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CLIENT HISTORY FORM
Name __________________________________________________________________

Address ________________________________________________________________

City __________________________________State _____ Zip ____________________

Hm. Phone (____) ______________ Wk Phone (____) _________________Ext. ______

Occupation _______________________ Employer ______________________________

AGE ________ Birth date ___/___/___ Referred by: ____________________________

Physician: ___________________________ Medications: _________________________

Primary reason for appointment: _____________________________________________

Please answer the following questions by circling the appropriate answer.

Please explain any YES answers below.

Have you ever had a professional massage? 

YES
NO  

Have you ever had surgery?                           

YES
NO

Do you have spinal problems?                       

YES
NO

Are you Pregnant? Do you have an IUD?

YES
NO

Do you have any skin problems or allergies?

YES
NO

Do you wear contact lenses or dentures?

YES
NO

Do you take any prescribed medications?

YES 
NO

Do you have chronic back pain?


YES
NO

Do you have frequent headaches? 


YES
NO

Are you constantly tired?



YES
NO

Do you suffer from tension?



YES
NO

Do you have any heart problems?


YES
NO

Do you have high blood pressure?


YES
NO

Do you have varrricose veins? 


YES
NO

Do you have blood clots?



YES
NO

Have you ever had cancer?



YES
NO

Do you have arthritis?




YES
NO

Have you ever suffered any acute injury?

YES
NO

Pain which radiates down legs or arms?

YES
NO

Do you have chronic diarrhea?


YES
NO

Do you have chronic constipation?


YES
NO
Do you have athlete’s foot or plantars warts?            YES    NO
Please explain any YES answers.  ____________________________________________


Do you have any other medical condition of which I should be aware?  Please explain.  
Do you have any tense areas that need special attention?  _______ Please specify. ______

I, _________________________________, understand that massage therapy given is for the purpose of stress reduction, relief from muscular tension or spasm, or for increasing circulation and energy flow.

I understand that the massage therapist does not diagnose illness, disease or any other physical or mental disorder.  As such, the massage therapist does not prescribe medical treatment or pharmaceuticals, nor do they perform any spinal manipulations.  It has been made very clear to me that this massage therapy is not a substitute for any physical ailment that I might have.

Because a massage therapist must be aware of existing physical conditions, I have stated all my known medical conditions and TAKE IT UPON MYSELF to keep the massage therapist updated on my physical health.

SIGNATURE:__________________________________________DATE: ___/___/___

