~Craniosacral Therapy - Case History Form~

Name: 

What is the primary reason for your visit?
What are your major complaint symptoms?
When did the condition(s) first occur?

Describe your overall state of health

Describe your daily activities/lifestyle

Please describe any chronic conditions you might have and when they first occurred

Please list any surgeries, major illnesses, and what you would consider to be trauma you had undergone

Briefly describe your dental history

Please list any details you know about your birth (which side you were lying on, any complications during the birth process, duration of birth, etc.)
Have you had prior craniosacral therapy treatments? (y/n)

Please list any medical professionals (including alternative medicine) you are seeing at the moment

Please list any current medications you are taking at the moment








Any information provided in this form is kept strictly confidential


