Massage Intake Form - CONFIDENTIAL INFORMATION

(Please answer all areas; filling out this form completely will help ensure the best possible care.)
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Name: 
____________________________________
Date: 
________________________
	Do you have any of the following today:

	[ ] Cold or Flu
	[ ] Open cuts
	[ ] Infections

	[ ] Bruises
	[ ] Skin rash-where:


	[ ] Contact lenses
	[ ] Are you pregnant? Due:


	

	Have you ever had the following:

	[ ] Diabetes
	[ ] Blood Clot/DVT
	[ ] Dislocated Joint

	[ ] AIDS/HIV
	[ ] Lupus
	[ ] Stroke/CVA

	[ ] Kidney Disease
	[ ] Liver Disease
	[ ] Neuropathy/Numbness

	[ ] Fibromyalgia Syndrome
	[ ] Heart Attack/Condition
	[ ] Seizures

[ ] Allergies

	[ ] Chronic Fatigue Syndrome
	[ ] Cortisone Injection:


	[ ] Cancer/Tumor
	[ ] Chemo/Radiation Therapy: 



[ ] Any condition or illness I should know about?_________________________________
________________________________________________________________________

Is this your first massage?  __________________________________________
If no, when was your last massage?  _____________________________________________

What is the major complaint or condition you are seeking help for? __________________



________________________________________________________________________
When did this begin? 
______________________________________________________
What brought it on? 
________________________________________________________

_________________________________________________________________________
What have you done to get relief? 
______________________________________________________________________
What positions/activities aggravate the condition? 
_________________________________

___________________________________________________________________________
What does this condition prevent you from doing? 


_____________________________

____________________________________________________________________________
Is this condition:     [ ] worsening      [ ] improving      [ ] unchanged.     

Have you seen a physician for this?     Yes / No
May we contact your physician?     Yes / No   Initial here:________________________


Physician Name / Number: 
_________________________________________
Are you now under medical/therapeutic treatment?     Yes  /  No 

Please list all medications and nutritional supplements you are taking: 
____________________

_____________________________________________________________
_____________________________________________________________

______________________________________________________________

______________________________________________________________


Please list all surgeries in your lifetime: 
______________________________________________________________


_____________________________________________________________
______________________________________________________________

	Please color in your conditions, scars and injuries etc *PLEASE note any areas you’d like to request massaged (face, abdominals, glutes):
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List other therapies you currently receive: 
_______________________________________

____________________________________________________________________
_____________________________________________________________
_____________________________________________________________

Please list any additional comments regarding your health and well‑being: 


_____________________________________________________________

_____________________________________________________________

_____________________________________________________________
Home Address:
​​​​​​​​​​​​​​​​​​​​​​​____________________________________________________________________
City:
 State: 
 Zip:
___________________________________
Birth Date:               _______           Home Phone #_______________
______________________
Mobile Phone Number:


_______________________________________
Email Address: 
____________________________________________________________________
Emergency Contact Name:
___________________________________________________________
Phone Number:
 Relationship:
_____________________________________
How did you find us?________________________________________________________________
The information I have provided is accurate and complete to the best of my knowledge. I understand that massage therapists do not diagnose or treat disease, and that any care or recommendation I receive in this clinic or from my therapist is not a substitute for a physician’s care. I take responsibility for alerting my therapist of any changes to my health status, medications and therapies before the session, as well as any and all responses perceived to be a result of massage therapy as soon as I become aware of them. I understand that no sexual activity, comment or innuendo will be tolerated. This facility reserves the right to refuse services at their discretion based upon the client’s conditions, therapist’s skill set, client attitude or action, etc, without explanation or prior notice, and I agree to this policy.  Cancellation within 24 hours of scheduled massages may result in charge of up to the full price of your intended session.  You may contact me for appointment reminders, schedule changes, or other needs. 
Signature:

 Date:
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Assessment:
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Condition Precautions:


	


	


	


	


	


	


		


	


	


		


	


		


	


	


Drug Precautions:	
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Notes:


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	











Must give 24 hour notice of cancellation or full payment will be expected.
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