
PATIENT INFORMATION            Today’s date ____/_____/_____ 

 
_________________________________________________________________ 
last name   first name 
________________________________________________________________ 
address    
_________________________________________________________________ 
city   state    zip 
_________________________________________________________________ 
email 
 
home phone (_______)_____________________________ 
 
office phone (_______)_____________________________ 
 
cell phone     (_______)_____________________________ 
 
_____/______/_______        _______                            male      female   
date of birth             age 
 
 single  married  separated   divorced   minor  partnered 
 
 _________________________________________________________________ 
occupation  
 
   
 _________________________________________________________________ 
employer / school 
 
 
_________________________________________________________________ 
whom may we thank for referring you? 

Have you ever received chiropractic care before?   
 yes      no 
 
Details / Conditions treated  
 
_______________________________________________________ 
 
_______________________________________________________ 
 
 
Have you ever received massage or any other type of 
bodywork before?  yes      no 
 
Details / Conditions treated 
 
_______________________________________________________ 
 
_______________________________________________________ 
 
Allergies?   yes      no 
Details________________________________________________ 
 
Heart Disease?  yes      no 
 
Spinal Disease?  yes      no 

NEUROMUSCULAR THERAPY WAIVER 
I, __________________________________________ understand that neuromuscular therapy given at Tiburon Wellness 
Center, is for the purpose of stress relief, reduction of muscular tension, spasms and/or for increasing circulation and 
energy flow. 
 
I understand that the therapist DOES NOT diagnose any illness, disease, or any other physical or mental disorder.  
Likewise, the therapist DOES NOT prescribe and medical treatment or pharmaceuticals; nor does she perform any 
spinal or structural adjustments. 
 
It has been made clear to me that this therapy is not a substitute for a medical examination and that it is               
recommended that I see a physician (d.c., n.d., l.ac, m.d.) for any physical aliment that I might have. 
 
Because a therapist must be aware of existing physical conditions, I have listed below all my known medical        
conditions and take it upon myself to keep the therapist updated on my physical health. 
 
Significant past or current injuries: ___________________________________________________________________________ 
 
Any/All Diagnosed Conditions :______________________________________________________________________________ 
 
With all this in mind, I agree to have neuromuscular therapy at Tiburon Wellness Center, and hold the clinic and it’s 
employees and therapist harmless for any problems that might arise as a result of my session(s). 
 
 
____________________________________________________________  _______/________/________ 
Signature of Patient        Date 
 
 
____________________________________________________________  _______/________/________ 
Signature of Witness        Date 



 
Activities, hobbies: ___________________________________________________________________________________ 
 
CURRENT COMPLAINTS 
 
a) pains, soreness:____________________________________________________________________________________ 
 
b) internal organs/sensations. _________________________________________________________________________ 
 
What are your goals for a bodywork session today? 
______________________________________________________________________________________________________ 
What are you long term goals? 
______________________________________________________________________________________________________               
What treatments/diagnostic tests have you received related to your current complaint? 
___None ___Surgery ___injections ___Splint/Brace ___X-rays ___MRI___CT Scan 
 
___ Chiropractic Care ___Massage Therapy ___Physical Therapy ____Medications 
 
Medications, herbs or supplements being taken regularly: 
_____________________________________________________________________________________________________ 
On occasional basis:         
_____________________________________________________________________________________________________          
 
General appetite, high _____ average_____ poor______ Usual hours of sleep per night: _______                 
 
Average daily alertness and energy level: _______ 
 
Average Stress level per week (1 – 10 range): _______      Today’s Stress level (1-10 range): _______ 
 

LIFESTYLE PROFILE 

Do you exercise? __________ How Often? _____________________________________________________________ 

What type? _________________________________________________________________________________________ 

Are/Were you a smoker? ________     How long? ________ How much? ___________   

Do you have digestive issues?  

____ Indigestion____ Bloating___ Gas ___ Acid Reflux __     Diarrhea ____ Do you use antacids? _______  

Do you have regular bowel movement? __________ Every day? _______ 

Did/Do you drink carbonated beverages? ______Often? _____ Water w/ice? __________ 

Your food pyramid, proportion % of: raw vegetables______ fruits_____ cooked vegetables__________ 

grains____ flour/bakery____ fish____ meat/chicken______ milk_______ yogurt/cheese_______ 

What your ideal diet would be? 

___________________________________________________________________________________________________                                                                  

Major life changes in past year in personal life and your family: ______________________________________ 
 
Anything else you wish to write about yourself: 
 
WOMAN ONLY 
In what phase of you cycle are you now, _______  

if in menopause, how long since your last period? _______   Hot flashes?______ Mood shifts? ______ 

Are you pregnant or nursing? _______   Do you have children? _______         How many? __________ 

Check those that apply: PMS ___ Heavy Periods ___ Irregular Periods ___ Cysts/Fibroids  

 

Have you had any cosmetic surgery?    ________________________________________________________________ 



Thank you for choosing TWC as your health care choice.   
Our team is committed to providing all of our patients  

with the highest quality care. 
 
Your insurance contract is a contract between you and  your insurance company, not 
 between the insurance company and TWC.  The total balance on your account is your   

responsibility regardless of whether your insurance company pays or not, and  
full payment is due at the time of your first visit. 

 

As a courtesy to our patients we will prepare and submit your insurance forms for direct reim-
bursement, if we accept assignment of your insurance benefits.  However, you are required by 
law to pay your co-pay, 
 
We require that you keep a current credit card number on file with us at all times.  If your insur-
ance company has not paid your account within 45 days, the balance will be automatically 
transferred to your credit card.  A monthly finance charge of 1.5% will be added to unpaid 
balances after 60 days, accrued from the time of billing. 
 
Unless canceled 24 hours in advance, we reserve the right to charge for missed appointments 

at the rate of a normal office visit. 

 
Fees: 
Full Hour Massage     $ 110 
Hour and a Half Massage    $ 160 
PACKAGES AVAILABLE I    INQUIRE FOR PRICING 
 
I have read and understood and agree to the above policy: 
 
 
_________________________________________   ______________________________________ 
Signature of Patient/Guardian     Date 
 
 
_____________________________________________________________   __________________________________________________________ 

Credit Card #  for Pre Auth                                                                      Name as it appears on  
 
 
________________________________________/_______________/_____________   __________________________________________________________ 

Exp Date/CSC code on back of card                                                   Signature of Card Holder          

   

t. 415.435.7420     f. 415.435.7424 
 

1640 tiburon boulevard . tiburon california 94920 
tiburonwellnesscenter.com 


