CLIENT INFORMATION

Name_______________________________ Birthday __________ Today’s Date____________ 

Address _______________________________City ____________ State ______ Zip ________

Daytime Phone________________ Evening Phone_______________ Occupation ___________

Email___________________________________________                                          ____ Check if you would like to receive our monthly newsletter with periodic specials, info on classes and news. 

Emergency Contact ___________________Relation to you​​​​​​​​​__________ Phone number________

Who may I thank for referring you?   _______________________________________________

Yes   No   Have you ever experienced a professional massage?

What is the reason for your visit? __________________________________________________

Yes   No   Are you pregnant? How many weeks? _______________________________

Yes   No   Do you suffer from frequent headaches?

Yes   No   Do you suffer from neck, mid or low back pain? (Circle all that apply)

Yes   No   Do you have pain that travels down your leg?

Yes   No   Do you have leg or foot pain?

Yes   No   Do you have high blood pressure?  

Yes   No   If “yes” to the previous question, are you taking medication for this? 

Yes   No   Do you have allergies?  ________________________

Yes   No    Do you have any sinus problems?

Yes   No   Do you have arthritis?  

Yes   No   Have you been in an accident or suffered any injuries in the past two years?

 _____________________________________________________________________ 

Yes   No   Do you have tension or soreness in a specific area?  Please specify: ________ 

_______________________________________________________________________

Yes   No   Have you ever had surgery? Please explain: __________________________ 

_______________________________________________________________________

Yes   No   Do you have any other medical conditions or are you taking any medications 

I should know about? ____________________________________________________

Yes   No   Do you exercise regularly? If so type and how often? __________________

_______________________________________________________________________

How you describe your overall level of stress? ____Low ____ Medium ____High 

I understand that the massage I receive is provided for the basic purpose of relaxation and relief of muscular tension. If I experience any pain or discomfort during the session, I will inform the practitioner so that the pressure and/or strokes may be adjusted to my level of comfort. I affirm that I have stated all my medical conditions, and answered all questions honestly. I agree to keep my massage therapist updated as to my changes in my medical profile and understand that there shall be no liability on the therapists part should I fail to do so.  I understand the 24 hour cancellation policy and will give advanced notice if I need to change my appointment.  or I will be charged. 

Client Signature___________________________________ Date _________________

