Client Intake Form - Therapeutic Massage

Personal Information:

Name . I Phone (Doy) . Fhone (Eve) -

Address

City/State/iip ___

emdail ; Daie of Birth : i . Cccupation

Emergency Contacl S SR ¢ [« | i (-

The following information will be used fo help plan safe and effective massage sessions.
Please answer the questions to the best of your knowledge.

Data ot IGa ™ VisiE cesee e o e e e

I. Have yvou had a professional massage beforee  Yes [Nl
"

2. Do you have any difficuity lying on vour front, back, or side? Yes No
IFyes, plecseexploin .. L e B

3. Do you have any allergies fo oils, lofions, or cinfmenis?  Yes No
IF ves, please explain _

4. Do you have sensiiive skin? Yes No

o, Are you wearing conlact lenses | ) dentures | ] a hearing aid { ) 2

6. Do you sit for lang hours at a workstation, computer or driving? Yes No

IF yes, please describe

7. Do you perform any repetifive movement in your work, sporis, or hobby? Yes No
If yes, please describe e s s e e e
8. Do you experience stress in your work, family, or other aspect of your life? Yes No

If yes, how do you think it has affected your health2

muscle fension { | anxiety () insomnia { ) iritability { ) other

i yes, how olien do you Teceive massage herapys R e S ST

.1s there a particular area of the body where you are experiencing tension, stiffness, pain

or other discomfortez  Yes No

If yes, please identify .
10. Do you have any particular goals in mind for this massage session? Yes Mo

If yes, please explain .

£ v g I
[3+ £y ( {
Circle any specific areas you would like the ) Yy _t \T} &7\
T 5 ) :
massage therapist to concenirate on f\] i ¥ /n \\ /5 )\ //J k \1
[ SN I
during the session: /k.ﬂ ( -, \\ L } / L /\L
AU A
; //\1 } i r// "L i \
o ) i

!
‘ i
R SINIQN
| . ey
Confinved on page 2 cgj B <2 ﬁi,_ﬁ S



Medical History

In order to plan a massage session that is safe and effective,
I need some general information about your medical history.

1. Are you currently under medical supervision?  Yes Mo

i yes, please explain

12. Do you see a chiropracior?  Yes No if ves, how often? g

13. Are you currently taking any medicalion? Yes No
If yes. please tist _.

14. Please check any condifion listed below that applies to vou:

) contagious skin condition | phiebitis

{ [

{ ) open sores or wounds [ | deep vein thrombosis/biood clofs
{ ) easy bruising [} joint disorder/rheumaltoid arfhritis/osteoarlhrilis/tendonilis
{ | recent accident or injury [ ) osleoporosis
{ }recent fracture [ ) epilepsy
{ | recenl surgery { ) headaches/migraines
{ | artificial joint { ) cancer

{ 1} sprains/sirains { |} diabeies

[ ) current fever [ ) decreased sensatlion
[ ) swollen glands ( ) back/neck problems
{ | allergies/sensitivity () Fibromyalgia
[ () T™MJ

[ {

( {

( (

(

| carpal tunnel syndrome:

) hear! condition

] high or low blood pressure
| circulatory disorder | fennis elbow
| varicose veins | pregnancy i yes, how many months?
| atherosclerosis

Please explain any condilion that you have marked above

I5.1s there anything else aboul your health history 1nat you think would be useiul for your massage praclitioner 1o
know fo plan a sofe and effective massage session for you?

Draping wili be used during the session — only the area being worked on will be uncovered.
Clients under the age of 17 must be accompanied by a parent or legal guardian during the entire session.
Informed wiritten consent must be provided by parent or legal guardian for any client under the age of 17.

I, g (print name) understand that the massage | receive is provided
for the basic purpose of relaxation and relief of muscular tension. If | experience any pain or discomfort during this
session, | willimmediately inform the therapist so that the pressure and/or strokes may be adjusted to my level of
comfort. | further understand that massage should not be consirued as a subsiitute for medical examination,
diagnosis, or freatmeni and that | should see a physician, chiropractor or other qualified medical specialist for any
mental or physical ailment that | am aware of. | understand that massage therapists are nol qualified to perform
spinal or skeletal adjustments, diagnose, prescribe, or freat any physical or mental illnass, and that nothing said in
the course of the session given should be construed as such. Because massage should not be performed under
cerfain medical condifions, | aflirm thal | have stated all my known medical condilions, and answered dll
guestions honestly. | agree to keep the iherapisl updated as to any changes in my medical profile and
understand that there shall be no liability on the therapist's part should | fail to do so.

Signalure of client Date

Signature of Massage Therapist B 5 |




Intake Form Addendum

To best protect your health and the health of others, please fill out this form
before each massage and bodywork session. Thank you!

NAME: DATE:

Have you been tested for COVID-197 If yes, what type of test did you have?
When was your test?

What were the results?

Have you been in places with a high infection rate within the last two weeks (e.g., state-
designated “hotspots”)? If yes, please explain.

Please check if you are experiencing any of the following as a NEW PATTERN since the
beginning of the pandemic:

__ Fever __Nasal, sinus congestion ___ Sudden onset of muscle soreness
___Chills __ Loss of sense of taste or smell (not related to a specific activity)
__ Cough __ Fatigue ___ Rash or skin lesions

__ Sore throat __ Shortness of breath (especially on the feet)

___Diarrhea, digestive upset

Do you have any new discomfort with exertion or exercise?

I declare that the information provided above is true and accurate
to the best of my knowledge.

(print name) {signature) ' (date)




