
Body Assessment 

 

Name ________________________________ Date___________________ 

 

Referred by _______________________ Age ____________ Male/Female 

 

Occupation ___________________________________________________ 

 

Doctor/ other therapy ___________________________________________ 

 

General Symptoms/ Needs _______________________________________ 

 

                        Mark an X on the diagram to show areas on concern: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


