        Tim Doyle Sports Massage


Patient Name:

       
Address:


Phone No:


Date:






Personal Details:
Age group:   Under 20  FORMCHECKBOX 
   20–30  FORMCHECKBOX 
    30–40  FORMCHECKBOX 
   40–50  FORMCHECKBOX 
  50–60  FORMCHECKBOX 
  60+  FORMCHECKBOX 

Lifestyle:    Active FORMCHECKBOX 
    Sedentary  FORMCHECKBOX 

GP Address:      
No. Of children (if applicable):      
CONTRAINDICATIONS (select if/where appropriate):

Never treat unless the injury has been diagnosed and treatment has been recommended by a medical practitioner.

Pregnancy  
Cardio vascular conditions   FORMCHECKBOX 

Haemophilia  FORMCHECKBOX 

Any condition already being treated by a GP or another health professional FORMCHECKBOX 

Medical oedema  FORMCHECKBOX 

Osteoporosis  FORMCHECKBOX 

                Arthritis  FORMCHECKBOX 

Nervous/Psychotic conditions  FORMCHECKBOX 
 
Epilepsy  FORMCHECKBOX 

Recent operations  FORMCHECKBOX 

Diabetes  FORMCHECKBOX 

Any dysfunction of the nervous system (e.g. Muscular sclerosis, Parkinson’s disease, Motor neurone disease)  FORMCHECKBOX 
 
Bells Palsy  FORMCHECKBOX 
 
Inflamed nerve  FORMCHECKBOX 

Cancer  FORMCHECKBOX 

Spastic conditions  FORMCHECKBOX 
 
Kidney infections  FORMCHECKBOX 

Whiplash  FORMCHECKBOX 
 
Slipped disc  FORMCHECKBOX 

Undiagnosed pain  FORMCHECKBOX 
 
When       taking prescribed medication  FORMCHECKBOX 

Acute rheumatism  FORMCHECKBOX 

CONTRAINDICATIONS THAT RESTRICT TREATMENT (select if/where appropriate):

Fever  FORMCHECKBOX 

Contagious or infectious diseases  FORMCHECKBOX 

Under the influence of recreational drugs or alcohol  FORMCHECKBOX 
 

Diarrhoea and vomiting  FORMCHECKBOX 

Skin diseases  FORMCHECKBOX 

Undiagnosed lumps and bumps  FORMCHECKBOX 

Inflammation  FORMCHECKBOX 
 
Varicose veins  FORMCHECKBOX 

Pregnancy (abdomen)  FORMCHECKBOX 

Cuts  FORMCHECKBOX 
 
Bruises 
Abrasions  FORMCHECKBOX 

Scar tissues (2 years for major operation and 6 months for a small scar)  FORMCHECKBOX 
 
Sunburn  FORMCHECKBOX 

Hormonal implants  FORMCHECKBOX 

Abdominal pain  FORMCHECKBOX 

Haematoma  FORMCHECKBOX 
 
Hernia  FORMCHECKBOX 

Recent fractures (minimum 3 months)  FORMCHECKBOX 

Cervical spondylitis  FORMCHECKBOX 

Gastric ulcers  FORMCHECKBOX 


Medical History

CV: 
Respiratory:
GIT:

GUT:

Illnesses:

Gynae:

MSK: 
Medications:

Worst Pain Possible 
[image: image1.emf]
No Pain
	Agg
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Onset: 
When: 
How: 
Progression: 
Radiation: 
Character: 
Frequency: 


Observation 



Active and Passive Movements: 


Palpation: 


Special Tests: 


Clinical Opinion for the Complaint: 
Treatment: 
How patient felt after treatment
Home care (FID - frequency, intensity, duration):

□ Stretch

□ Strengthen

□ Postural

□Heat

□Cold

Reflective Practice:
Print Name    ____________                           Signature ____________
