
MK Rolfing - MK Health and Performance LLC 

Client Intake Form 

Full Name: Date: ------------------ -------

Phone: Email: 
----------- --------------------

Address:---------------------------------

Occupation: _____________ Referred By: ____________ _ 

Emergency Contact 

Name: _________________ Relationship: ________ _ 

Phone: ___________ _ 

Medical & Health History 

Have you received Rolfing® before? Yes ■ No ■

Please circle any treatments received for your condition: 

■ Acupuncture ■ Massage ■ Physical Therapy ■ Surgery

■ Chiropractic ■ Medication ■ Other: _________ 

Please circle any conditions you are currently experiencing or have a history of: 

■ Low Back Pain

■ Shortness of Breath

■ Headaches

■ Dizziness

■ AIDS/HIV

■ Muscle Fatigue

■ Lymphedema

■ Digestive Problems

■ Pinched Nerve

■ Easily Angered/Agitated

■ Sciatic Pain

■ Allergies

■ Difficulty Sleeping

■ Neck Pain

■ Mentally Restless

■ Arthritis

■ Muscle Spasms

■ Lack of Appetite

■ Spinal Fusion

■ Low Energy

■ Constipation

■ Bruise Easily

■ Cancer

■ Blood Clots

■ Loose Stools

■ General Fatigue

■ Joint Hypermobility

■ Thrombosis

■ Herniated Disk

■ Other: _________ 

List any surgeries and dates: ___________________________ _ 

When did your symptoms begin? __________________________ _ 






