CLIENT INFORMATION

Please be assured that all information given will be kept strictly confidential.

CONTACT INFORMATION

Name___________________________________


Phone (day)______________________________

Address  ________________________________ 


Phone (evening) ___________________________

City/State/Zip ____________________________


Phone (mobile) ___________________________

Birth date _______________________________


e-mail address ___________________________

Your Occupation ___________________________


Referred by _____________________________

May I mention your name when thanking this person for your referral?  Yes___ No___
MASSAGE HISTORY AND TREATMENT INFORMATION

Have you received massage therapy before?
Yes ___
No ___ 

If yes, how frequently?

Several times a month ___   At least once a month ___   Several times a year ___  Infrequently ___
What type of pressure to you like?  Firm___ Medium___ Light ___  Depends ___

In what area(s) of your body do you generally hold stress?  
____________________________________________________________________________________

Why do you need a massage today?

Stress reduction ___
Pain relief ___
Soreness from exercise___


Part of holistic/emotional/psychological work ___ 

Other goals for your massage __________________________________________________________

As a massage therapist, I do everything I can to make you feel safe, comfortable and respected in your massage session.   Do you have any questions or requests that I can address? ___________________________________________________________________________________

In a full body massage, I generally work your back, shoulders, buttocks, legs, feet, arms, hands, chest, abdomen, neck, scalp and face.  All areas of your body will be properly draped.  Please let me know if there is any area of your body that you prefer not to receive massage: ___________________________________________________________________________________

While receiving abdominal massage, do you prefer a chest cover?

Yes___ 
No___ 

Depends on my body temperature ___

While receiving massage on your face, do you prefer lotion or nothing at all?

Lotion ___    
Nothing at all ___

I use lotion, but also have oil on hand.  Which do you prefer? 

No preference ___  
Definitely lotion ___  
Definitely Oil ___

During your massage do you prefer to drift away into sleep, or do you wish to remain awake?

Let me sleep ___ Wake me up __
(please continue on the back of this page)

You are welcome to choose music from my collection, or bring your own.  Feel free to ask for any adjustments regarding volume, noise level, quality of sound (example: the fountain can be turned on or off, depending on your preference).

I often use eucalyptus oil as a scent that can help keep the sinuses clear while you are positioned face down.  I put a few drops on a tissue, which I then place under the face cradle.  Would you like to try some? 
 Yes___ No___

HEALTH HISTORY

Are you under the care of a medical professional for a particular medical condition?
Yes ___No ___

If yes, please provide pertinent details  _______________________________________________________________

Please list any health condition(s) that are being treated by medication: ______________________________________________________________________________________________

Have you had any recent serious injuries (car, skiing, etc), broken bones, surgeries?
Yes ___
No ___

If yes, please note areas of injury or surgery:____________________________________________________________

Please describe the type and frequency of exercise you engage in _____________________________________________

Please mark any condition(s) that apply to you:

___ high/low blood pressure

___ticklish when receiving massage (where? __________________________________)

___ acute inflammation/irritation/skin conditions (where? ________________________________)

___ cystic acne

___ open cuts, rashes or burns(where? _______________________________)

___ compromised immune system


___ gastric reflux

___ severe headaches
___ whiplash
___ persistent abdominal pain
___ seizures

___ allergies (hay fever, animals, sinus trouble)
___ allergies (oils, perfumes)

___ diabetes
___ vertigo




CLIENT AGREEMENT

As a client, I understand that massage therapy is not a replacement for medical care and that no diagnosis will be made.

I freely give my permission for the therapy received.

PAYMENT AND CANCELLATION POLICY

Payment is due at the time of service unless prior arrangements have been made.
You will be charged for any cancellation made within 24 hours of your scheduled appointment. 

The charge for late cancellation can be waived if your original appointment can be re-scheduled to another day in the same week.

Exceptions for late cancellations may be made for extraordinary circumstances.

____________________________________________




_____________________________________

Client Signature














Date

