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Client Health History Form 

Name:___________________________________ 
Address:_________________________________ 
City/State/Zip:____________________________ 
Birthday:_________/_________/_____________ 
Occupation:______________________________ 
Height:_____________Weight_______________

Date:_________/__________/________________  
Phone:___________________________________ 
Email:___________________________________ 
Referred By:______________________________ 
Emergency Contact:________________________ 
Emergency Contact Phone:___________________

General Information: 
What is your main reason for coming to therapy__________________________________________________ 
What specific goals would you like to achieve from therapy?________________________________________ 
_________________________________________________________________________________________ 
How and when did the symptoms begin?________________________________________________________ 
Where are your symptoms located? Please mark the areas on the figures below (in or out of the boxes): 

How long have you had these symptoms?_______________________________________________________ 
Are you currently, or have you ever been, under medical supervision for this problem/s?__________________ 
_________________________________________________________________________________________ 
Have you had any tests for this problem; such as x-rays, MRI, or CT Scans? ____________________________ 
Description and Date of Last: X-ray_____________________MRI________________CT Scan_____________ 
Describe the symptoms. Please check all that apply: 
� Dull  �Ache   �Burning  �Sharp  �Periodic �Constant �Sore �Stiff   �Numb  �Tingling 
What makes it better or worse?________________________________________________________________ 
_________________________________________________________________________________________ 
On a scale of 0-10 with 10 being the most severe imaginable discomfort, what is your discomfort level right 
now?____________________________________________________________________________________ 
What time of the day is the pain worse?_________________________________________________________ 
Do you have trouble sleeping? If yes, what position do you sleep in?__________________________________ 

Physical Factors: 

What physical activities are you currently involved in?_____________________________________________ 
Do you stretch now?________________________________________________________________________ 
Have you ever had Chiropractic treatment? If yes, how long, how often and with whom?__________________ 
_________________________________________________________________________________________
Have you ever seen a Naturopathic doctor?______________________________________________________ 
Have you experienced any kind of bodywork before (i.e. massage, acupuncture, etc.)? If yes, what type?_____ 
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Do you wear any type of supportive braces anywhere?_____________________________________________ 
Do you wear orthotics?______________ If yes, for how long?_______________________________________ 
What percentage of your day is spent sitting?____________, standing?_____________, driving?___________ 
Are your symptoms worse at the end of the workday?______________________________________________ 
Does your work station give you support and encourage good posture?________________________________ 
How would you rate your own posture?_________________________________________________________ 

 
Medical History: 

 
Please list any recent injuries, illnesses, or surgeries:_______________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
Are you currently under the care of a physician? Yes________ No________ 
If yes, please explain. 
_________________________________________________________________________________________ 
List current medications, including aspirin, ibuprofen, etc. __________________________________________ 
_________________________________________________________________________________________ 
Please list any allergies: _____________________________________________________________________ 

 
Please check all that apply
 
____ AIDS/HIV 
____ Cancer: Type ______ 
____ Digestion Problems 
____ Circulatory Problems 
____ Migraines/Headaches 
____ Back Problems 
____ Sciatica 
____ Stroke 
____ Scoliosis 
____ Osteoporosis 
____ Diabetes 
____ Kidney Disease 

____Hi/Low Blood Pressure 
____ DVT/ Blood Clot 
____ Elimination Problems 
____ Respiratory Problems 
____ Sinus Problems 
____ Neck Problems 
____ Arthritis/Bursitis 
____ Immune Disorder 
____ TMJ 
____ Tendonitis/Tendinosis 
____ Multiple Sclerosis 
____ Bleeding Disorders 

____ Now Pregnant 
____ Epilepsy 
____ Ulcers 
____ Cold Hands/Feet 
____ Heart Problems 
____ Bruise Easily 
____ Allergies 
____ Fibromyalgia 
____ Carpal Tunnel 
____ Asthma 
____ Immovable Joints 
____ Fracture

