	General Client Information

	Date:
	Physician:

	Name:
	Physician Phone:

	Address:
	Current Medications:

	Phone:
	Date of Last Physical:

	E-mail:
	Emergency Contact:

	Birthdate:
	Emergency Contact Phone #:

	Referred by:
	

	
	

	Please answer the following questions (Please include comments and use back of this sheet if necessary)

	Have you:
	Y/N
	
	Do (you/you have):
	Y/N

	Ever had a professional therapeutic massage before?
	
	
	Diabetes?
	

	Had a fall or accident recently?
	
	
	Epilepsy?
	

	Had a broken bone in the past 2 years?
	
	
	Low back pain?
	

	Had surgery in the past 2 years?
	
	
	Pain in arms, shoulders or legs?
	

	Ever had cancer?
	
	
	Any spinal problems?
	

	Ever had respiratory problems?
	
	
	High blood pressure?
	

	Ever had circulatory problems
	
	
	Headaches?
	

	Ever had a heart condition?
	
	
	Chronic bowel problems?
	

	Been diagnosed with HIV?
	
	
	Arthritis or other joint problems?
	

	Ever had an allergic reaction?
	
	
	Skin problems?
	

	
	
	
	Smoke?
	

	Are you pregnant?
	
	
	Drink Alcohol?
	

	
	
	
	Wear Contact Lenses?
	

	Is there anything else I should be aware of? (Please use back of this sheet if necessary)


Please read Carefully Before Signing

I UNDERSTAND THAT THIS IS A THERAPEUTIC MASSAGE SESSION

I understand that some medical conditions may be worsened by massage therapy, and it is for this reason that the above information was given by me and was offered to enable the practitioner to avoid problems arising from contraindications during my treatment.  I agree to keep the practitioner updated as to my medical profile and understand that there shall be no liability on the practitioner’s part should I forget to do so.

I understand that the massage/bodywork I receive is provided for the basic purpose of relaxation and relief of muscular tension.  If I experience any pain or discomfort during this session I will immediately inform the practitioner so that the pressure and strokes may be adjusted to my level of comfort.  I further understand that massage/bodywork should no be construed as a substitute for medical examination, diagnosis, or treatment.  Also that I should see a Physician, or other qualified medical specialist for any mental or physical ailment that I am aware of.  I understand that massage therapists/bodyworkers are not qualified to diagnose, prescribe, or treat any physical or mental illness and that nothing said in the course of the session given should be construed as such.

I understand that if less than 24 hours notice is given for cancellation; I am responsible for payment of the scheduled session.

I also understand that any illicit or sexually suggestive remarks or advances made by me will result in immediate termination of the session, and I will be liable for payment of the scheduled session.

	Signed: 
	________________________________________
	Date:  ________________

	Practitioner:
	________________________________________
	Date:  ________________


