
Today's Date: ______________________   Name: _________________________________________________ 
Address:_______________________________________         Phone:__________________________ _ 
City: _______________ State: ______   Zip: ________ Cell: ____________________________ _ 
Email: ___________________________     Female        Male Date of Birth: ___________________ _

Please take a moment to read carefully, answer truthfully and sign where indicated. If you have certain symptoms or if you have a 
specific medical condition, some types of bodywork may be contraindicated. A referral from your primary care provider may be 
required prior to some services.
Have you had massage, infrared therapy, or other bodywork before?_____      What did you have?__________________________________________ 
Date of last massage or treatment:___________________         What services are you interested in?

Personal TrainingMassage                                Sauna                         Nutritional Counseling       Other: _______________ 

Why?
________________________________________________________________________________________________________________________________________ 
Have you been in any accidents? if so describe your injuries. 

______________________________________________________________________________________________________________________ ___ 
________________________________________________________________________________________________________________________ _ 
Have you had any surgeries?  _________________________________________________________________________________________________  
Do you have any major illnesses? _____________________________________________________________________________________________ _ 
Are you taking any medications, if so what for? ____________________________________________________________________ _______________ 
_______________________________________________________________________________________________________________________ __ 
Are you currently seeing a healthcare professional, if so what for? ___________________________________________________________________ _ 
_______________________________________________________________________________________________________________________ __

Yes      

No

Yes      

No

Yes      

No

Yes      

No

Yes      

No

Yes      

No

Yes      

No

Yes      

No

Yes      
No

Do you have osteoporosis?       Yes      No

Do you have low back pain?       Yes      No

Are you pregnant?  
Are you diabetic?       
Have you ever had surgery?       
Do you have epilepsy?        
Do you have any allergies?       
Do you have sciatica?       
Do you have neck pain?        
Are you bruise easily?       
Do you drink alcohol?       

Do you have epilepsy?       Yes      No

Do you have any allergies?       Yes      No

Do you experience any numbness?       Yes      No

Do you have cancer?       Yes      No

Do you have sciatica?      Yes      No

Yes

No

Do you have high blood pressure?       
Do you experience headaches?       
Have you ever been diagnosed with a disease?       
Do you have osteoporosis?       
Do you have low back pain?       
Do you experience any numbness?        
Do you have cancer?        
Do you get cramps?        
Do you smoke        
Do you experience high stress?      
Do you have difficulty sleeping?      Yes      

No

Please explain any Yes answers __________________________________________________________________________________________ _____  

How many ounces of water do you drink daily? _______ oz.     How often do you stretch? ________________________________________________________

?_______________________________________________________________________ ___________________ 

 ______________________________________  ______________________________________________________

? _______  

I affirm that I have stated all my known medical conditions and answered all questions honestly. I agree to keep my Doctor/therapist/trainer updated as to any 
changes in my medical profile. I understand that any treatment I receive is for the purpose of improving health and relaxation, and/or the relief of muscular pain and 
tension. If I experience any pain or discomfort during the session I will immediately inform my service provider. I understand that massage and bodywork should not 
be construed as a substitute for medical examination or diagnosis.

: ____________ ___________________________    Date: 
____________

Are you taking any medications, if so what for? ___________________________________________________________________________________
_________________________________________________________________________________________________________________________

Are you currently seeing a healthcare professional, if so what for? ____________________________________________________________________ 
_________________________________________________________________________________________________________________________

Yes     

Yes     

Yes     

Yes     

Yes     

Yes     
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Yes     
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 No
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 No
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