Do you have any chronic or frequent pain?___________________________________________________________ 
Have you had any accidents, auto or other?___________________________________________________________ 
Have you ever had any major surgeries?_____________________________________________________________ 
Have you ever had a head injury?________ Have you noticed dizziness?________ Change in hearing?___________ 
Change in vision?___________ 
Are there any other medical conditions the therapist should be aware of?___________________________________ 
Are you pregnant?_____ If yes, how far along are you?_________________________________________________ 
Have you had, or are currently receiving cortisone/steroid shots?________ If yes, when was the most recent 
one?_________________________________________________________________________________________

 
The above information is accurate and true to the best of my knowledge. If there are any changes in my current level of 
health, I will inform the person here that I’m seeing of my condition. I understand that this office does not diagnose or 
treat illness or disease and does not prescribe medications. I agree to pay my account with this office in accordance 
with the regular rates and payment terms. If, for any reason cancellation is necessary, I will give a 24-hour advanced 
notice. I understand that if I do not give this notice, I will be charged for the appointment unless it can be filled. 
Emergency cancellations will be determined by owner. It is agreed that any claim of liability is hereby waived.  
 
Printed Patient Name______________________________________  Date______________________ 
Signature/Guardian Signature___________________________   Guardian Name(if applicable)______________________ 
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Patient Health Information and Privacy Policy 
 
This policy outline the way Patient Health Information (PHI) will be used in this office and the patient’s right 
concerning those records. You must read and consent to this policy before receiving services. A complete copy 
of the Health Information Portability and Accountability Act (HIPAA) is available here: 
 
http://www.cms.hhs.gov/SecurityStandard/Downloads/securityproposedrule.pdf 
 

1. The patient understands and agrees to allow this office to use their PHI for the purpose of treatment, 
payment, health care operations and coordination of care. The patient agrees to allow this office to 
submit requested PHI to the payor(s) named by the patient for the purpose of payment. This office will 
limit the release of all PHI to the minimum necessary to receive payment. 

2. The patient has the right to examine and obtain a copy of their health records at ant rime and request 
corrections. The patient may request to know what disclosures have been made and submit in writing 
ant further restrictions on the use of their PHI. This office is not obligated to agree to those 
restrictions. 

3. The patient’s written consent shall remain in effect for as long as the patient receives care at this 
office, regardless of the passage of time, unless the patient provides written notice to revoke their 
consent. A revocation of consent will not apply to any prior care or services. 

4. This office is committed to protecting your PHI and meeting its HIPAA obligations: Staff have been 
trained in the area of patient record privacy and a privacy official has been designated to enforce those 
procedures. 

5. Patients have the right to file a formal complaint with our privacy official about any suspected 
violations. 

6. This office has the right to refuse treatment if the patient does not accept the terms of this policy. 
 
Initial _________ 
 
Consent to Professional Treatment  
 
The patient certifies that all information provided to this office is true and correct, to the best of their 
knowledge. The patient grants their consent to this office and its staff to render treatment as deemed necessary 
by the attending physician. If the patient is a minor child, under the age of eighteen (18) at the date of 
treatment, I hereby stipulate that I am the legal guardian of the child and grant my consent for the treatment of 
the child as provided for herein. The patient may refuse treatment at any time. 
 
Initial _________ 
 
Assignment of Benefit and Release of Records 
 
The patient hereby assigns benefits to be paid directly to this provider by all of their third-party payors. This 
assignment is irrevocable. Failure to fulfill this obligation will be considered a breach of contract between the 
patient and this office. The patient authorizes this office to release any information required by a third-party 
payor necessary for reimbursement of charges incurred. 
 
Initial _________ 
 
Signature: _________________________________________  
Printed Name: ______________________________________ 
Date: _______/_________/____________ 
 
Guardian Signature: _________________________________________  
Guardian Printed Name: ______________________________________ 
Date: _______/_________/____________ 
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SERVICES AGREEMENT AND WAIVER 
The following agreement outlines Project Wellbeing’s service guidelines and policies. This should be 
completed on or prior to your first service. This agreement is effective for all current service purchases and 
any services purchased thereafter. Please take a moment to read and initial the following information to 
acknowledge understanding. Please be sure to ask any questions on the information provided below. 
 

