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Name ___________________________   Address____________________________________________
City, State, Zip Code ________________________________ Date of Birth________________________
Phone ________________ Cell Phone  ______________ Work Number __________________________
Email Address _____________________________________________

How were you referred to our office?___________________________
Please review this list and circle any illness and/or medical conditions that apply:

Cancer


Skin Disorder

High Blood Pressure

Varicose Veins

Lymph Nodes Removed
Phlebitis

              Infectious Conditions

Autoimmune Disorder

Scoliosis

Headache

Vertigo/Loss of Balance
              Fatigue/Depression

Pins/Needles

Painful Joints

Bruxing/Grinding of teeth                Ruptured/Bulging Disc
Stroke
Other: ______________________________________________________________________________________
Medications: __Aspirin/Anti-Inflammatory __ Over-the-counter medication

If so, what kind? ______________________________________________________________________________
Are you currently suffering from any ailment that could be affected by today’s massage? __ Yes  __ No

If yes, please explain: __________________________________________________________________________                              Are you under a doctor’s supervision for this ailment? __Yes  __ No

Are you currently experiencing any pain or discomfort?   __ Yes__ No                                                                                       If yes, where on the diagram below:
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CONSENT FOR THERAPY
· The unclothed body will be properly draped at all times for your warmth, sense of security, and as a mark of massage professionalism.

· Focused attention and manual therapy will be given as agreed upon by therapist and client for the predetermined goals of stress reduction, relief of muscular discomfort, and/or health promotion.  

· I as a client agree to provide complete and accurate health information and notice of health changes at successive appointments as appropriate.

· I understand that massage therapy is designed to be an ancillary health aid and is not suitable for primary health care treatment.

· I will immediately inform my therapist of any unusual sensations or discomfort, so that the application of pressure or strokes may be adjusted to my level of comfort.

· I understand that this professional massage is therapeutic in nature and is performed by a trained, state-licensed therapist.

· I understand that the massage is not sexually oriented in any way and that any illicit or suggestive remarks or behavior will result in immediate termination of the session.

· I understand that by signing this form, I give my consent to receive the treatment discussed in this and all future sessions and agree that my presence at subsequent sessions shall be construed to be validation of this written consent.
· I understand that all massage therapists’ sessions include up to 10 minutes for any necessary consultation and/or dressing/undressing time (i.e. 1 hour massage is at least 50 minutes of hands on massage).

· Please arrive 5 minutes before your scheduled massage therapy appointment.  Arriving late will cheat you out of your precious massage minutes.  Please remember…for us to offer the same quality of service to all of our massage therapy clients, each session must end on-time, regardless of how late it begins.

· I understand that children not supervised by a parent are not permitted to be in the office during massage appointments. 
· I have read this form and freely give my permission to receive massage therapy.

Date: _____________________

Print Name: ____________________________________







Signature: ______________________________________

