INITIAL EVALUATION SUBJECTIVE REPORT
PATIENT INFORMATION
Name:

Date:

How do you prefer to be addressed?

Age:

Occupation:

Height:

Weight:

Address:
Phone:

E-Mail Address:

How did you hear about us?
Referred by:

The following is very important to our evaluation process.
Please fill out these forms as specifically as possible to provide us with
a clear picture of your present symptoms, abilities, and goals.
1.

What is the primary complaint that brings you here to Whole Body Robbie?
Please describe your symptoms as specifically as possible.

2.

Secondary complaint?

3.

On what date did your symptoms begin?

4.

How did your symptoms begin?
For example, did your symptoms begin as a result of an accident or trauma, or did they begin without a
known reason?
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☐ No

☐ Yes

5.

Have you ever received the following treatment for this condition?
If yes, please indicate types of treatment and effectiveness.

6.

Put a slash mark on the line below to indicate the INTENSITY of your symptoms:
None 0

7.

10 Worst Possible

Put 2 slash marks on the line below to indicate the BEST and WORST your symptoms have been in the past
week:
None 0

8.

10 Worst Possible

Put a slash mark on the line below to indicate the FREQUENCY of your symptoms:
Never 0

9.

10 Constant

What activities increase your pain?

10. What activities decrease your pain?
11. On the lines below, place a slash mark to indicate your daily functional ability as a percentage of normal:
On a “good day” 0%

100%

On a “bad day”

100%

0%

12. For each activity listed below, please note the amount of time in minutes or hours that you can perform before
you feel that you need to stop because of your symptoms. If you have no difficulty with the activity, mark OK;
if you are unable to perform the activity, mark UNABLE; if this does not apply to you, mark NA.
ACTIVITY

TOLERANCE

ACTIVITY

Sitting

Computer Work

Standing

Exercise

Walking

Writing

Stairs (# of stairs/flights)

Shopping

Driving

Bending

Sleeping

Reaching (# of repetitions)

Lifting (# of pounds)

Carrying (# of pounds)

Other

Other

Other

Other

TOLERANCE
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13. What are your goals for this treatment program?
For example, what activities from the above list would you like to be able to perform better or longer? How
long in minutes or hours do you need or want to perform each activity?

14. Do you have any of the following medical conditions?
YES

NO

YES

NO

Circulatory problems

☐

☐

Blackouts

☐

☐

High blood pressure

☐

☐

Visual disturbances

☐

☐

Heart trouble

☐

☐

Weight changes (>15 lbs)

☐

☐

Pacemaker

☐

☐

Headaches

☐

☐

Epilepsy

☐

☐

Ringing in the ears

☐

☐

Diabetes

☐

☐

Bowel/bladder problems

☐

☐

Pregnancy

☐

☐

Malignancy

☐

☐

Stroke

☐

☐

Other:

☐

☐

15. Past Medical History:
Please list any surgeries, traumas, accidents or other conditions and the dates of occurrence.

16. Please place a check in front of each item that you experience at least monthly. Place an X in front of each
item that you experience weekly or more frequently.
Headache

Feeling inadequate/unable to cope

Heart pounding or racing

Feeling guilty or failure

Irregular heartbeat

Uncontrolled crying or sadness

Chest pain, tightness

Easily annoyed or irritated

Numbness, tingling in arm or leg

Free-floating anxiety about life

Can’t keep warm enough

Voice quivering, shaking

Sweaty palms

Eyes irritated or inflamed

Blushing, flushing face

Vision blurred
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Coughing

Eyestrain or discomfort

Stuffy nose, congestion

Nosebleeds

Earache or ringing noise in ears

Stomach cramps

Common colds

Heartburn or indigestion

Sore throat

Nausea or vomiting

Asthma or shortness of breath

Frequent urination

Hay fever or allergies

Incomplete urination

Sore, aching muscles

Painful urination

Stiff or tender joints

Urinary leakage

Back problems

Bowel leakage

Trembling/twitching muscles

Gas in lower bowel

Skin rashes, eruptions

Diarrhea

Grinding of teeth (TMJ)

Constipation

Dry mouth

Bowel irregularity

Mouth sores

Uninterested in sexual relations

Excessive perspiration

Unable to participate in sex acts

Difficulty sleeping through the night

Menstrual difficulties

Excessive drowsiness during the day

Breast tenderness

Periods of extreme fatigue

Hot flashes

Feeling faint or dizzy

Water retention

Feeling tense or nervous

Over-eating, bingeing

Difficulties with family or friends

Lack of appetite

Worrisome thoughts

Excessive alcohol abuse

Recurring bad thoughts

Other substance abuse

Thoughts of suicide

Frequent laxative use

Fearful of persons or places

Other:

17. Medications:
Please indicate below ALL medications which you are currently taking, the problem for which you are using
them, the dosages, and their effectiveness.
MEDICATION

FOR TREATMENT OF

DOSE/AMT/DAY

EFFECTIVENESS
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18. Please shade area(s) of pain and/or symptoms.
Male:

5

18. Please shade area(s) of pain and/or symptoms.
Female:

6

Cancelation Policy & Release
•

In order to keep prices affordable, it is important that you notify me with a 24-hour
cancelation notice. This helps clients with emergency needs get access to treatment
and allows people on the waiting list to take your scheduled time. I understand that
any appointment canceled without the courtesy of a 24-hour notice will be billed in
full and due before my following appointment.

