Name __ Phone ( ) DOB

Address City State Zip

E-mail:

Referred by: Phone )
In case of emergency: : Phone ( )
Occupation d Mule JFemale Physician

Health Insurance Carrier

Please take a moment to carefully read the following information and sign where indicated. If you have a specific
medical condition or specific symptoms, massage/bodywork may be contraindicated. A referral from your primary
care provider may be required prior to service being provided.

Have vou ever experienced a professional massage or bodywork session?  JdYes dNo  How recently?

What are vour missage or bodyvwork goals?

What kind of pressure do you prefer?  dlight  Jdmedium  J firm

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

JYes TNo Do you frequently suffer from stress’ JdYes- dNo Do vou bruise easily?

dYes dNo Do you have diabetes? dYes dNo  Any broken bones in the past two vears?

JYes dNo Do you experience frequent headaches? JYes dNo  Anyinjurics in the past two years?

dYes QNo Arcyou pregnant? JdYes dNo Do vou have tension or soreness in a specific area?
JdYes dNo Do vou suffer from arthritis? Please specify

dYes dNo  Are you wearing contact lenses?

JdYes dNo  Are you wearing dentures? dYes dNo Do vou have cardiac or circulatory problems?
dYes INo Do vou have high blood pressure? JYes dNo Do vou suffer from back pain?

JdYes I No Arevou taking high blood pressure medication? dYes dNo Do you have numbness or stabbing pains?

dYes A No Do you suffer from epilepsy or scizures? dYes dNo  Arc vou sensitive to touch or pressure in any arei?
dYes No Do you suffer from joint swelling? dYes dNo  Have you ever had surgerv? Explain below,
JdYes 1No Do vou have varicose veins? dYes dNo Other medical condition, or are vou taking any
dYes No Do vou have any contagious diseascs’ medications [ should know about?

JdYes dNo Do you have ostcoporosis? Comments

JdYes dNo Do vou have any allergies?

1 understand that the massage/bodvwork | receive is provided for the basic puepose of relzxation and eeliel of muscular tension, 15T espericnce any pain or discomion during this session. 1 will immediatedy
inform the practitioner so that the presure ambfor strokes may be zdjusted o e level of comion, [ lunher undersiand that massage or bodywork should not be construed as 2 substitute foe medical examin.
o, dizgnosis, or treatment 2nd that | shouk! see 3 phyvsician, chiropractor, or 0 er qualified medical specialist for 20y meontal o |t|||\\|: 21 ailment of which Fam aware. | nnderstand that massage/bodvaork
pracitioners arc not qualificyd to perfom spinzl or skeleal adjimments, diagnos prescribe, or treat any physical or mental illacss, amd tet nsthing said in the course of the session given should be consgrsed 2
saichh, Berause massape/ hontvwork should aet be performed under cenain med 3 conditions. T aifirm that 1 have staed 2 my know n medical conditions and answenad 20l questions honestiyv. 1 agree to keep
the practitioner updated 2s 1o any changes in my medical protile 2nd understan) that thbre shall be oo labilisy on the pracitioner’s pan shoald i o do soo D alao undersiand that aoy iflicit or sexually suzges
tive remarks or advances made be me will resalt in immediate teemination of 1he cssion, and T will be liable for paament of the scheduled appommiment.

Client Signature _.Date
I'ructitioner Signature _ Dare
Caonsent to Treatment of Minor: By my sigrature below. | hereby authoerize 2 to administer massage, bodvwork, or

somatic therapy techniques to my child or dependent as they deem necessary.

Signature of Parentor Guardian 1Xare