    I understand that any form of bodywork is provided for stress reduction, relaxation, relief 
from muscular tension, and improvement of circulation, range of motion and energy flow.  

    If I experience pain or discomfort during the session, I will immediately inform my 
practitioner so that pressure can be adjusted to my level of comfort. I will not hold my practitioner 
responsible for any pain or discomfort I experience during or after the session. 

    I affirm that I have notified my practitioner of all known medical conditions and injuries. 
    I agree to inform my practitioner of any changes in my health and medical condition. I 

understand that there shall be no liability on the instructors’ part should I forget to do so. 
    I understand that stretch therapy sessions are designed to assist in greater stretch gains and 

are non-sexual in nature. 
    I understand that the services offered today are not a substitute for medical care. I 

understand that my practitioner is not qualified to perform spinal or skeletal adjustments, diagnose, 
prescribe, or treat physical or mental illness. 
 
POLICIES 

      I understand that all service purchases are non-refundable and non-transferable. 
 
                   I understand that there is a 24-hour cancellation policy. If I am unable to cancel before that 
time, I will be responsible for the costs associated with that session.  
 

      Service packages expire three months after the date of purchase. 
 
             Payments should be made prior to receiving service/s. If purchasing a package, the entire 
amount should be made prior to start of services. 

 
      I agree that in the event my insurance refuses payment for any session, I am fully 
responsible for paying my outstanding balance. 

 
RELEASE AGREEMENT 
Project Wellbeing client is aware that participation in a sport or physical exercise may result in 
accident or injury, and assumes the risk connected with such participation. Client represents that 
he/she is in good health and suffers from no physical impairment, which would limit their use of the 
facilities, or any physical impairments have been disclosed on the Par-Q. Client acknowledges that the 
staff has not and will not render any medical services including medical diagnosis of Client’s physical 
condition. Client specifically agrees that Project Wellbeing, it’s officers, and employees shall not be 
liable for any claim, demand, cause of action of any kind resulting from or related to Client’s use of 
facilities or participation in personal services and fitness programming within or without the facility 
premises, and the client agrees to hold Project Wellbeing harmless. By signing this release, I hereby 
waive and release my practitioner from any and all liability, past, present, and future relating to the 
kinesiology, corrective exercise, strength and conditioning, fascial stretch therapy, myoskeletal 
alignment therapy, bodywork, and massage therapy appointments. I understand these policies and 
authorize Project Wellbeing to assess cancellation and no-show fees according to the above outlined 
policies to the credit card on file. I have read and agree to these policies therein. 
 
Client Signature:        Date: 
 
Printed Name: 



            
 

PAR-Q 
 

YES NO  

  1. Has your Doctor ever said that you have a heart condition and that 
you should only do physical activity recommended by a doctor? 

  2. Do you feel pain in your chest when you do physical activity? 

  3. In the past month, have you had chest pain when you were not 
doing physical activity? 

  4. Do you lose your balance because of dizziness or do you ever lose 
consciousness? 

  5. Do you have bone or joint problem that could be made worse by a 
change in your physical activity? 

(Examples: back, Hips, Knees) 

  6. Is your doctor currently prescribing drugs for your blood pressure 
or heart condition? (ie: water pills, etc.) 

  7. Do you know of any other reason why you should not do physical 
activity? 

 

YES to 1 or more Questions 
Talk with your doctor by phone or in person BEFORE you start becoming much more physically active or 

BEFORE you have a fitness appraisal. Tell your doctor about the PAR-Q and which questions you answered 

YES. 

You may be able to do any activity you want, as long as you start slowly and gradually build up. OR you may 

need to restrict your activities to those which are safe for you. Talk with your doctor about the kinds of activities 

you wish to participate in and follow his/her advice. 

NO to ALL Questions 
If you answered NO honestly to all PAR-Q questions, you can be reasonably sure that you can: 

 Start becoming mech more physically active. Building slowly and gradually, as this is the safest way. 

 Take part in a fitness appraisal. This is an excellent way to determine your basic fitness levels so that 

you may plan the best way for you to lead an active life. 

