
Health History Intake Form
Carolyn Ehringhaus, LMT, NCTMB

222 St. John St., #242, Portland, ME 04102
207-899-8142
Name: _____________________________  
Mailing Address: ​________________________________

Date:  ______________________________       
________________________________________________

Date of Birth: _______________________

Occupation: ____________________________________

Cell phone: _________________________

Home telephone: ________________________________

Email:  _____________________________

Work telephone:  ________________________________

Referred by: _____________________________________________________________

1) Have you had massage previously?   __ No   __ Yes      

Have you had massage since your diagnosis or treatment?  __ No   __ Yes   
(If yes, was there anything that you did not like or had a negative reaction to?)

What are your treatment goals today (e.g., relaxation, stress reduction, pain reduction)?


2) When were you first diagnosed with cancer?   What type of cancer do you have?  

3) Where is the cancer located? 


4) Are you in treatment now?     __ Yes  __ No

If no, when was your last treatment?


If you recently completed or are still receiving treatment, please download this permission form for your physician prior to your appointment


5) What types of treatment(s) have you received?  When?  
6) What are medications are you taking currently?
     
Medication:


Purpose:


Effectiveness:


Side effects:
Medication:


Purpose:


Effectiveness:


Side effects:

Medication:


Purpose:


Effectiveness:


Side effects:

7) Did your treatment include removal or radiation of lymph nodes?  If yes, where?


8) Did your treatment include radiation therapy?  If yes, where?

	9)  Do you have any site restrictions due to: 

	Do you have any pressure restrictions due to: 



	__ incisions, open wounds, drains, or dressings
	__ history or risk of lymphedema 

	__ skin sensitivity, rash, or skin condition
	__ infection or fever

	__ IV, port, ostomy, catheter, or other device
	__ anticoagulants

	__ tumor site

	__ bone or spine metastasis

	__ radiation site
	__ area of pain or burning

	__ bone or spine metastasis
	__ recent surgery


	10)  Do you have any site restrictions due to: 
	Do you have any pressure restrictions due to:



	__ fracture history
	__ low platelet count

	__ history of blood clots
	__ steroid medication

	__ neuropathy
	__ fragile veins

	__ area of infection
	__ fatigue

	__ other (please describe)
	__ other (please describe)




	11)  Do you have any position restrictions due to:

	

	__ incision

	__ tender skin

	__ medication
	__ discomfort (describe) 

	__ ostomy
	__ medical devices (describe)

	__ tumor site
	__ difficulty  breathing

	__ swelling or risk of swelling 
    (do you require elevation?)

	


	12)  Has the cancer treatment affected any of the following functions? If yes, please describe.


	__ Lungs



	__ Liver



	__ Nervous system



	__ Heart



	__ Kidney



	__ Blood counts



	__ Energy level




	13)  Do you have any of the following general signs & symptoms?  If yes, please describe.



	__ Swelling or tendency to swell anywhere in body



	__ Sites of pain or tenderness anywhere in body



	__ Sites of numbness or reduced sensation anywhere in body



	__ Areas of inflammation




	14)  Do you have any of the following conditions?

	

	__ Skin Conditions (rashes, infections, itching)

	__ Diabetes (medications/complications?)

	__ Known allergies or sensitivities

	__ Injuries, bodily pain, fractures


	__ Cardiovascular conditions
	__ Arthritis or joint problems


	__ Liver or kidney conditions


	__ Digestive problems

	__ Respiratory or lung conditions

	__ Surgery


15)  How are your blood counts?  Do you have any concerns or take any precautions? Do you receive treatment for low counts?  If yes, do you experience side effects from treatment?  
Note: if you are currently receiving chemotherapy, we will need to update this information regularly


16)  If you are receiving treatment currently:   What are your regular diagnostic test(s)?  For what purpose are they given?  Have there been any findings?

17)  Describe your current activity level?  Do you have any medical restrictions? 
