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Personal Information:
Name __________________________________________        Phone _____________________
Email __________________________________________        DOB: _______________________
Occupation ______________________________________________________________________	
Emergency Contact ___________________________________ Phone ____________________
How did you hear about us _______________________________________________________
Medical Information:
Are you taking any medications? 					YES		NO
If yes, ______________________________________________________________________________
Do you suffer from chronic pain?					YES		NO
If yes, please xplain_________________________________________________________________
Have you had any major injuries or surgeries				YES		NO
If yes, please list, ___________________________________________________________________

Please circle and place a C (current) or P (past) on any of the following conditions that apply to you
Heart Condition 	                        Circulatory Disorder                   Menstrual Problems 
Osteoporosis Stroke (CVA)          High/Low Blood Pressure             TMJ Syndrome 
Pregnancy                                 Seizures                                     Fibromyalgia 
Contagious Condition                Arthritis                                     Headaches/Migraines 
Nausea                                     Loss of Sensation/Tingling           Tumors/Cysts 
Dizziness/Vertigo                       Diabetes			                    Backaches
Varicose Veins                           Bruises Easily                              Cancer
Diabetes                                   Spinal Injury Fractures/Dislocations
Other Conditions _________________________________________________________________

Massage Information:
Have you had a professional massage before?			YES		NO
What type of massage are you seeking?		Relaxation		Therapeutic 
What pressure do you prefer?          Light		Medium	             Firm
Any known allergies or sensitivities? 				YES		NO
If yes, please list, ________________________________________________________________
Are there any area’s you do not want massaged?     		YES  		NO
If yes, what area’s? _______________________________________________________________

Please rate the following (circle the appropriate value) 
Stress level ~                       None     	       Slight             Moderate                Severe
Physical Activity ~               None            Low                Moderate               High 
Diet ~                                  Poor            Average          Good                      Excellent 
Sleep and Energy Levels ~     Poor            Average           Good                     Excellent
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Please circle any areas of discomfort

· I understand that this massage is not a a replacement for medical care and no diagnosis will be made.
· I will inform my therapis of any changes in my health or medications prior to each session
Signature: __________________________________________________  Date: ____________________________
Massage Therapist: __________________________________________   Date: ____________________________
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