Date: _____/_____/_____

Massage Therapy Intake Form

Name:
________________________________________
Date of Birth:
___/___/___
Referred By:
_________________________

Address:
______________________________________
City:
________________________________
St:
____
Zip:
_________

1st  Contact #:
(____)_____-_________
2nd  Contact #:
(____)_____-________
Occupation:
_______________________________

Physician: _________________________ Phone: (____)____-________ Emergency Contact: _____________________________
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WELCOME! I would like to make your appointment as pleasant and comfortable as possible. If at any time you have questions regarding your session, please let me know.

Please take a moment and read the following information and answer accordingly. If you have a specific medical condition or specific symptom, massage may be contraindicated. A referral from your primary care provider may be

required prior to service being provided.

What is the reason for your visit today? _______________________________________________________


	Have you had a professional massage before?
	Y
	N

	
	
	

	Please note all current/previous conditions: MUSCULOSKELETAL
	
	

	
	
	

	Bone or joint disease
	Y
	N

	
	
	

	Tendonitis/Bursitis
	Y
	N

	
	
	

	Arthritis/Gout
	Y
	N

	
	
	

	Jaw pain (TMJ)
	Y
	N

	
	
	

	Lupus
	Y
	N

	
	
	

	Spinal Problems
	Y
	N

	
	
	

	Other:
	
	

	
	
	

	CIRCULATORY
	
	

	
	
	

	Heart Condition
	Y
	N

	
	
	

	Phlebitis/Varicose veins
	Y
	N

	
	
	

	Blood clots
	Y
	N

	
	
	

	High/Low blood pressure
	Y
	N

	
	
	

	Lymphedema
	Y
	N

	
	
	

	Thrombosis/Embolism
	Y
	N

	
	
	

	Other:
	
	

	
	
	

	RESPIRATORY
	
	

	
	
	

	Breathing difficulty/Asthma
	Y
	N

	
	
	

	Emphysema
	Y
	N

	
	
	

	Allergies (Specify):
	Y
	N

	
	
	

	Sinus problems
	Y
	N

	
	
	

	Other:
	
	

	
	
	

	SKIN
	
	

	
	
	

	Allergies (Specify):
	Y
	N

	
	
	

	Rashes
	Y
	N

	
	
	

	Athletes foot
	Y
	N

	
	
	

	Herpes/cold sores
	Y
	N

	
	
	


Date: _____/_____/_____


DIGESTIVE

	Irritable bowel syndrom
	
	Y
	N

	Ulcers
	
	Y
	N

	Other:
	
	
	

	NERVOUS SYSTEM
	
	
	

	Shingles
	
	Y
	N

	Numbness/Tingling
	
	Y
	N

	Pinched Nerve
	
	Y
	N

	Other:
	
	
	

	REPRODUCTIVE
	
	
	

	Pregnant:1st     2nd      3rd
	
	Y
	N

	Prostate
	
	Y
	N

	Other:
	
	
	

	OTHER
	
	
	

	Cancer/Tumors
	
	Y
	N

	Bladder/Kidney ailment
	
	Y
	N

	Diabetes
	
	Y
	N

	Drug/Alcohol/Caffeine/Tobacco Use
	
	Y
	N

	Chronic Fatigue
	
	Y
	N

	Chronic Pain
	
	Y
	N

	Sleep Disorders
	
	Y
	N

	Migraines/Headaches
	
	Y
	N

	Anxiety/Stress Syndrome
	
	Y
	N

	Depression
	
	Y
	N

	Contact lenses (hard or soft)
	
	Y
	N

	Do you exercise or participate in any sports?   Y   N
	Do you frequently suffer from stress?   Y   N
	


Have you had any surgeries? If yes explain: _____________________________________________________

CONSENT:

Please read the following information and sign below:

I understand that the massage that I receive is provided for basic purpose of relaxation and relief of muscular tension. If I experience any pain or discomfort during this session, I will immediately inform the therapist so that the pressure and/or strokes may be adjusted to my level of comfort. I further understand that massage therapy is not a substitute for a medical examination or diagnosis. It is recommended that I see a physician for any physical ailment that I might have. I understand that the massage therapist is not a physician. Information exchanged during the massage session is educational in nature, is intended to help me become more familiar and conscious of my own health status and is to be used at my own discretion. If I have a change in my health condition or my reason for seeking massage therapy changes, I understand it is my responsibility to inform the massage therapist. If at any time during the session I feel uncomfortable, I may request the therapist stop the session immediately. I understand I will be draped during the session and the areas treated will be uncovered during treatment.

POLICIES:

Please initial the following statement:

Longevity Wellness Center & Spa reserves the right to discontinue any service while requiring payment in full due to conduct deemed inappropriate by the therapist. ________

	__________________________________________
	____/____/____

	Client Signature
	Date

	__________________________________________
	____/____/____

	Parent/Guardian Signature
	Date

	__________________________________________
	____/____/____

	Therapist Signature
	Date


