
Babette Maiss,CMT,CLT
13 Williamsburg Lane

Chico,CA 95926, (530)321-5668
CLIENT INTAKE FORM

PERSONAL INFORMATION

_________________     __________________________     ____/____/____     ____     ____
 first name          last name          birth date             age   sex

___________________    ___________ _______ (____)____-_____ (____)____-_____
      address           city      zip                home phone               cell phone

______________________    ______________  CT  _________   (_____)_____-_______
    Referring MD                   address                     zip         phone

______________  _________________________________    (_____)_____-_______
  Email Address              emergency contact    contact’s phone

MEDICAL HISTORY

Please complete the following information.  It will help us to create a treatment plan designed 
for your specific needs.  We look forward to working with you to improve your lymphedema!

I would rate my health:        Excellent           Good           Fair           Poor

Height:   _____ feet _____ inches   

Weight:  _____ pounds Has your weight changed in the last year?  No Yes

If yes, comment:  ____________________________________________________________

Do you exercise beyond daily chores?      No Yes

If yes, describe: _________________________________   How many days per week?  ____

Do you currently smoke?         No Yes

Please list the medications you are currently taking:

1. _______________________________

2. _______________________________

3. _______________________________

4. _______________________________

5. _______________________________

6. _______________________________

7. _______________________________

8. _______________________________



Please check if you have ever had:

 Allergies
 Arthritis
 Blood disorders
 Broken bones
 Cancer*
 Circulation Problems
 Depression
 Diabetes 
 Head injury
 Heart problems

 High blood pressure
 Hepatitis
 Kidney problems
 Hypoglycemia / low 

blood sugar
 Lung problems
 Multiple sclerosis
 Muscular dystrophy
 Osteoporosis
 Parkinson’s Disease

 Seizure / epilepsy
 Skin diseases
 Stroke
 Thyroid problems
 Tuberculosis
 Ulcers / stomach 

problems
 Other:____________ 

_________________

*If history includes cancer - please complete the following by noting chemotherapy, cancer 
surgeries, radiation, and other interventions below:

Date Initiated Date Completed Type of Treatment

Have you had surgery, other than for cancer?      No Yes
If yes, describe: _____________________________________________________________

What are your current limitations? Check all that apply:
 Difficulty with movement or walking
 Difficulty getting in/out of bed, car, toilet, or other type of transfer
 Difficulty with self-care (bathing, dressing, etc.)
 Difficulty with home management (household chores, shopping, driving, etc.)
 Difficulty sleeping

How long have you had lymphedema / swelling?         ____ years     ____ months

How and when did your swelling start? ___________________________________________ 

__________________________________________________________________________

Have you had prior treatment for lymphedema?      No Yes

If yes, please list (massage, bandaging, garments, pump) ____________________________ 

__________________________________________________________________________

Have you ever had an infection (or cellulitis) in your limb with lymphedema? No Yes

If yes, how 

often____________________________________________________________What are 

your goals for therapy?_________________________________________________