  It is also recommended that you have your blood pressure evaluated, before you start becoming more 

physically active. 

DELAY BECOMING MUCH MORE ACTIVE IF:  
 You are NOT feeling well due to a temporary illness.  
 You may be pregnant-Talk to your doctor prior to physical activity. 

PLEASE NOTE: 
 If your health changes so that you then answer YES to any of the above questions, tell your fitness or health professional. You may need to 

consider changing your physical activity plan and/or consult with your doctor. 
Informed use of the PAR-Q: Project Wellbeing and their agents assume no liability for persons who undertake physical activity, and if in doubt after 
completing this questionnaire, consult your doctor prior to physical activity. 
NO CHANGES PERMITTED. YOU ARE ENCOURAGED TO PHOTOCOPY THE PAR-Q BUT ONLY IF YOU USE THE ENTIRE FORM. 
NOTE: If the PAR-Q is being given to a person before he/she participates in physical activity or a fitness appraisal, this section may be used for legal or 
administrative purposes. 
NAME:_____________________________________________________________________________   DATE:________________________________________ 
SIGNATURE:______________________________________________________________________   WITNESS:____________________________________ 
SIGNATURE of GUARDIAN:_____________________________________________________ 
NOTE: This physical activity clearance is valid for a maximum of 12 months from the date it is completed and becomes valid if your condition changes so 
that you would answer YES to any of the above questions 



 

 

WAIVER AND RELEASE OF LIABILITY  

I hereby understand and acknowledge that the training, services, programs, and events held by Project Wellbeing LLC, TPC Summerlin, 
SouthShore Country Club, and their respective affiliates and related entities, their successors and assigns and their respective shareholders, 
partners, members, officers, directors, agents, contractors, and employees (hereinafter collectively referred to as the “Releasees”) may 
expose me to inherent risks, including accidents, injury, illness, or even death. I hereby release the Releasees from any and all liabilities, 
losses, claims, damages, demands, rights of action or cause of action, present or future, known or unknown, anticipated or unanticipated, 
arising out of or in any manner resulting from my attendance at or use of the equipment or facilities in Project Wellbeing, TPC 
Summerlin, SouthShore Country Club, including the Wellness Center, Recovery Center, Lifestyle Center, the Lake Club, and all related 
areas. This release is a release of, without limitation, and liabilities, losses, claims, damages, demands, rights of action or cause of action 
resulting from or arising out of the acts or omissions of the Releasees. I assume all risk of injuries associated with participation including, 
but not limited to, falls, contact with other participants, the effects of the weather, including high heat and/or humidity, injuries associated 
with physical exertion, and all other such risks being known and appreciated by me as well as risks unknown to me.  
 
I hereby acknowledge my responsibility in communicating any physical and psychological concerns that might conflict with participation 
in activity. I acknowledge that I am physically fit and mentally capable of performing the physical activity and services I choose to 
participate in. I agree to use all facilities and equipment at my own risk and in accordance with the manufacturer's instructions and 
warnings. I understand that any and all comments or information provided by the Releasees shall not be construed as an official evaluation 
or recommendation, with respect to whether I am sufficiently physically fit for any exercise activities. I agree to be solely responsible for 
the safety and wellbeing of myself. I understand that Project Wellbeing will provide me instruction and it is my sole responsibility to 
follow the instructions that I am provided. 
 
Project Wellbeing, TPC Summerlin, SouthShore Country Club, and their respective affiliates and related entities request your permission 
to reproduce through printed, audio, visual, or electronic means activities in which you have participated. Your authorization will enable 
us to use specially prepared materials to train employees, and/or increase public awareness and promote continuation and improvement of 
our programs through the use of mass media, displays, brochures, websites, etc. I, fully authorize and grant Project Wellbeing, TPC 
Summerlin, SouthShore Country Club, and their authorized representatives, the right to print, photograph, record, and edit as desired, the 
biographical information, name, image, likeness, and/or voice of myself on audio, video, film, slide, or any other electronic and printed 
formats, currently developed, (known as “Recordings”), for the purposes stated or related to the above. I understand and agree that use of 
such Recordings will be without any compensation to myself, my heirs, or my assignees. I understand and agree that Project Wellbeing, 
TPC Summerlin, SouthShore Country Club and/or their authorized representatives shall have the exclusive right, title, and interest, 
including copyright, in the Recordings and shall have the unlimited right to use the Recordings for any purposes stated or related to 
the above. I hereby release and hold harmless Project Wellbeing, TPC Summerlin, SouthShore Country Club, and their authorized 
representatives from any and all actions, claims, damages, costs, or expenses, including attorney’s fees, brought by me and/or my heirs or 
assignees which relate to, or arise out of, any use of these Recordings as 
specified above. 
 
