
                                                                    OHIO VALLEY MASSAGE ASSOCIATES       740-544-6644 
 

 

Name__________________________________________________________________________ Date______________________ 

 

Address__________________________________________________________Phone (day)_______________________________ 

 

City_______________________________State_________Zip______________Phone (eve)________________________________ 

 

Age________ D.O.B. ______/______/_______ Sex________ E-Mail __________________________________________________ 

 

Occupation______________________________________________ Referred by: ________________________________________ 

0   No symptoms 
1   Minimal symptoms.  Easily able to ignore. 
2   Minimal to mild symptoms.  More aware of symptoms but  no-

ticeable when performing daily tasks. 
3   Mild symptoms.  Annoying, noticeable when doing daily tasks 
4   Mild to moderate symptoms.  Requires medication on occasion. 
5   Moderate symptoms. Req. meds, sleep disturbed and avoiding 

daily tasks on occasion (25%). 

6   Moderate to severe symptoms.  Irritable, sleep disturbed, 

avoiding daily tasks more freq (75%) 
7   Severe symptoms. Unable to performs daily tasks and 

unable to perform job. 
8   Severe symptoms. Unable to perform bathing toileting, 

req. partial bed rest, unable to leave home without assis-

tance. 
9   Total bed rest.  May pass out. 
10   Call ambulance! 
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Worker Comp Form Folder / INTAKE FORM 



Name:                                                                                               Date:  

I understand that if I cancel with less than a 24 HOUR NOTICE �R�U���,���D�P���D���³NO SHOW�´���,���Z�L�O�O���E�H���F�K�D�U�J�H�G���W�K�H���I�X�O�O���D�P�R�X�Q�W���R�I���W�K�H��
missed session.  I authorize use of my credit card (CARD NUMBER BELOW) in such an event. 
 
 CLIENT SIGNATURE_________________________________________DATE________________  
 
 CARD NUMBER __________________________________________________  
 
Comments 
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