HEALTH INFORMATION 
& CONSENT FORM
Name (Print): 
Address ________________________________________________


Date  __    _/       /____
City_____________________
Zip_________

E-Mail _______________________________________
Phone @ Home:________________ 
@Work: _________________
Cell: _________________
Occupation _______________________ Other Activities/Pastimes __________________________________
How do you relax? __________________________________________________________________________
Date of Birth ___________
Height ________
Weight _________
Marital Status  __________
Children? (ages)  ____________

How were you referred to Rolfing and/or John Doyle _____________________________________
Have you been Rolfed before? Yes / No     Number of Sessions _____    By ___________________
HEALTH INFORMATION

Are you under active care by a physician or other health professional?  
Yes / No
Name(s): _______________________ If yes, does he/she approve of you being Rolfed?  Yes / No 

Are you on any prescription medications?  Yes / No  
What? _________________________________
Do you use aspirins or other non-prescription drugs?
 Yes / No 

What type and how often? ___________________________________________________________________
Are you on a special diet or weight loss program? ______________________________________________
Are you involved in psychotherapy? Yes / No
Women: Are you pregnant?  Yes / No
Do you exercise regularly? 
Yes / No  

Do you feel tired very often? Yes / No  
Please describe you physical activities:

___________________________________________________________________________________________
CIRCLE AND DESCRIBE IF YOU HAVE ANY HISTORY OF:
Heart Problems ________________

High Blood Pressure ___________
Thyroid Disorder______________
Diabetes ______________________
Cancer _______________________
Arthritis ______________________
Osteoporosis __________________
Migraines ____________________
Allergies _____________________
Asthma ______________________

Sinusitis/ Deviated Septum _________

Neurological Problems/Seizures _____________
Autoimmune Disorder ______________________
Ulcers/Digestive Problems __________________
Genito-Urinary Problems ___________________
Depression __________________________
Unusual Amounts of Stress ____________
Sleep Problems _______________________
Vision Problems ______________________
ORTHOPEDIC PROBLEMS:

TMJ (back of jaw) _____________________
Neck Pain ____________________________

Chest Pain ____________________________
Low Back Pain ________________________
Sciatica ______________________________
Knee Pain_____________________________

Foot Pain _____________________________ Any Radiating Pain in Limbs ___________ Tingling or Numbness? ________________

Any contagious or communicable diseases? (describe) _________________________________________
Any illness or injury at present?_____________________________________________________________
Please list any operations, accidents or serious illnesses you have had: 
___________________________________________________________________________________________

Any disability of the feet, ankles, hips or back? ________________________________________________

___________________________________________________________________________________________
Any chronic complaints (things you’ve given up on and accepted, e.g., headaches, constipation, etc.)? ___________________________________________________________________________________________
Why do you want to be Rolfed and what are you expectations?
___________________________________________________________________________________________
Additional information or comments you want to add?
___________________________________________________________________________________________
APPLICATION & CONSENT
I fully understand the purpose of Rolfing is to balance and align the physical body so that it is supported and maintained by gravity in three-dimensional space. This is done through direct manipulation and education so that greater economy of body movement is achieved.

I understand Rolfing is not involved with the treatment of disease of any kind, nor does it substitute for medical diagnosis or treatment when such attention is needed. The Rolfer does not treat, prescribe or diagnose any illness, disease or any other physical or mental disorder of the person. Nothing said or done by a Rolfer should be construed to be such.

I understand it is necessary for the Rolfer to touch my body in order to assist me in establishing balance and alignment in my body. I give JOHN DOYLE my permission and consent to do all those things necessary in helping me to establish balance and alignment, including but not limited to touching my body. I give JOHN DOYLE full privilege and license to work on my body in such as way as to restore and establish balance and alignment therein.

IN CASE OF CANCELLATION!  I agree to give 24 hours advance notice of a scheduled session, or to assume responsibility for payment of the full fee.
Signed _______________________________________


Date______________

Witness _______________________________________

Date _____________

(Parent or Guardian of Minor)

