Massage Therapy Patient Intake Information

Name Date

Address, City & State Zip
Phone (Cell) (Other) Email

Date of Birth Occupation,

Date of Injury/Onset Due to an auto accident? (yes/no)

If yes: Insurance Company Name

Phone Claim #

Emergency Contact Relationship Phone

Medications currently taking

Current Issues/concerns

Previous Massage ExperienceCINoneILight Pressure OMedium Pressure OFirm Pressure ODeep Tissue

Within the last 3-days, have you experienced any of the following conditions: (yes/no)

OFlu or Cold OInflammation OFever Olnfection CContagious Disease

Is there any chance of pregnancy? (yes/no) Weeks? Are you feeling well right now?(yes/no)

Please indicate if you have experienced any of these conditions:

OAIDS/HIV ODiabetes OHeart Problems OlInsomnia OSkin Disease/Rash
OAllergies OEasy Bruising OHematoma OMigraines OStiff Neck
OArthritis OEpilepsy OHepatitis OOsteoporosis OSurgery (any)
OBack Pain OFibromyalgia OHerpes OPhlebitis/Clots OVaricose Veins
OCancer OFractures OHigh/Low BP OPostural Problems OWear Contacts
OChronic Pain OHeadaches Olnjury (any) OPressure sensitivity ~ OWhiplash

Other important information (explain tension/pain areas)

Please read the following information and sign where indicated.

Some specific conditions may not benefit from massage/bodywork and may be contra-indicated. The therapist in
attendance has the right to refuse massage/bodywork in the event she thinks it may be more harmful than beneficial for the
client. The attending therapist may refer you to your primary care physician if required, for she is not qualified to make
diagnosis or prescribe treatment for medical conditions.

I understand that the therapist is also not qualified to perform spinal or skeletal adjustments and that massage/bodywork is
primarily on the soft tissue and is for the express purpose of relaxation and stress relief. I also understand that at any time
during the session that I have the privilege as well as the obligation to inform the therapist of any pain or excessive pressure
that causes me discomfort.

I understand that no illicit or sexually suggestive remarks or advances will be tolerated and that the session will end
immediately in the event of such actions. I affirm that the above information is true and accurate to the best of my knowledge.

I understand that if the session is stopped early due to my actions, I will pay for the session in-full. I also agree to pay late
and no-show fees for any sessions I cancel with less than 6 hours notice or neglect to show up.

Patient Signature Date




With each signature below you attest that the personal information on file is up to date and correct, or you have
made necessary changes to correct the information we have for you on file. You also agree to adhere to all
professional decorum and acknowledge that any medical issue not revealed to your therapist can cause issues
with your recovery and progress, and by withholding this information you release any liability from your
therapist in connection with any adverse effects.

Patient/Guardian Signature Date
Patient/Guardian Signature Date
Patient/Guardian Signature Date
Patient/Guardian Signature Date
Patient/Guardian Signature Date
Patient/Guardian Signature Date
Patient/Guardian Signature Date
Patient/Guardian Signature Date
Patient/Guardian Signature Date
Patient/Guardian Signature Date
Patient/Guardian Signature Date
Patient/Guardian Signature Date
Patient/Guardian Signature Date
Patient/Guardian Signature Date
Patient/Guardian Signature Date

Patient/Guardian Signature Date



