Soul Experience

Massage & CranioSacral Therapy

Confidential Client Intake Form

Name (First) _______________ (Last) _____________________

Address _____________________________________________

City _________________Province __________ Postal Code__________

E-mail Address ________________________________________

Phone Numbers: Home _____________Work ___________Cell _________
Referred By ________________________

Occupation _________________________

Date of Birth _______________________Gender ___Male ___ Female

Emergency Contact
Name _________________________ Relation ____________

Phone Numbers: Home _______________Work _______________Cell _____________

Have you ever had Professional Massage Therapy or bodywork before? ______________

Was there anything that you liked, disliked, about a previous practitioner _______________________________________________________________________?
List all Exercise, Sports, Hobbies, and the frequency in which you regularly participate.

Average Daily Stress Level…Extreme:
High:
Average:
Low:

None:

Do you wear…Contact Lenses:
Dentures:
Prosthesis:
Hearing Aid:

Rate Your Normal Consumption of…


Alcohol


High: 

Moderate:
Light:

None:




Caffeine

High: 

Moderate:
Light:

None:




Tobacco

High: 

Moderate:
Light:

None:




Sugar 


High: 

Moderate:
Light:

None:



Rate Your Overall Health…
Excellent
:
Good:

Fair:

Poor:
Are you Pregnant? _________ # of Weeks: ______________ Due Date: _____________
Do you have children? _____
Names, M/F, Ages________________________________

What is the primary reason for this appointment? ________________________________

________________________________________________________________________________________________________________________________________________


If there is no complaint is this visit for Wellness Care? Yes____ No ____

When did the symptoms begin? ___________________

What aggravates it? Sitting:
Standing:
Bending:
Walking:
Other: ______

What relieves it? Bed Rest:     Ice:     Heat:      Massage:      Stretching:     Hot Tub:    Pain Relievers/Muscle Relaxants:

At what time of the day is it worse? First Thing AM:     Afternoon:     Evening:      

Is this condition interfering with: Work:     Sleep:      Daily Activities:     Recreation:       

Is this condition getting progressively worse? Yes:     No:      

Have you seen a Doctor for this condition? Yes:     No:      

List Any Areas of Pain or Discomfort. (Other than stated above.)
List Any Allergies.

List Any Supplements/Vitamins You’re Currently Taking.

List Any Prescription Drugs and what they are for.

Other conditions that MUST be indicated:

High Blood Pressure 


Anemia


Fainting


Low Blood Pressure


Lupus



Fatigue


Diabetes



Epilepsy


Insomnia


Phlebitis



Herpes



Tinnitus


Asthma



Fibromyalgia


Endometriosis


Dizziness



Bruise Easily


Varicose Veins


Tuberculosis



Multiple Sclerosis

Cold Hands/Feet


Constipation



Chronic Fatigue

Cysts


Diarrhea



Hepatitis


STD’s


Hernia




Hemophilia


AID’s

Heart Problems


Respiratory Related




Kidney Problems


Gastrointestinal Problems



Skin Problems



Arthritis

Cancer: of ________________ TX: ____________________________________


Stroke: when______________ effect____________________________________


Numbness of what area(s) ____________________________________________


Pins & Needles: where _______________________________________________

Others: ___________________________________________________________

Musculoskeletal Health: 

Please indicate Right, Left or Both

Headaches/Migraines: Describe ______________________________________________

Neck Pain:

TMJ Pain:


Shoulder Pain:

Elbow Pain:

Wrist Pain:

Hand Pain:

Upper Back Pain:
Mid-back Pain:
Between Shoulder Pain:


Low Back Pain:

Hip Pain:

Knee Pain:


Ankle Pain:


Feet Pain:

Pains are:



Dull:


Sharp:

Constant:

Intermittent:

Occasional:

Achy:

Burning:



List ALL Physical Traumas.

 (Falls, Broken Bones, Accidents, SURGERIES, Sports Injuries…)

List ALL Chemical Traumas. 

(General Anesthetic, Local Anesthetics, Street Drugs incl. Hallucinogens.) 

List ALL Emotional Traumas.

 (THIS IS CONFIDENTIAL) Can be filled-in during the consultation.
Professional Liability:

It has been made clear to me that the Massage Therapist does not diagnose illness or diseases, prescribe medications or supplements, or perform spinal manipulations.

I understand that Massage Therapy is for the purpose of stress relief of muscular tension and spasm, general relaxation and improvement of circulation and energy flow, and is the manipulation of soft tissues, muscles, fascia, and skin for therapeutic purposes.

I have stated all my known medical conditions and take it upon myself to keep the Massage Therapist updated on my health.

Name (Please Print) ________________________

Date: ___________________

Signature _________________________________

