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Client Information
Client Name:__________________________________________________________           Date: __________________   
Address: 

__     _____
      __________ __  City:

      ______   State: __________   Zip :  ______________ _
Age: 
         Birth Date: 

                 Male/Female     Email: _____________________________________
Phone Number (cell/home/work): _______________________       Is it ok to  leave a message at this number? Yes / No
Emergency Contact: _____________________    Relationship: ___________________   Phone #: ___________________ 
Primary Care Physician: _______________________________________    Phone Number: ________________________
Have you had a professional massage before?       Yes / No                Date of  last treatment: ________________________
Women:   Are you pregnant or nursing?   Yes /  No   If pregnant, How many weeks? 
_________________________   

Consent for Massage Therapy

· The unclothed body will be properly draped at all times for warmth, sense of security, and as a mark 
of massage professionalism.
· Focused attention and manual therapy will be given as agreed upon by therapist and client for the predetermined goals of stress reduction. I understand my therapist will explain potential benefits and possible side effects of this therapy and that I have the opportunity to ask questions. 
· I, as a client, agree to provide a complete and accurate health information and notice of health changes 
at successive appointments.
· I understand that massage therapy is designed to be a supplementary health aid and is not suitable for primary medical treatment.
· I will immediately inform my therapist of any unusual sensation or discomfort, so that the application 
of pressure of strokes maybe adjusted to my comfort level.
· I understand that massage is not sexually oriented in any way and that any illicit or suggestive remarks or behaviors on my part will result in immediate termination of the session.
· I understand that this professional massage is therapeutic in nature, and is performed by a Licensed Massage Therapist.
· I understand that payment in full is expected at every session.
· I understand that the therapist reserves the right to prevent of terminated treatment for he/she believes necessary.
I give my consent to receive treatment and understand terms of the massage policy:

Signed: ____________________________________________________                   Date: ______________
Description of Condition 
Mark any area(s) of discomfort with the following key
A =Ache N =Numbness B = Burning T = Tingling S = Stiffness

[image: image1.emf]
On a scale of one to ten how intense are your symptoms?   Not intense    1    2    3   4    5    6    7    8    9    10   Unbearable
When did you r symptoms start? _______________________  How did they begin? _____________________________

_________________________________________________________________________________________________
How often do you experience symptoms? (Circle one)     Constantly        Frequently        Occasionally         Intermittently
Describe your symptoms? (circle all that apply)     Sharp       Dull ache       Numbing      Burning       Tingling      Shooting
Are your symptoms? (Circle one)  
  Getting better              

Staying the same                     
  Getting worse
How do your symptoms interfere with your normal activities? _______________________________________________

_________________________________________________________________________________________________

How do your symptoms interfere with your normal activities? _______________________________________________
Health Questionnaire

Please list all prescriptions/non-prescriptions, as well as other supplements you take and the associated condition:
       Medication & Dosage





          Condition

     ________________________________

_______________________________________________________________

     ________________________________                  _______________________________________________________________
     ________________________________
               _______________________________________________________________

Please list any major accidents, surgeries, or hospitalizations you have had with the month and year for each: 
                        Date                                                                                        Surgery or Hospitalization
    _____________________       ________________________________________________________________________________

    _____________________       ________________________________________________________________________________
    _____________________       ________________________________________________________________________________
 Please list any allergies or hypersensitivities that you have and the associated reaction:


       Allergy                                                                                                     Reaction
   ____________________________________               ____________________________________________________________

   ____________________________________               ____________________________________________________________

   _____________________________________             ____________________________________________________________
Please indicate if you have experienced any of the following symptoms/conditions in the past or present:
Head / Neck

· Headaches/migraines
· Vision problems/loss
· Vertigo/dizziness
· Tinnitus (ringing in ears)
· Hearing problems/loss

Respiratory

· Chronic cough

· Emphysema

· Frequent colds

· Shortness of breath

· Bronchitis

· Sinusitis

· Smoking

Nervous System

· Sensory change/loss

· Sciatica

· Seizures

· Numbness/tingling

· Epilepsy

· Multiple sclerosis

Musculoskeletal System

· Arthritis

· Osteoporosis

· Bursitis

· tendonitis

· Pins/plates/wire/artificial joints

· Jaw  pain/TMJ

Reproductive

· Pregnant

· Gynecological problems

· Given birth

Cardiovascular

· High blood pressure

· Heart attack

· Heart disease

· Phlebitis/varicose veins

· Hemophilia

· Chronic congestive heart failure
· Low blood pressure

· Stroke

· Poor circulation

· Edema

· Pacemaker

Skin & Infections

· Hepatitis

· Herpes

· Lyme disease

· HIV/AIDS

· Tuberculosis

· Infectious conditions
Other Conditions

· Cancer

· Unexplained weight change

· Digestive conditions

· Psychiatric disorder

· Depression

· Anxiety

· Diabetes

· Fibromyalgia

· Chronic fatigue syndrome

· Other conditions

____________________
____________________

Notice of Massage Policy
Notification of cancellation must be received 24 hours in advance 
by phone. Cancellations within 24 hours of the appointment will be charged a fee of $45. Chronic problems with cancellations may require a client to pay for services in advance. No shows will be charged the full price of the scheduled massage.

Late arrival to an appointment means less time with a therapist. You may stay, but you will only receive the remaining time of your session and pay the full price of the scheduled massage.
I give my consent to receive treatment and understand terms of the massage policy:
Signed: ______________________________________                     Date:_____________
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