
Therapeutic Massage- Client Intake Form
Personal Information
Name

Address

Email

Emergency Contact

Physician

Phonc (day)

City, State,Zip

DatcofBirth
Phone

Phone

(cvening)

Occupation

Massage Information
How did you hear about us?

Medical History
Do you suffer from chronic or persistent pain/discomfort?

Have you ever had a professional massage before? Dyes Jno

If so, for how long?
Do you know what caused it or when then symptoms seem

to get worse or better?

If yes,howoften to youreceivemassagetherapy?
Ifyes,doyouhaveastyle orpressurepreference? yes no
Specify :D light pressure mediumpressure deeppressure

D triggerpointtherapy cnergywork
Dother Do you seea chiropractor? yes no

If so,hovwoften?

Are you currently under medical care? yes no

Are you currently taking any prescriptionmedication? If
so, for what?

What Type ofmassageare you sccking today?

ORelaxation DeepTissue/Therapeutic Pregnancy
DSenior OIntegrated Bodywork(fiunctional)
Dother

Are yousensitivetofragrancesorperfumes? yes
Doyouhavesensitiveskin? yes no
Doyouwearcontactlenses?D yes no
Do you exercise regularly? yes no

If so,what type(s)?

no

Please indicate any conditions that you have had or

curently have:

Dheadaches, migraines

Dallergics, sensitivity
Darthritis, tendonitis

Dcancer, tumors

OTMJ problems
D abnormalskin condition

O heart/circulation problems

D jointreplacement/surgery

Dhigh/ lowbloodpressure
Dmajoraccident
Olack of orreducedfeeling /sensation

varicose veins
Dpregnancy
D bloodclots
Dneck / back injuries

Ddiabetes

Dparalysis
Dfibromyalgia
Onumbness

Osprains,strains
D recentinjuries

What are your common areas of pain or tension?

Circle any specific areas you would like the massage therapist to

concentrate on during the session:

Explain any conditions that you have marked above:

Clear Form



Informed Consent Form

, (Client'sname)
consentformassagetherapyto beprovidedby(therapistsname) ER ICA LopE
who I understand is a member of AMTA (America Massage Therapy Association) and licensed
by the state of Florida.

have chosen to consent with and hereby give

I have provided a detailed medical history. I do not expect the therapist to have foreseen any
previous or pre-existing conditions that I have mentioned.

Iunderstand that massagemay provide benefits for certain conditions, but results are not
guaranteed. These benefits may include, relief of muscular tension, relaxation, reduction in
the symptoms of stress-related conditions and provisions of general wellbeing.

I also understand that massage therapy may produce side effect such as muscle soreness,
mild-bruising, increased awareness of areas of pain and light-headedness amongst other
possible temporary outcomes.

l am aware that the therapist does not diagnose illness, prescribe medications nor physically
manipulate the spine nor its immediate articulations.

The therapist understands that I have the right to question procedures used and to receive
and explanation of any procedures that the therapist performs.

I will tell the therapist about any discomfortI may experience during the session and
understand that the therapy will be adjusted accordingly.

PRINT Client Name:

Client or (guardian's) Signature:

Therapist'sSignature: ce
Date:


