle one) 
    

 Only Necessary Verbal exchange, I am here to relax and escape 
 

 Light conversation 
 

 I will chat with you if I feel like it 
 

 Chat away!!! 
 

 
 
Anything else you would like your massage therapist to know: 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

 

 



Massage Therapy Health History 

McCown Chiropractic and Massage 

1710 Allen St, PO Box 809 

Kelso, WA 98626 

Phone: 360-577-0294 Fax:360-577-2635 

 

 

 

Name:_________________________________________________________ Date:_________________________ 

 

 

We cannot bill your health insurance without a prescription that includes a diagnosis code and treatment 

plan from a licensed medical provider. Health insurance benefits: Health care insurance does not cover 

massage for the following conditions: relaxation, stress reduction, or treatment of depression. Some 

insurances will cover for a recent injury.  

 

Is this complaint due to (circle one):     Recent injury (last 1-4 weeks)      L&I injury  Auto collision  Stress  

 Pregnancy       Cancer 

 

Why are you having a massage ( ie. back pain, stress relief)?_________________________________________ 

 

When did this complaint start?_________________________________________________________________  

 

Please mark your areas of complaint on the body 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

   

 

Please list all prescription medications, over the counter medications, and all nutritional supplements you are  

 

taking.____________________________________________________________________________________ 

 

__________________________________________________________________________________________  

 

 

          L                       R                          R                     L 

 



Please mark any of the following conditions below that currently affect you with the following: 

 

P = PAST, C= CURRENT 

Are you currently experiencing any of the following conditions? 

 

____Flu or Cold        ____ Inflammation       ____Fever        ____Infection          _____Contagious Disease 

MUSCULOSKELETAL 

____Low Back Pain 

____Headaches 

____Neck Pain 

____Arm Pain/Shoulder Pain 

____Mid Back Pain 

____Sciatica 

____Leg Pain 

____Hip Pain 

____Whiplash Syndrome 

____Fibromyalgia 

____Spasms/Cramps 

____Sprains/Strains 

____Osteoporosis 

____Scoliosis 

____Osteoarthritis 

____Rheumatoid Arthritis 

____Cysts 

____Bursitis 

____Plantar Fascitis 

____Tendonitis 

____Carpal Tunnel Syndrome 

____Other:_________________ 

 

CIRCULATORY 

____Anemia 

____Low Blood Pressure 

____High Blood Pressure 

____Varicose Veins 

____Heart Condition 

____Blood Clots 

____Diabetes 

____Other:_________________ 

 

DIGESTIVE 

____Irritable Bowel Syndrome 

____Other:_________________ 

 

RESPIRATORY 

____Sinusitis 

____Asthma 

____Other:_________________ 

 

SKIN 

____Fungal Infections 

____Acne 

____Impetigo 

____Dermatitis/Eczema 

____Psoriasis 

____Open Wound or Sore 

____Rashes 

____Warts/Moles 

____Athletes Foot 

____Other:_________________ 

 

NERVOUS SYSTEM 

____Multiple Sclerosis 

____Parkinson’s Disease 

____Spinal Cord Injury 

____Stroke 

____Seizure Disorders 

____Numbness/Tingling 

____Other:_________________ 

 

OTHER 

____Dizziness 

____Hepatitis A, B, or C 

____Insomnia 

____Anxiety/Panic Attacks 

____Edema 

____Cancer 

____Substance Abuse 

____Pregnancy (due date:____________) 

____HIV/AIDS 

____Lupus 

SURGERIES(Specify date):___________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 

 
 

The above information is accurate and true to the best of my knowledge. I understand that massage therapists DO NOT diagnose disease, 

prescribe medications or manipulate bones. I further understand that massage therapy is NOT a substitute for medical attention or examination. I 
take responsibility for alerting my practitioner to any physical, mental or emotional change that occur  with my health.  

 

Signature:_______________________________________________ Date:____________



INFORMED CONSENT FOR MASSAGE 

 

 
I,__________________________________________, am voluntarily wishing to experience a session(s) of  

 

Therapeutic massage by Lacey Halleck, LMP of McCown Chiropractic. 

 

 

I understand that massage therapists DO NOT  diagnose illness, prescribe medications or make spinal 

adjustments. I further understand that massage is NOT a substitute for medical care or treatment. 

 

I have alerted my massage therapist to any conditions that affect my ability to receive massage therapy and have disclosed all 

prescription and over-the-counter medications (as well as herbal and nutritional supplements)  that I am currently taking. I further 

agree to update my practitioner to any changes in my mental, emotional or physical health. 

 

I understand that it is my responsibility to CLEARLY communicate to my massage therapist about my comfort or discomfort while 

receiving massage therapy.  

 

I understand that what I do outside of massage therapy affects my ability to heal in a timely manner and receive full therapeutic 

benefit from massage therapy.  

 

I understand that I will NOT receive massage therapy while under the influence of recreational drugs or alcohol. 

 

I am seeking therapeutic massage of my own accord for the purposes that massage is intended. Such purposes include but are not 

limited to relaxation, mental wellness, relief of tension of sore muscles, improved circulation and/or improved range of motion. 

 

McCown Chiropractic is dedicated to a hypoallergenic environment for chemically sensitive individuals. For health considerations 

and due to the close interpersonal nature of our work, your personal cleanliness is required is required for a comfortable healing 

environment. Please avoid using strong smelling perfumes, aromatics, lotions, or deodorants on appointment days. If you smoke or 

are in close proximities with someone who smokes, please make an effort to reduce the smoke smell on your clothing and in your 

hair. 

 

I understand that this is a professional atmosphere and inappropriate actions and/or comments will not be tolerated and upon such 

actions, treatment will be stopped immediately. This is at the discretion of the massage therapist.  

 

Right of Refusal 
 
We reserve the right to refuse service to ANYONE. This includes but is not limited to: 

 Anyone that requests treatment of services out of the massage therapists scope of practice 

 Anyone that arrives for treatment under the influence of alcohol and/or recreational drugs 

 Anyone that refuses to remain courteous and respectful towards our massage therapist or makes lewd                    
             comments about massage therapy. 
 
IN THE EVENT OF A REFUSAL, WE RESERVE THE RIGHT TO CHARGE FOR THE SCHEDULED SESSION WHETHER SERVICES ARE 
RENDERED OR NOT. 

 

 

 

Signature:_____________________________________________ Date:____________________________ 

      

 


