Health Screen, Medical Information, & Client Authorization
Name:

Date of Birth:

Address:
City:

State:

Email:

Zip:

(We promise not to spam you!)

Primary Phone (please circle: mobile/home/work):
Secondary Phone (please circle: mobile/home/work):
If we need to call you about an appointment, is it okay for us to leave a message?
How did you hear about us?
(If you heard about us from another client, please name them so we can reward for the referral!)

When (if ever) was your last massage?
What are your goals for massage?

Relaxation
Injury Rehabilitation/Pain Relief
High activity level, maintenance massage
Other:

How many hours a week would you estimate you spend doing
serious physical activity or sports?
What is your profession?
Please list any allergies:
Please list any medications and their purpose:

Is there any chance you are pregnant?
Do you have any of the following today?
Sunburn
Inflammation
Severe pain
Headache
Neuropathy/Numbness

Cuts, burns, bruises
Irritated skin rash
Poison ivy
Cold or flu

Form continues on next page

Have you ever had any of the following?:
Blood Clot (DVT)/Varicose Veins/Other Circulatory Issue
Herniated (ruptured) or bulging disk
Skin condition/skin sensitivity
Diabetes
High/low blood pressure
Chemotherapy or Radiation (Date:____________________________________)
Cortisone injection (Location/Date:_________________________________)
Tendonitis (Location/date:___________________________________________)
Implants (pacemaker, artificial joints, hair, breast, Norplant, etc.)
Dislocated joints or joint sprains (Location/Date:__________________)
Bone fractures (Location/Date:_____________________________________)
Surgery (Reason/date:______________________________________________)
Any other conditions we should be aware of, or anything else you'd like us to know:

Read and initial the following, and sign below:
I am responsible for paying for any cancellation of less than 24-hours.
The therapist has the right to end the session or refuse service at any time,
for any reason.
If I am uncomfortable for any reason, I may ask for the massage to cease
and the therapist will end the session immediately.
I have disclosed any condition I have that would contraindicate massage.
I understand that massage is not a replacement for medical care, and that
massage therapists do not diagnose conditions, perform spinal manipulations,
or prescribe medical treatments.
Signature: ____________________________________________

Date:

