
 Client Intake form


Name ________________________________________    Email __________________________________  Address ________________________________________________________________________________ 
Phone ________________________   Date of Birth ____________________  Gender __________________
Emergency contact name ___________________________________________________________________     
Emergency Contact Phone ____________________ Occupation ___________________________________ 
Anyone Refer you to me (first and last name please)? _____________________________________________

Your Massage History

Have you had a professional massage before?  (circle one)          Yes                 No
If yes, how long ago was your last massage?  _________________________________
What are your goals for treatment and reason for initial visit? _________________________________
__________________________________________________________________________________
What pressure do you prefer? (circle one)       Light                 Medium                   Firm
            Are you sensitive to any fragrances, essential oils, or massage oils, lotions?
            (circle one)       Yes        No       If yes, list here: ________________________________________

Current Health

If you exercise regularly and/or participate in any sports please list them:  ______________________
         __________________________________________________________________________________
Do you sit for long hours at a workstation or driving? (circle one)        Yes              No
List any medications you are currently taking: ____________________________________________
_________________________________________________________________________________
Are you wearing contacts? (circle one)                 Yes                  No
    Mark any condition listed below that applies to you (the next question will let you to explain):
				
                          						

 ___ contagious skin condition 
 ___ open sores or wounds 
 ___ easy bruising 
 ___ recent or past accident or injury 
 ___ recent or past fracture
 ___ recent or past surgery
      ___ artificial joint 
      ___ sprains/strains 
      ___ current fever  
      ___ swollen glands 
      ___ allergies/sensitivity  
      ___ heart condition 
___ high or low blood pressure 
___ circulatory disorder 
___ varicose veins 
___ atherosclerosis
___ phlebitis 
      ___ deep vein thrombosis/blood clots 
              ___ carpal tunnel syndrome 
 ___ osteoporosis 
 ___ epilepsy 
 ___ headaches/migraines 
 ___ cancer/tumor: explain where below. 
  ___ diabetes 
  ___ decreased sensation 
  ___ back/neck problems 
  ___ Fibromyalgia 
  ___ TMJ 
  ___ other joint disorders: list types below
  ___ tennis elbow 
  ___ pregnancy: how many months?__________
  ___ sensitive skin
  ___ arthritis: list type and where at
  ___ cancer/tumor recovered from in past: how 
         long along? ____________ Explain below.  

Please explain any condition that you have marked above and list any other conditions or injuries not listed (if applicable include the date they occurred):  _______________________________________________________ _________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


During your massage session, the therapist may be working on the following parts of your body, always using appropriate draping for your safety and comfort. Please check any areas you do not feel comfortable having the therapist work on.

      ____Head     ____ Face      ____ Neck      ____ Shoulder      ____ Back      ____ Arms 
                ____Legs     ____ Chest     ____ Abdomen     ____ Feet     ____ Glutes (buttocks)


Is there anything else about your health history that you think would be useful for your massage practitioner to know to plan a safe and effective massage session for you? __________________________________________ __________________________________________________________________________________________________________________________________________________________________________________


Consent for Treatment If I experience any pain or discomfort during this session, I will immediately inform the practitioner so that the pressure and/or strokes may be adjusted to my level of comfort. I further understand that massage/bodywork should not be construed as a substitute for medical examination, diagnosis, or treatment and that I should see a physician, chiropractor, or other qualified medical specialist for any mental or physical ailment of which I am aware. I understand that massage/bodywork practitioners are not qualified to perform spinal or skeletal adjustments, diagnose, prescribe, or treat any physical or mental illness, and that nothing said in the course of the session given should be construed as such. Because massage/bodywork should not be performed under certain medical conditions, I affirm that I have stated all my known medical conditions and answered all the questions honestly. I agree to keep the practitioner updated as to any changes in my medical profile and understand that there shall be no liability on the practitioner’s part should I fail to do so. I also understand that any illicit or sexually suggestive remarks or advances made by me will result in immediate termination of the session, and I will be liable for payment of the scheduled appointment. Understanding all of this, I give my consent to receive care. 

(For minor’s)
Parent or Guardian Signature _________________________________________ Date: _____________

Client Signature: ___________________________________________________ Date: _____________