After having read this waiver and knowing these facts, and in consideration of acceptance of my participation and Project Wellbeing 
furnishing services to me, I agree, for myself and anyone entitled to act on my behalf, to HOLD HARMLESS, WAIVE AND RELEASE 
Project Wellbeing, its officers, agents, employees, organizers, representatives, and successors from any responsibility, liabilities, demands, 
or claims of any kind arising out of my participation in Project Wellbeing’s training, programs and/or events. This Release and Waiver shall 
be binding upon my heirs, executors, administrators and assigns.  Further, I hereby agree to release and discharge the Releasees from any 
and all liability for any loss or theft of, or damage to, any of my personal property. I hereby release, discharge, covenant not to sue and agree 
to indemnify and save and hold harmless each of the Releasees from all liability, claims, demands, rights of action, causes of action, losses, 
or damages caused or alleged to be caused in whole or in part by the negligence of the Releasees or otherwise, including negligent rescue 
operations and further agree that if, despite this agreement, I, or anyone on my behalf, makes a claim against any of the Releasees named 
above, I will indemnify, save and hold harmless each of the Releasees from any litigation expenses, attorney’s fees, loss liability, damage 
or cost any may incur as the result of any such claim.  

This Release and Waiver and the relevant provisions of the governing documents for Project Wellbeing LLC, TPC Summerlin, SouthShore 
Country Club, and affiliates are intended to and shall be construed so as to provide the broadest possible protection for the Releasees under 
law. 

I acknowledge that I have carefully read this Release and Waiver and fully understand that it is a release and waiver of liability. 

I HAVE READ THE FOREGOING WAIVER AND RELEASE OF LIABILITY AND VOLUNTARILY EXECUTED THIS 
DOCUMENT WITH FULL KNOWLEDGE OF ITS CONTENT. 
 
Date: _           Email:       
Signature: _       Phone:       
Print Name:         
 
Guardian Signature: _      



MEDICAL CLEARANCE FORM ONLY NEEDS TO BE FILLED OUT BY YOUR 
DOCTOR IF YOU ANSWER YES TO ANY QUESTION ON THE (PAR-Q)
This medical clearance form must be completed in order to move forward with any exercise program 
or manual therapy provided by Project Wellbeing. On the PAR-Q form, you identified one or more 
medical risk factors or have had recent health changes, which may harm your ability to exercise 
safely. For this reason, a physician’s clearance is required before any exercise or manual therapies 
such as massage, fascial stretch, or tissue mobilizations can begin.  

Please provide this form to the physician of your choice to complete and sign. A Project Wellbeing 
staff member may also email this form via your request.  

Please bring the completed form in prior to your next visit. 

I hereby give my physician permission to release any pertinent medical information from my records 
confidentially to the staff at Project Wellbeing. 

PATIENT LAST NAME, FIRST NAME: 
PATIENT SIGNATURE: DATE: 

PHYSICIAN NAME: 

PHYSICIAN ADDRESS: PHONE: 

FOR PHYSICIAN USE ONLY 

¨ The above patient is clear to exercise and complete manual therapies such as;
massage, fascial stretch, and tissue mobilization without any limitations.

¨ The above patient is NOT clear to exercise or receive manual therapies at this time (if
checked, the patient will NOT be permitted to exercise or receive manual therapy).

¨ The above patient is clear to exercise and complete manual therapies within the
following limitations:

PHYSICIAN SIGNATURE: 
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