client intake form

cient signature

personal information

AN date of birth
aglelress
ciry state Zip

hame phone

celf phone

work phone

ext,

S

LCCUDation

ermeioyer

amployer address

matital status

if martied, spouses name

wwiared by

SENBGeNCY contact name (relationship)

ernergency contact phane

physiciar's name

massage experience

physician’s phone

Have you had a professional massage before? “Tres TINe

Hyes, what types of massage have you had (swedish, shiatsy, deep tssue, ee)?

Howy fong have you heen receiving massage therapy? ___

57

Frequency of massag

Wihat ate vour goals for treatment?

health history

Musculoskeletal

e BOTIE OF JOINT disase
e Terclonitis/ Bursitis

Arthritis/Gout

ey Pain (TMJ)

Lyspus

inal Problems

Migraines/Headaches

SLEODOIOSIS

Circulatory

Heart Condition
Phlebitis/Varicase Yoiris
Blood Clots

FHigh/Low Blooct Pressure
tymphedema
Thrombosis/Erbolism

Ihis form was created as aresource by the american massage therapy assaciation® and they are not helc liable for any services provic,

Respiratory

— Breathing Difficulty/Asthima
— Emphysema

e AMEEC)RS, SpECHRY:

——. hinws Problems

Nervous System

_. Shingles

— Mumbness/Tingling
e Pinched Nerve

—. Uhronic Pain

. Paralysis

—.. Multiple Sclerosis
— Parkinson's Disease

Reproductive

e Brognant, stage ___

e Uvarian/Menstrual Problems
e Prostate

date of initial visit

current health

Reason lor initial visit

Height & weight

Do you exercise regularly anc/or participate inany sports? 7Ty T

I yes, what <inl of exerciselsport:?

Doyou pedform any repetitive movement in VOUP Ty i
wiork, sports or hobby?
Fyes, descrine
b N N

Do you sit for long hours at a workstation, computer

or chiving?
If yes, closcribe

Do you experience stress in your work, family, or other A Y

aspect of vour life?
if yes, doscriba

Are you experiencing tension, stiffness, discomfort or pair? "1 TN

I yas, describe

Have you recently hacl an injury, surgery, or areas of Ty Thw

mflarmmation?

if yes, describe

Do you have sensitive skin?

Ty "IN

o you have any allergies Lo oils, lotions or ointments? Ty T

if yes, please explain

List any medications you are cuprently taking .

List ary known allergies

Skin

e Allerggies, specify:

PR £ T T

— Cosmelc Surgery
e Athlete's Foot

. Herpes/Cold Sores

Digestive

e Mrritable Bowel Syndrome
- Bladcler/Kicney Ailment
e MRS

— Crohn's Disease

— Ulcers

Psychological
— Anxiety/Stress Syndrome
— Depression

Other
— Cancer/Tumaors
__ Diabetes

s BTG
— Contact Lenses
e LdENEUTES

—— Hearing Aicls

Any other meclical condition(s) not
listed:

Please explain any of the conditions
that you have marked above :




Pleasé mark areas of injury, pain or tenderness.
If injury, indicate date (approximate)




INTENDED HEALTH BENEFITS:
MASSAGE THERAPY SERVICES

Your Name:

List the specific health benefits you intend to achieve through massage therapy:

Now describe the level of health you'd like to be experiencing one year from today:

Are there any mental/emotional changes you need to make to achieve that goal?

Signature Date




