
Name ______________________________________ Phone ( ) ____________________ DOB ______________________

Address City State Zip

Found Us How?:

E-mail:

_

Occupation:

ical 

required prior to service. 
being provided.

Client Signature ________________________________________ Date ______________________________________

Practitioner Signature __________________________________ Date ______________________________________

Yes No Do you frequently su  from stress?

Yes No Do you have diabetes?

Yes No Do you experience frequent headaches?

Yes No Are you pregnant?

Yes No Do you su  from arthritis?

Yes No Are you wearing contact lenses?

Yes No Are you wearing dentures?

Yes No Do you have high blood pressure?

Yes No Are you taking high blood pressure medication?

Yes No Do you su  from epilepsy or seizures?

Yes No Do you su  from joint swelling?

Yes No Do you have varicose veins?

Yes No Do you have any contagious diseases?

Yes No Do you have osteoporosis?

Yes No Do you have any allergies?

Yes No Do you bruise easily?

Yes No Any broken bones in the past two years?

Yes No Any injuries in the past two years?

Yes No Do you have tension or soreness in a sp c area? 

Please specify ____________________________________________

__________________________________________

Yes No Do you have cardiac or circulatory problems?

Yes No Do you su  from back pain?

Yes No Do you have numbness or stabbing pains?

Yes No Are you sensitive to touch or pressure in any area?

Yes No Have you ever had surgery? Explain below.

Yes No Other medical condition, or are you taking any

medications I should know about?

Comments ______________________________________________

________________________________________________________

Have you ever experienced a professional massage or bodywork session?    Yes   No    How recently?_________________

What are your massage or bodywork goals?______________________________________________________________________

What kind of pressure do you prefer?       light     medium    

If you answer “yes” to any of the following questions, please explain as clearly as possible.

Consent to Treatment of Minor: By my signature below, I hereby authorize ______________________________________ to administer massage, bodywork, or
somatic therapy techniques to my child or dependent as they deem necessary.

Signature of Parentor Guardian ________________________________________________________________________ Date ____________________

Preferred contact method for Appointments? Please check box.

Would you like to be on our mailing list for discounted promotions? Yes No 

Text Email Call 

Yelp Internet   Or Referred By:     

In case of emergency: Contact Phone __________________________

Relationship:

) (
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