Massage Client Intake Form
Advanced Massage Therapies LLC

Otis Watson - Therapist
Personal Information                                             Date of Intake:__________
Name:________________________________________   Date of Birth:__________

Address:______________________________________

City:________________________  State:____  Zip Code:__________

Home Phone:_____-_____-________  Business/Cell Phone:_____-_____-________
Email Address:____________________________________
How did you hear about Advanced Massage Therapies?
Health Condition and History

How would you rate your current health?  (circle one)

Poor 

Fair

Average

Above Average
Excellent

Are you currently under a physician’s, chiropractor’s, or other health professional’s care for a specific condition?  
Yes:  

No:

If yes, please explain the condition(s) and treatment involved:
Please describe any major operations/injuries/illnesses you have had.  Include dates and outcomes.

Please list all medications and you are taking, and the condition(s) they are addressing.  
I understand that massage is a health maintenance aid only.  It is designed for relaxation and to speed recovery from exercise/minor injury, and is not intended to take the place of a physician’s or other health professional’s care. 
__________________________________

______________________

Client Signature





Date 
