Soul Experience

Massage & CranioSacral Therapy

Confidential Client Intake Form

Name (First) _______________ (Last) _____________________

Address _____________________________________________

City _________________Province __________ Postal Code__________

Phone Numbers: Home _____________

Referred By ________________________

Date of Birth _______________________Gender ___Male ___ Female

What is the primary reason for this appointment? ________________________________

Vaccinations:
List ALL Physical Traumas.

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

List ALL Chemical Traumas. 

(General Anesthetic, Local Anesthetics.) 

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 _________________________________

