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Shiatsu Health History Questionnaire 

 
 
Welcome!  The following questionnaire helps me gather information about imbalances in your body so that I can customize a 
treatment specific to your needs.  The more honest you are, the best I can assist you.  All of your answers are strictly 
confidential.   Thank You! 

PERSONAL INFORMATION                  Date___________________ 

Name________________________________________________                           Pronouns__________________________ 

Address________________________________________________________  City_________________________________ 

State________ Zip___________   hone_____________________   Date Of Birth: __________________Age ____________     

Email________________________________________________________________________________________            

Occcupation(s)_________________________________________________________________________________ 

Emergency Contact & Relation______________________________________Their Phone __________________________ 

Are you Pregnant? ______________ # of weeks ____________                              # of Children _____  Ages ____________ 
 
Have you ever had massage/shiatsu before?  If so, when and where?    ____________________________________________ 
 
How did you hear abou t me? Is this a referral from a friend? 
Who?_______________________________________________ 
 
CURRENT CONDITION 
Reason for visit today__________________________________________________________________________________ 
How long have you had this condition? ____________________________________________________________________ 
Is it getting worse? _____________  Does it bother your:  Sleep ?________  Work ?_________  Other?________________ 
What seems to be the initial cause? _______________________________________________________________________ 
What seems to make it better?___________________________________________________________________________ 
What seems to make it worse?___________________________________________________________________________ 
Are you under the care of a licensed health care professional now?  ____Yes  ____No        If yes, what is the diagnosis? 
____________________________________________________________________________________________________ 
Who is your Licensed health care 
professional?_______________________________________________________________ 
What other kinds of treatment have you tried or are you trying?_________________________________________________ 

 

Medical History  
Check any of the following conditions you currently have.  Double-check those that are in the past.) 
 Chronic Disease Fibromyalgia Physical Traumas Surgery (list) Emotional Traumas 
(Diabetes, Epilepsy 
Crohn’s, etc.) 

Cancer 
Headaches/Migraines 

(Car accidents, falls, 
etc.) 

 
______________ 

(Abuse, death in family, 
etc) 

 
__________________ 

 Liver Disease 
_____________________ 

 
_________________ 

 
______________ 

  
___________________ 

 
__________________ 

 
_____________________ 

 
_________________ 

 
______________ 

 
___________________ 
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 Your Diet  
 
Appetite  Low 

  
Thirst for 
Water 

Low Cravings Sweet        Sour
  

  

 High  High  Salty          Spicy   
        
 
Please list any of  the following supplements that you are taking - Pharmaceuticals, Vitamins, Herbs, Others? 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 

Your Lifestyle  -  Please note amount and/or frequency (1x day, 1x week, 1x month, etc.) 
Alcohol ____________  Stress________________________ Coffee ___________________ 
Tobacco____________     Occupational Hazards____________  Artificial Sweeteners_________ 
Regular Exercise _______________________________      Soft Drinks _________________ 

General Symptoms  
Dream-disturbed sleep     Poor Sleep   Bodily heaviness Chills      Bleed or bruise easily 
Cold hands or feet      Heavy Sleep  Lack of strength  Night sweats     Peculiar Taste 
Strongly like cold drinks     Poor appetite  Poor circulation               Sweat easily 
Strongly like hot drinks       Heavy appetite Shortness of breath       Muscle Cramps      
Recent weight loss/gain     Fatigue               Vertigo or dizziness  Fever                   

Head, Eyes, Ears, Nose, Throat  
Glasses     Night blindness   Sores on lips or tongue Recurrent sore throat       Headaches 
Eye strain  Glaucoma  Dry mouth   Swollen glands   Concussion 
Eye pain    Cataracts   Excessive saliva               Lump in throat 
Red eyes      Teeth pain  Sinus Problems       Enlarged thyroid       Other head or neck issues 
Itchy eyes Grinding teeth               Excessive Phlegm  Nose Bleeds               __________________  
Spots in eyes     TMJ         Color of phlegm Ringing in ears           __________________ 
Poor vision     Facial pain  __________________ Poor hearing           __________________ 
Blurred vision Gum problems   Earaches     

Respiratory  
Cough  Shortness of breath     Asthma   Frequent colds 
Tight chest Sinus Infection  Difficulty breathing 

Cardiovascular  
Fainting Irregular heartbeat Heart Palpatations  Blood clots   

Gastrointestinal  
Nausea    Constipation  Intestinal pain or cramping Frequency of Bowel Movements:     
Vomiting  Diarrhea  Bloating   _____________________________  
Gas     Laxative Use  Bad breath   Any irregularities: 
Hiccups      Supplemental Fiber Heart Burn   _____________________________ 
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Skin and Hair  
Rashes               Eczema             Dandruff Change in hair/skin texture    Other hair or skin problems  
Hives  Psoriasis Itching               Fungal infections           __________________ 
Ulcerations Acne  Hair Loss              __________________ 

Neuropsychological  
Poor memory  Irritability Anxiety Fear        Seeing a therapist 
Numbness Depression Sadness    Anger                  Other (specify)______________ 
 
Genito-urinary_______________________________________________________________________________________ 
Pain on urination Kidney stone  Wake to urinate 
Frequent urination Unable to hold urine Urgent urination    

Gynecology  
Age menses began: Irregular periods Currently Pregnant            Age at menopause 
__________________ Painful periods  Pregnancies #_________             _______________ 
Length of cycle:  PMS  
__________________    
Duration of Flow:        
__________________  

Musculoskeletal  
Neck/shoulder pain Upper back pain  Joint pain Limited range of motion  
Muscle pain   Lower back pain Rib pain Limited use of ________________ 

Other information that may be important… 

____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
Please mark these drawings according to where you are experiencing specific pain. 
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