
CONFIDENTIAL INFORMATION  (use other side of this page for further information) 
 

Name __________________________________________  Email ______________________________________ 

Home# _________________________ Work # ________________________Cell#_________________________ 

Address_________________________________________ City ______________ State _______ Zip __________ 

Date of Birth ____________ Referred by _________________________Occupation________________________ 

Have you ever received massage therapy? YES  �   NO  �           Are you pregnant?  YES  �   NO  � 

Medications: _________________________________________________________________________________ 

What are your goals/expectations for this therapy session?_____________________________________________ 

____________________________________________________________________________________________ 

___accident ___decreased range of motion ___wear contacts ___high blood pressure 

___neck pain ___broken bones ___scoliosis ___stroke 

___whiplash ___sciatica ___surgery ___heart attack 

___headaches ___sprains ___bruise easily ___cancer 

___shoulder pain  ___seizures —–carpel tunnel syndrome ___colitis 

___upper back pain ___abdominal pain ___mastectomy ___HIV 

___mid back pain ___nervous tension ___breast augmentation ___fibromyalgia 

___low back pain ___arthritis, bursitis, gout ___diabetes other:_______________ 

___joint ache ___allergies to oil or perfumes ___varicose veins ___________________ 

Please indicate with an (X), the areas 

you are feeling discomfort  

Do you have any of the following TODAY?   

___sunburn ___headache ___inflammation 

___severe pain ___cold/flu ___open cuts, bruises, burns 

___poison ivy ___skin rash other:______________________ 

Do you have a history of the following?  

Please read the following and sign below: 

I understand that this massage therapy is not a replacement  

for medical care and that no diagnosis will be made. If I am  

not able to make a scheduled appointment, I agree to cancel  

the appointment 24 hours in advance by phone. If I miss a  

scheduled appointment without giving 24 hour notice, I agree  

to pay any missed appointment charge applicable. 

Date: ________________________         

Signature: ____________________________________________ 


