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D/B/A A Basic Knead Massage & Bodywork

19 W. Main St. #206  Westborough, MA 01581

Phone 508-241-2110  

www.ABasicKnead.com
Child Health History
Print clearly and complete both sides of this form.  This information is needed to ensure 

your massage therapist works safely with your child.  All information is kept confidential.

Child's Name: ____________________________________________________ Date: _______________       

Home phone: 
(___)_________________________________



Cell phone: 
(___)_________________________________   

Address: 
____________________________________________________

City: _____________________________  State: _______  Zip: ______________

Primary Concern: _______________________________________________________          

Male / Female     
 Age: _________  DOB: ___________

Has child had therapeutic touch before?    Yes / No

What activities does your child participate in at school and at home? __________________________________________________________________________________

Please circle any areas of the body your child complains about:

Head/Face
Low Back
Shoulders
Neck

Abdomen

Legs/Feet
Arms/Hands
Mid-back
Other: _________________________________

Is your child currently under a Physicians care for a specific condition? Yes / No   

If yes, for what condition(s)? ___________________________________________

Other Condition(s) and number of years has had: ______________________________________________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________

Medication(s)/Dose(s)/Indication:  ______________________________________________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________

List any trauma from in utero to the present day: 

______________________________________________________________











______________________________________________________________

______________________________________________________________

______________________________________________________________

List any allergies such as gluten, soy, tree nuts, vaccine allergies etc.: 

______________________________________________________________

______________________________________________________________

______________________________________________________________

Other Medical Information:

Condition:


    Yes 

  No


  Additional Information:

Autism Spectrum Disorder






Asthma






ADHD




JRA






Injuries






Insomnia



Cancer or tumors






Skin Conditions




Circle all that apply: Acne, Abrasions/Cuts, Bruises, Dermatitis, Eczema, Hives, Poison Ivy/Oak/Sumac, Psoriasis, Sunburn, Warts, Other: _________

Surgery




Date of Surgery:

Describe: 



Gastrointestinal Problems




Other Conditions not mentioned above




Please describe:

Cancellation Policy

A Basic Knead Massage & Bodywork asks that you give at least 24 hrs notice if you must cancel an appointment.  The full service cost will be charged for any late cancellation or no show appointments, emergency situations excluded.  

