BowenWork Confidential History and Profile

Welcome!  We want to make your appointment as pleasant and comfortable as possible.  If at any time you have questions regarding your therapy session, please let us know.
Name______________________________________________________Birthdate____/____/__

Address____________________________________Apt_____City______________Zip_______

Tele Home_______________________Email________________________________________

Tele Cell_________________________Referred By___________________________________

Had Massage Therapy_______BowenWork________# Sessions_________Last Date_________

Are you under a Doctor’s Care? ____  Explain:________________________________________

DO YOU HAVE A HISTORY OF:

	Neck Pain
	Elbow - Hands - Fingers
	Spine - Scoliosis

	Whiplash
	Carpal Tunnel 
	Fibromyalgia

	Decreased Range of Motion
	Back Pain – up – mid - low
	Chronic Fatigue Syndrome

	       Neck – Shoulder - Other
	Hip Pain – Leg Length 
	Joint Aches

	Jaw Pain – grinding - TMJ
	Pelvis - Sacrum
	Arthritis - Where

	Migraines - Headaches
	Hamstrings – Quads - calves
	Bladder 

	Ear Problems - Tinnitus
	Sciatic Nerve Pain
	Pregnant

	Dizziness
	Restless Leg Syndrome
	PMS – Menstrual Symptoms

	Sinus - Allergies
	Feet
	Breast Pain

	Chest Pain - Asthma 
	Plantar Faciatis
	Sexual Organ Problems  M - F

	Digestion - Reflux
	Knee – Ankle - Toes
	High Blood Pressure

	Shoulder Pain or Restriction
	Coccyx 
	Heart Attack


Long Term Pain_______________________________Injury_____________________________

Other_________________________________________________________________________

PLEASE READ THE FOLLOWING & SIGN BELOW:

BowenWork Atlanta does not diagnose or treat illnesses. I take full responsibility for seeking medical assistance when I feel it is indicated for my well-being.

I am responsible for paying for any Appointment Cancellation of less than 24 HOURS.

Name__________________________________________________Date______________​​​​____

