CLIENT INFORMATION

Name:____________________ Address: __________________ City:__________ State: ______
Home Phone: (____)________ Other Phone: (____)__________ Date of Birth: ____/____/_____
Referred by: _____________________ Email (Optional): _______________________________
Primary reason for treatment: _____________________________________________________
Area(s) of complaint: ____________________________________________________________
Massage/bodywork is contraindicated (bad) under certain medical conditions; therefore please answer all questions honestly. Please keep the therapist updated to any changes in your medical profile and understand that there is no liability on the therapist’s part if you fail to do so.
Yes
No
Have you ever had a professional massage of bodywork session?

Yes
No
Do you experience frequent headaches?

Yes
No
Do you suffer from back pain?

Yes
No
Do you have any skin problems or allergies? If yes, explain:_______________________________
Yes
No
Are you currently receiving medical treatment for any illness/injury? If yes, explain:___________
Yes
No
Are you pregnant?

Yes
No
Are you diabetic?

Yes
No
Do you have high blood pressure?

Yes
No
Do you have any cardiac or circulatory problems? If yes, explain: __________________________
Yes
No
Are you taking any drugs or medications? If yes, explain: ________________________________
Yes
No
Have you had surgery in the last two (2) years? If yes, explain ____________________________
Yes
No
Have you had any broken bones in the last two (2) years? If yes, explain: ____________________
Please read and initial the following:
___1. Any sexual misconduct exhibited by the client will result in immediate termination of the session and the      client will be liable for full payment of the scheduled appointment.

___2. Techniques to be used by massaged include: Swedish, Deep Tissue, Trigger Point and other muscle compressions and/or joint range of motion techniques and stretches. 

___3. Body parts that may be massaged include: head, face, neck, shoulders, back, arms, hands, buttocks, hip flexors, legs (front and back) and feet.

___4. List any body parts you wish to be avoided: _____________________________________________________
___5. The massage therapist will NOT engage in breast massage on female clients.

___6. Standard draping will be used in all massage therapy sessions. Only the body part being massaged will be exposed.

___7. If for any reason the client in uncomfortable, the client may ask the therapist to cease the massage and the therapist will end the session.

___8. Massage therapy is not substitute for medical examinations and diagnoses. It is recommended that I see a physician for any physical ailment that I might have. I understand that the massage therapist does NOT diagnose illness, disease or any other physical or mental disorders. Likewise, the massage therapist does not prescribe medical treatment or pharmaceuticals, nor do they perform spinal adjustments. 

Please sign:

Client: ___________________________________________________ Date: _______________
Therapist: _________________________________________________ Date: _______________
Parent/Guardian if the client is under 18 years old: _________________ Date: ______________
