
Today’s Date:___________________ Therapist’s Initials: __________________

Name: _______________________________________ Home Phone: ____________________________________

Address: _____________________________________ Work Phone: ____________________________________

City/State/Zip: ________________________________ E-Mail: ________________________________________

Date of Birth: ______/______/______ Age: _________ Occupation: ______________________________________

Emergency Contact:____________________________ Company: _______________________________________

Referred by:    G Yellow Pages; G School; G Internet; G Ad; G Friend/Doctor ____________________________

How will you pay?    G Cash; G Check; G Credit Card; G Insurance; G Gift Certificate from __________________

Primary complaint: _____________________________________________________________________________

How did this condition develop? __________________________________________________________________

What makes it worse? __________________________________________________________________________

Does it interfere with your work? _______________    Sleep? _______________   Recreation? ________________

What makes it better?  __________________________________________________________________________

Have you seen a physician?___________ Who? _____________________________________________________

What did he say? ______________________________________________________________________________

Medications and purpose: _______________________________________________________________________

Surgeries and when: ____________________________________________________________________________

Are you pregnant? _____________ If yes, due date: __________________________________________________

Do you regularly use: (use  H=heavy; M=medium; L=light)     _____Caffeine     _____ Nicotine     _____ Alcohol

Have you had massage therapy before? _________ Where and by whom? _________________________________

What would you like to achieve in your massage therapy session today?__________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

I understand that it is necessary for me to provide feedback to my massage therapist regarding my level of comfort.
I understand that a sheet drape will be used to keep my muscles warm and respect my privacy.  I give my permission
to the therapist to render massage where needed unless listed below, and I understand that I will not be touched on my
breast tissue (if female) or genitalia. I specifically do not give permission to be touched in the following areas:.

PLEASE CONTINUE ON THE FOLLOWING PAGE '
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Please check beside any conditions that affect you now or have affected you in the last three months:

G Allergies
G Sinusitis
G Arthritis
G Bursitis
G Diabetes
G Varicose Veins
G Blood Clots
G Heart Condition
G Severe Depression
G Cancer
G Chest Pain
G Shortness of Breath
G Low/High Blood Pressure

G P.M.S

G Fatigue
G Dizziness
G Ringing in Ears
G Loss of Balance
G Fainting Spells
G Headaches
G TMJ Dysfunction
G Neck Pain
G Shoulder Pain
G Upper Back Pain
G Mid Back Pain
G Low Back Pain
G Herniated Disc
G Sciatica

G Insomnia
G Cold Feet
G Cold Hands
G Numbess in Hands
G Numbness in Feet
G Edema 
G Skin Disorders
G Hepatitis
G Diarrhea
G Constipation
G HIV/AIDS
G Abdominal Hernia
G Stomach Disorders
G Spina Bifida
G Other _______________

Please indicate areas of discomfort, especially muscle tightness:

Because a massage therapist must be aware of any existing physical conditions that I may have, I have listed all
of my known medical conditions and physical limitations, and I will inform my massage therapist of any changes in
my physical health.

I understand and agree that: (1) the massage therapy that I am given is for the purpose of stress reductions, relief
from muscular tension or spasm or for improving circulation; (2) that a massage therapist neither diagnoses illness,
disease, or any other medical, physical, or mental disorder, nor performs any spinal manipulations; (3) I am responsible
for consulting a qualified physician for any physical ailments that I may have; (4) that health and accident insurance
policies are an arrangement between an insurance company and myself, and that this office will help prepare any
necessary reports to assist me in making collection from the insurance company.

I agree that all services rendered me are charged directly to me and I am responsible for payment unless prior
arrangements have been made.  I agree to pay for all scheduled appointments that I am unable to keep unless I
notify my massage therapist at least 24 hours in advance.

Client or Guardian Signature _______________________________________ Today’s Date: ________________
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