
SunRise Healing Center  
Massage/Energy Work,  MLD (Manual Lymphat ic Drainage)   

Client  Case History 
 

 Personal  and Conf ident ial Information  
 

Las t  name:  ______________________ _____________Fi rs t  Name:  _____________________________ ___________  
 
Address :  ________________________________________________________  Ci ty :  _______________ ___________  
 
Prov ince:  _________________________  Pos ta l  Code:  ___________________Phone:  ________________________  
 
Bus .  #  ________________________ Occupat ion :  ______________________Date  o f  B i r th :  _____________ _______  
 
Emergency Contac t  Name:  _______________ ____________ Phone # :  _____________________________________  
 
E-mai l  Address :  ______________________________ ___________________________________________________  
 

 
General and Medical In formation 

 
  W hat  br ings  you in  fo r  a  massage  o r /  energy work  or  MLD? (  S t ress /pa in ,  re l ie f / t ens ion/o the r  

reason)__________________________________________________________________ ____________  
 
_________________________________________________________________ _______________________  
 

  I s  your  cond i t i on  re l a ted to  work? Yes ____________  No __________  
 
 

  I s  your  cond i t i on  re l a ted to  a  car  acc ident?   Yes______________ NO_____________  
 
 

  A re  you cu r rent l y  hav ing any d iscomfor t  and pa in? Yes_______ No _____.  I f  yes ,  wh ere? P lease show area 
on d iag ram .  

 
 

  Do you know the cause o f  t he pa in? (  D isease,  spec i f i c  movement ,  spec i f i c  task ,  weather ,  o the r  reasons )  
____________________________________________________ __________________________________  

 
__________________ _________________________________________________________ _______________  

 

  W hen do you exper ience the pa in? _______________.  How l ong have you had the pa in ? ______________  
 
__________________________________________________________________________ ________________  

 

  How would  you desc r i be the pa in? (Sharp,  du l l ,  bu rn ing,  numbness ,  t ing l ing )?  P lease  
 
 Descr ibe:  _______________________________________________________________ ________________  

 

  I s  there  someth ing t hat  re l i eves  the pa in? ____________________________ _______________________  
 

  I s  there  someth ing t hat  aggravates  the pa in? ___________________________________ ______________  
 

  Have you seen you r  fam i ly  doc tor  l a te l y  for  t h is  pa r t i cu la r  prob lem,  or  o the r  p rob lem,  
 And has  she/he recommended any t reatment? _____ ______________________________________________  
 

  Have you ever  had any surgery? I f  yes ,  when? ________________________________________________  
 
P lease desc r ibe :  _____________________________________________________________ ________________  
 
 
                                                                            1                                                   Turn  over   
 



  P lease desc r ibe any o ther  s ign i f i cant  i n ju r ies ,  t raumas ,  or  acc idents  ( i nc lude year  and  
 
 T reatment ) : _____________________________________________________________ ___________________  
 
________________________________________________________________________ __________________  
 

  Do you pres ent l y  suf fer  f rom any o f  the fo l l owing? (p l ease c i rc le ) :  
 
In fec t ious  d isease          Headaches         Jo in t  Pa in  (ar t hr i t i s )         A IDS HIV pos i t i ve  
 
Cancer                     H igh b lood p ressure      Low b lood pressure      T ing l i ng/numbness  
 
Musc le  c ramps           Pa in fu l  ca l ves            Jaw pa in           F lu          Co ld         A l le rg ies  
 
Sk in  (psor ias is ,  sh ing les ,  o thers )          Var icose Veins                Sugar  D iabetes            B ru ise Eas i l y  
 
Acute  V i ra l  In f l ammat ion      Acute  Bronch i t i s        As thma       Chron ic  Bronch i t i s      DVT  (deep ve in  th rombos is )  
 
Crones       Hyper thyro id is m   
 
 

  Do you suf fe r  f rom any o ther  cond i t ion  that  i s  not  ment ioned above ? _______________ _____________  
 
I f  yes ,  p leas e desc r i be :  _____________________________________________________________________  

 

  A re  you cu r rent l y  tak ing any medic at ion?__________ I f  yes ,  p leas e  desc r i be :____________________________  
 
_________________________________________________________________________________________  
 
 

  Due  to  t he nature  o f  MLD the male  or  female  breas t  and gro in  wi l l  be  touched i n  orde r  to  do MLD massage  
on these areas .  Do you ag ree that  you have th is  unders tand ing o f  the nature  o f  t h is  massage?  
 
Yes  or  No.   

 

 

Name of  Client  (P lease  Pr in t ) :  _____________________________________________ ______________  

 
-  I  unders tand that  the massage  or /  ene rgy work  or  MLD I  rece i ve is  p rov ided fo r  the bas ic  purpose o f  

re l axat ion,  s t ress  reduc t ion,  and re l i e f  o f  muscu lar  tens ion.  I  fu r t he r  unders tand  that  massage  or /ene rgy work  
shou ld  not  be cons t rued as  a  subs t i tu te  fo r  medica l  exam inat ion,  d iagnos is ,  or  t reatment  and that  I  shou ld  
see a  phys ic ian,  ch i roprac tor ,  o r  o ther  qua l i f ied  medic a l  spec ia l i s t  fo r  any menta l  or  phys ica l  a i lment  that  I  
am  aware o f .  

 
 
-  I  unders tand that  Massage T herap is ts  and/or  MLD Apprent ice  are  not  qua l i f i ed  to  per f orm  ske le ta l  

ad jus tments ,  d iagnose and /or  p resc r ibe,  and that  n oth ing sa id  in  the cou rse o f  the sess ion be cons t rued as 
such.  

 
 
-  Because massage and/or  energy  work  or  MLD is  cont ra ind icated  under  ce r ta i n  c ond i t i ons ,  I  a f f i rm  that  I  have  

s ta ted a l l  my known medica l  cond i t i ons ,  and ans wered a l l  ques t i ons  hones t ly .  I  ag re e t o  the therap i s t  
updated  as  to  any changes  in  my medica l  p ro f i le ,  and  unders tand that  t he re  sha l l  be  no  l iab i l i t y  on  the 
therap is t ’ s  pa r t  shou ld  I  fo rgot  to  do so.   

 
-  I  have rece ived and read  the i n fo rmat ion on MLD (Manua l  Lymphat ic  Dra inage)  and  unders ta nd a l l  the  

methods  and bas ic  s t rokes  and the necessa ry p lacements  o f  hands  in  o rder  to  do the MLD to  i t s  fu l l  benef i t .     
 
 
-  I t  i s  a lso  unders tood that  any  i l l i c i t  o r  s exua l l y  sugges t ive  remarks  o r  advances  made be me wi l l  resu l t  i n  

immedia te  term inat ion o f  t he sess ion,  and I  wi l l  be  l i ab le  f or  payment  fo r  the fu l l  scheduled appoin tment .  
 
 
 

Cl ient  S ignature:  ________________________________________    Date:  _____________________  
 
I f  the Cl ients is  of  17 years or  younger ,  the Parent  or  Guardian must  s ign below  giv ing the  Cl ient  
permission fo r  t rea tment  and tha t  the Parent  or  Guardian unders tands the form above.  
 
 
Paren t  or  Guardian:  ____________________________________ Date:  ______________________  
 
 
Therapist :  ___________________________________ _________ Date:  _____________________  
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