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Today’s Date:________________
Name ____________________________________________________  Phone _____________________
Address _____________________________________  City ___________  State _______  Zip ________
Birthdate ______________________ Occupation _____________________________________________
Email Address_________________________________________________________________________
Have you ever had massage?___________ If yes, when was your last?____________________________
How did you hear about me?______________________________________________________________
Emergency Contact____________________________________   Phone number____________________
Current Condition

Main problem(s) you would like help with today_______________________________________________

____________________________________________________________________________________
How long ago did the problem(s) begin-please be specific ______________________________________

____________________________________________________________________________________
To what extent does the problem(s) interfere with your daily activities?____________________________
What types of treatments have you tried?___________________________________________________

What medications (drugs, herbs, vitamins, etc.) are you currently taking?__________________________

_________________________________________________________________________________________________________
Have you had any other recent injuries/surgeries?____________________________________________
____________________________________________________________________________________

Do you have any rashes, skin conditions, or allergies?_________________________________________
Do you wear contact lenses or dentures?-----------------------------------------------------Yes

No

Are you sensitive to perfumes, lotions, or oils?---------------------------------------------- Yes

No

Do you exercise regularly or participate in any sports?-------------------------------------- Yes

No

Do you have any heart problems?------------------------------------------------------------ Yes

No

Do you have high blood pressure?------------------------------------------------------------ Yes

No

Do you have low blood pressure? -------------------------------------------------------------Yes

No

Do you have varicose veins or blood clots?--------------------------------------------------- Yes

No

Do you have arthritis, osteoporosis, brittle bones, or spinal problems?-------------------- Yes

No

Do you have any lung or breathing problems?----------------------------------------------- Yes

No

Do you have digestive tract problems?------------------------------------------------------- Yes

No

Are you pregnant?----------------------------------------------------------------------------- Yes

No
Do you have diabetes?------------------------------------------------------------------------- Yes

No

If so, when was the last time you ate? _____________________________________________

Do you take insulin? ------------------------------------------------------------------------Yes

No

Are you epileptic? -------------------------------------------------------------------------- Yes

No

If so, what triggers your seizures?___________________________________________________
Please mark any areas of tension or soreness you would like the therapist to address on the figures below.
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I understand that the Massage therapy given here is for the purpose of stress reduction, relief from muscular tension or spasm, or for increasing energy flow.  I understand that the massage therapist does not diagnose illness, disease, or any physical or mental disorders.  As such, the therapist does not prescribe medical treatment or pharmaceuticals, nor do they perform any spinal manipulations.  I understand that Massage therapy is not a substitute for medical treatment and/or diagnosis and that it is recommended that I see a physician for any physical ailments that I may have.  I have stated all my known medical conditions and take it upon myself to keep the therapist updated on my physical health.

Print Name___________________________________________________________________________
Signature____________________________________________________________________________
No call/no show policy: 

We expect a phone call if you are unable to keep your appointment.  If we do not hear from you by the time of your appointment, you will be charged a fee of $30.00 for the missed appointment.

_______ Initial
