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Personal contact details  

Name: Gender: 
M/F 

D.O.B:  

Address: 
 

Postcode: 

Email:  
 

Phone number: 

Emergency contact name:  
 
Phone number:  

Relationship:  

Occupation and how many  days/hours do you work per week:  
 

How did you hear about us?     Word of mouth             Google/internet             Facebook              Other 

Private Health Insurance?     
          YES    NO 

If yes, please name fund:  
 

Have you had a myotherapy treatment before?  
          YES   NO 

If yes, please state when:  
 

Concession card (seniors, low income, student):   
          YES   NO  

If yes, what type:  
 

What activities (sports, exercise, hobbies) do you take part in outside of work for FUN?  
 
 

 

General Lifestyle Habits  
Please note: Be as honest as you can when filling out this part. This information is NOT here to be used to 
judge you for your habits. It is used to get an insight of how you will recover after your treatment.  

 

Alcohol consumption (glasses per 
week): 

Smoker (no. per day):  Water consumption (glasses 
per day):                    
              

Stress levels (on average):  
1=no stress     10= super stressed 
 
1    2    3    4    5    6    7    8    9    10  
                                                                                                            

Leisure activities/level of exercise (per week): 

How well do you normally sleep? Please circle 
  
Very good (sleeps like a log)                       
 
Good (gets enough but could be better) 
 
Okay (Tosses and turns, Needs more sleep) 
 
Poor (What sleep?) 

Overall general health (on 
average): Please circle 
 
 1=very poor     10= fantastic 
 
1    2    3    4    5    6    7   8   9   10 
 

How well have you been eating lately?  Please circle      
Not the greatest          Could be better          Good          Really Good          Fantastic  
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Medical History Details 

Current Medication/s:  
Include all prescribed, vitamins, herbs, homeopathic and naturopathic 
remedies  

What is it used for:  

Recent Surgeries: (within the past 5 years)  
 
 
 
 

 

Please CIRCLE any conditions that you are currently experience or have experienced in the past 

Allergies Joint replacement Hernias Implants 

Asthma/lung 
conditions 

Osteoporosis Pneumothorax 
(punctured lung) 

Fractures/Dislocations 

Accident/trauma Cancer/ Tumours Arthritis Bursitis 

Skin disorders (eczema 
or psoriasis) 

Infectious disease 
(HIV/AIDS, Hepatitis 

A,B,C) 

Diabetes: 
Type 1 
Type 2 

Pacemaker or a similar 
device 

Heart/Circulatory 
Conditions 

Allergies to metal Shingles Whiplash 

High/Low blood 
pressure 

Autoimmune 
disorders 

Headaches and/or 
Migraines 

Jaw Pain 

Blood clots /Varicose 
veins 

Epilepsy or Seizures 
disorders  

Missing/replaced 
organ/s (eg. Kidney) 

Bruise easily 

Bleeding disorders Stroke Thyroid Problems  Fibromyalgia 

Chronic Fatigue Chronic Pain Depression Anxiety 

Panic attacks Females: Are you pregnant?                   If so, How far along? 

Other:  
 
 
 

Please provide more details with any circled conditions above: 
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Please list any other health care provider/s you are currently seeing: 
 
 
 
 
 

 

Reason/s for getting myotherapy treatments:  

*Please circle the location of your pain/issues your experiencing on the diagram  

When did the issue start? (days, weeks, months, years) 
 
 

How often do you feel this issue during the day? (all the time, most of the time, some of the time) 
 
 
What time of the day do you feel this issue the most? (Morning, Afternoon, Evening, Night) 
 
 

How bad can the pain get out of 10? (1= very little pain, 10=Excruciating pain) 

1     2     3     4     5     6     7     8     9     10 
What does it feel like? (please circle)       
Dull ache                                                                              Tingling (pins and needles) 
Sharp (Stabbing, spikes, piercing)                                 Radiating (spreading)  
Hot (burning, On-fire)                                                     Throbbing  
Cold (freezing, Ice)                                                             Unpleasant (annoying)              list continues on next page 
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Sensitive (sunburnt skin, raw)                                         Numb 
Shooting (electric shock)                                                  Other: 

What activities /movements aggravates it?  
 
