Client Assessment

Personal Information
	Title:
	D.O.B:

	Surname:
	Gender:

	Forename:
	GP Name:

	Address:


	GP Address:

	Telephone Number:
	GP Number:

	Occupation:
	Consultant:

	Other Healthcare Practitioners:


	Reason for Visit:








Contraindications
	· Is your general health ok?



	· Have you had your BP taken?



	· Are you taking any medications?



	· Have you had any surgery?



	· Are you subject to any medical conditions?



	· Do you have any allergies?



	· Anything else of relevance that I should be aware of?





Current Medical History
	· Is this the first episode of the particular problem?

	· How, when, what (Details)?



	· Symptoms?



	· What makes the condition worse?



	· What makes the condition better?



	· Do you experience any ‘pins & needles’?

	· Do you experience any loss of power?




Body Chart                                                                    
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Previous Medical History (if applicable)
	· What happened & how long ago did problem occur?



	· What was done & by whom?





	· Results previously?




	· Were any investigations carried out? (x-ray, MRI)?



Observations
	Symmetry, Ease of undressing, Left/Right comparison, Inflammation, Lump/bumps/scars, Comparison of previous visit:

	

	

	







Palpation
	Skin temp/colour/texture, Muscle Tone, Swelling/Inflammation, Muscle Spasm, Limb comparison:













Movement
	Joint mobility, Soreness/tenderness, hypermobile, Stiffness, Active/Passive/Resisted:









	




Aims & Objectives
	· Decision – Treat of refer:



· Aims & objectives of session:






· Alternatives:





· Client Signature:                                                                   Date:




Massage
	· Body Part & Position of client:





	· Techniques Used:







	· Objective markers:



	· Feedback:





Advice
	· Management of problem:
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· Follow up Date:
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