•

I understand that Myofascial Release is a powerful treatment that helps the body to
heal and restore itself. It is my responsibility to perform recommended care and
avoid activities that will inhibit the healing process.

•

I am aware that after Myofascial Release, I may feel “stirred up” and experience
additional tenderness while my body adapts to its new position. I understand that
healing doesn’t happen in a straight line and often requires multiple treatments.

•

I understand it is my responsibility to drink plenty fresh clean drinking water and call
Robbie of discomfort persists.

•

I understand that during the cleansing and detoxification process my body may
experience light to severe cleansing reactions including but not limited to headache,
nausea, agitation, and fatigue. These are normal symptoms of the body being
overloaded by toxins in the bloodstream that are being released from the tissues. It’s
my responsibility to drink plenty of water and contact Robbie about my level of
discomfort so adjustments can be made.

•

I understand that Robbie Bianchi-Pray Lmt, Ntp, Cpt. is not a doctor nor makes any
claims to be, therefore no advice should be taken as such; she does not diagnose, but
offers education on topics related to your current signs and symptoms. Check with
your doctor BEFORE changing your diet, medications, or medical treatment of any
kind.

Signature ___________________________________________

Date ________________

Liability Waiver
I understand that humans can carry infections and that therapy requires close quarters
between therapist and patient. Even under the most careful of circumstances, disease
can be transmitted between people. I understand that by choosing to receive
Myofascial Release Therapy there may be some risk of contracting or sharing an
infectious disease including COVID-19. Therefore, I agree to hold Robbie Bianchi-Pray
DBA Whole Body Robbie LLC. harmless and free of liability if I become ill after receiving
therapy.

Printed Name: ____________________________________________ Date:_______________

Signature:________________________________________________

The Inner Journey
Listed below are pointers for enhancing your treatment sessions. By following
these suggestions, you will optimize the healing potential of your treatment.
1. The Fascial Voice
Scan your body before, during, and after treatment feeling for areas of
heat, tingling, or tightness. Look for area of redness. Report any
findings. This provides important information about areas that may need
treatment.
2. Breath
Breathe into your area of pain or the area being treated. Visualize a
tube going right to that area and breathe through the tube into the pain or
area being stretched.
3. Awareness
Sink your awareness into the pain and into the feeling, not into
thought. Allow the area to feel like sinking sand. Do this by FEELING the
INSIDE of your body. Ask yourself “where does this connect internally?”
Allow those areas to soften like butter melting. Imagine more space in this
area and provide feedback.
4. Unwinding
Your body may feel the urge to move during treatment. Allow any
spontaneous motion to occur. This motion is your own inherent selfcorrecting mechanism, the wisdom of your body. I will guide you and
keep you safe, try to feel and allow the motion to fully express itself.
5. Emotions
Emotions are a natural response to treatment. Be willing to tune in and
allow ANY emotions you may experience during or after the treatment to
surface. Our bodies hold emotions in our fascial system like a storage tank
until we are ready to fully feel and release them. Sometimes the body
holds them in a form that we call pain. I encourage full expression of all
emotions and words to help you achieve the best treatment and
results. We have to feel to heal!
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6. Images & Memories
Images, colors, or memories may float into your consciousness during or
after treatment, as they are being released from your tissues. Consider
sharing these feelings as it may aid in your healing process.
7. Dialogue
I may ask you questions throughout your treatment. When answering,
allow the response to come from the area of your body being worked on
and not from your head. You do not need to have an understanding of
your response or of any emotion that may surface. You always have
the option to not answer any question. Never force an answer.
8. Language
Listen to the messages you give yourself in everyday life. I’m talking about
the “I cant’s”, “I should haves”, “I nevers”, etc. Choose to provide
positive messages into the system like “I’m getting better and better
everyday in every way!”
9. Zigzag
People do not improve in a straight line. Progress is more of a zigzag.
When you flare up or have a setback allow yourself to feel and experience
the frustration first and then keep your eyes on your goals. Life and
healing are a JOURNEY often going up, down, around corners and maybe
even in circles. We may even take a wrong turn but it still provides us with
direction. Sometimes the body is clearing out deeper levels of restrictions.
The body has it’s own innate healing potential, believe that it knows
what it’s doing!
10. Goals
Visualize your goals in as much detail as you can imagine. Include a
framework for your goals that is reachable, and then support yourself in
accomplishing this achievement. Remember that goals are adaptable.
Allow the process to be something you enjoy!
Pain is simply a signal or message that your body is trying to communicate
with you. It’s saying, “Hey, listen to me!” I want you to consider becoming
friends with your pain. Allow it to be your teacher. In other words, be open to
the lessons available in your body and mind, and it will guide you to freedom
and health. Remember most of all to enjoy the ride; it ‘s the journey of
your life!
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