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ONCOLOGY MASSAGE HEALTH INTAKE FORM

Please print

Name
____________________________________
Today's date
___________________________________

Address
____________________________________
Referred by
___________________________________


____________________________________
Gift Certificate
___________________________________

Birth date
____________________________________
Email

___________________________________

Cell phone
____________________________________
Home phone
___________________________________

Occupation
____________________________________ 
Emergency Contact #______________________________  

Reason for visit:

__________________________________________________________________________________________________ 

Have you ever experienced a professional massage or bodywork session? Y / N         How recently?_________________
Current Cancer History

Type of cancer:    _________________________________________    Date of Diagnosis:_________________________

Location:    ______________________________________________    Staging at time of Dx:    ____________________

Mets?    No

Yes





    Location:    ______________________________

Previous Cancer if any:    _____________________________________________________________________________

Treatment Approaches:

Are you currently being treated?     No 
Yes
Date of last Treatment:    __________________________________

Radiation:



No
Yes
Location:    ______________________________________________
Chemotherapy:


No
Yes
Name:    ________________________________________________
Surgery:



No
Yes
Describe:    ______________________________________________

If your treatment included, please provide:

· Lymph node removal:    Location:    __________________________    Number removed:    ______________

Are you experiencing any side effects from the treatments?    ________________________________________________

__________________________________________________________________________________________________

JHMassage Oncology Health Intake Form
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Medications

Please list any medications and supplements you are currently taking -or- attach a print out from your Doctor:

Medication or supplement name:


Purpose



Dosage
_________________________________
__________________________
_____________________

_________________________________
__________________________
_____________________

_________________________________
__________________________
_____________________

_________________________________
__________________________
_____________________

_________________________________
__________________________
_____________________

_________________________________
__________________________
_____________________

_________________________________
__________________________
_____________________

_________________________________
__________________________
_____________________

_________________________________
__________________________
_____________________

_________________________________
__________________________
_____________________

_________________________________
__________________________
_____________________  

_________________________________
__________________________
_____________________

Additional notes: (For Massage therapists use only)
JHMassage Oncology Health Intake Form
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Do you have any of the following? 


Pressure related side effects:




Please list any other effects that may 
· Easy bruising





require adjustments for massage:
· Fatigue






______________________________________
· Low white count (neutropenia) ____________

______________________________________
· Neuropathy hand/feet




______________________________________
· Blood clot(s)





______________________________________
· Radiation neck/axillary/pelvis

· Edema






Please describe your fatigue level:
· Osteoporosis





__ I'm doing great
· Metastases






__ I can't get out of bed
· Fragile/sensitive skin areas




__ I'm okay, but not quite myself
· Limb with central line




__ Other:    ____________________________
· Anticoagulant meds
Site related adjustments:




Is there anything else you would like to share?

· Pain or discomfort





_______________________________________
· Incisions






_______________________________________
· Skin problems/skin conditions



_______________________________________
· Areas of unusual warmth




_______________________________________

· Recent Hx of blood clots





· Tumor

· Metastases or Hx of Fx

· Medical devices (such as a port)
· Area of infection:______________

· Radiation site
Position related adjustments:

· Radiation burn

· Hx or risk of lymphodema

· Site or risk swelling

· Nausea

· Tumor

· Incision

· Medical devices

· Breathing difficulty

Additional medical conditions

Check and comment on any of the following conditions that you have had or are currently experiencing:
· Skin conditions (rashes, allergies, infections):    _____________________________________________________

· known allergies or sensitivities:    _______________________________________________________________

· Cardiovascular (angina, arthrosclerosis, arteriosclerosis, blood clot, high/low blood pressure, heart disease, stroke):    ___________________________________________________________________________________

· Liver or kidney conditions:    ___________________________________________________________________

· Respiratory or lung conditions:    ________________________________________________________________

· Diabetes or thyroid conditions:    ________________________________________________________________

· Immunological conditions (Lupus, Fibromyalgia):    _________________________________________________

· Muscular or joint disorders:    __________________________________________________________________

· Injuries:    __________________________________________________________________________________
      (   Surgeries:    _________________________________________________________________________________
JHMassage Oncology Health Intake Form
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Additional information that you would like the therapist to know about?
Is there anything that we can for you to make your massage experience more comfortable, relaxing, and enjoyable?

Consent for Care and Massage Policies

I promise to inform my practitioner any time I feel my well being is threatened or compromised.

It is my choice to receive manual therapy, and I give consent to receive treatment.  I reported all health conditions and symptoms that I am aware of and I will inform my practitioner of any changes in my health.

I hereby voluntarily release Jenni Hansen Massage from any liability should my condition be aggravated or reoccur at any time.  

(Signature  _____________________________________________________
Date  _____________
Consent To Treatment of Minor: By my signature below, I herby authorize _____________________ to administer massage, bodywork or therapeutic techniques to my child dependant as she deems necessary.  

If minor, signature of parent or guardian  ____________________________
Date  _____________

Privacy Policy

All written records and massage sessions are kept strictly confidential and will not be shared with any outside establishment, individuals, organization or medical facilities without explicit written consent from the client (you) or the clients legal guardian unless legally required by local, state or federal subpoena, or other court order.  

JHMassage Oncology Health Intake Form
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Jenni Hansen, LMT


www.jennihansenmassage.com


970.556.3295





If You Need To Reschedule or Cancel, Kindly Give 24-hour Advance Notice When Possible.