 

What activities/ movements help ease it? 
 
 

List things that you think that may have contributed to your issue of becoming worst?  
(examples might include posture, working, stress, not enough exercise etc)  
 
 
 
 

How does this issue make you feel?  (Please circle) 
Angry                                                     Frustrated                                              Sad 
Depressed                                            Hopeless                                                 Annoyed  
Distracted                                             Other 
 

List 3 things you hope to get out of these treatments  
(examples might include: not be in pain when (insert activity), Start (insert activity) etc) 

1.  
 

2.  
 

3.  
 

When dealing with your muscular aches and pains/conditions the actual hands on treatments are 
only a small aspect of your healing process.  
For you to get the best results and achieve your goals (listed above) you will need to be actively 
involved in completing out of treatment care (eg. stretching, moving, self-massage, water intake 
etc).  
 
List how would you like to be kept accountable for these out of treatment tasks?  
(eg. text message reminder, phone call, proof of activity list etc)  
 

- 
 
- 
 
Because if nothing were to change how would it make you feel?  
 
 
  
 
By signing here you are agreeing that you will do all necessary steps/actions needed to get the best 
results and achieve your goals:  
 
 Signature:………………………………………………………………………………………………Date:………./………./……….                                                    

 



                                    Informed consent  
 

Privacy policy 
It may be necessary to discuss your condition and/or treatment with your GP or referring practitioner. Do you 
agree to allow discussion or information to be passed to, or between health practitioners for the purpose of 
providing you the best result outcomes?  
 
Please circle: 

Yes Name of practitioner: 
 

No If no, please state reason:  
 

 
Treatment consent:  (please tick boxes once read) 
I understand that:  

 The therapist has viewed my health history form before commencing treatment  

 The therapist will explain the physical assessment process and it may involve partial undressing and may 
require the therapist to palpate (touch) the area(s) of my body relevant to my presenting condition  

 The therapist will explain the treatment options to me and give me choices 

 The therapist will explain the associated risks and possible side effects like mild bruising, muscle soreness, 
light-headedness, an increased awareness of painful areas as well as short term side effects.   

 The therapist will explain any associated risks and possible side effects if the treatment is to be changed  

 The therapist will discuss the treatment procedures, the areas of the body to be treated, the undressing 
and dressing procedures, the draping procedures and the positioning on the table for and during treatment 

 The therapist will explain that I have the right to refuse treatment, to make changes to the treatment and 
to stop the treatment session at any time 

 Treatments that the therapist provide may benefit certain conditions but results are not guaranteed 

 That the therapist does NOT diagnose illnesses, proscribe medications nor physically manipulate the spine 
or its immediate articulations  

 I have provided true and accurate health history information to the best of my knowledge. I will continue to 
inform my therapist of any changes to my health or personal information.  

 
Dry needling consent: 

Dry needling involves treatment where the skin is penetrated using a single use sterile, disposable stainless 
steel needles. Side effects can include post treatment drowsiness or nausea, fainting, local bruising and 
tenderness, small local bleeding at the site. More serious complications can occur but very rarely, but may 
include convolutions, organ puncture, regional pain syndrome or pneumothorax (punctured lung). The 
needling techniques performed are done in a very safe manner to minimise the likelihood of any serious 
complications. 

Do you understand this explanation? 

YES      NO 

Do you give consent for this technique? 

YES      NO 

 
Cancelation/No show policy:  (Including rescheduled and missed appointments) 

We send an appointment reminder via text the day before to confirm the appointment. You must reply YES to 
confirm that appointment.  
When you reschedule or cancel an appointment, we require minimum 24 hours’ notice: otherwise a 50% fee 
will be charged.  
If you MISSED an appointment you will be required to pay a 100% fee of that appointment.  
If you have an emergency, please let us know so that we can treat your specific situation accordingly.  
This cancellation policy is necessary for our small business to continue to serve our clients in need of 
treatment.  
 
Client name:      Therapist Signature:  
   
Signature:       Date:          /          /  


