Feel Better Remedial Massage
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Health History

If you have a history of any of the following conditions, please check below.

[0 Heart Conditions O Diabetes O Asthma [FHeadaches/Migraines [ Dizziness

Pregnant O High Blood Pressure O Allergies O Cancer O Joint Replacement
1 Loss of Balance [0 Numbness Recent Accident/Injury Shingles
(1 Sleep Disorders [ Blood Clots Depression/Anxiety O Infectious Conditions

Kidney Conditions O Neck/Spinal Injury O Skin Disorders [ Varicose Veins

Health History Details

If you checked to any of the above questions, please provide further information here.
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Surgeries

Current complaint

What is the reason for your visit? HS""}( e 2 haldvs = W e achun

When did the problem begin? WS 52 st 2 Ll ek

Have you consulted any other health professionals about this problem? If so, please provide details.
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