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Massage Therapy Client Information

Name ______________________________________ Email ___________________________________________
Phone (Cell) __________________________ Phone (Home) __________________________
Address______________________________________________________________________
City ___________________________________________ State ______________ Zip _________ 
Date of Birth __________________ Occupation _____________________
Emergency Contact ________________________ Phone _____________________________
Primary Cary Physician_____________________________ Phone ____________________________
Massage History and Preferences 
Have you had a professional massage before?     Yes        No 
What are your goals for this massage session? _____________________________________
Is there a particular area of the body where you are experiencing tension, stiffness, pain, or other discomfort?  Yes   No 
Do you have any difficulty lying on your front, back, or side?   Yes     No 
[image: ]What is your preferred conversation level during the massage? Quiet  Indifferent  Talkative  
What is your pressure level preference? Light   Medium  Deep 
· Circle the areas of the body that are of concern.
· Mark an X over the areas to be avoided. 
· Check the following areas for consent to massage:

head/face hands feet  pecs  glutes  
________________________________    _____________
Client Signature	                                       		Date
________________________________   ______________
Massage Therapist	                                           Date
Current Health
Do you sit for long hours at a workstation, computer, or driving?  Yes   No 
Do exercise regularly and/or participate in any sports?  Yes   No 
Do you perform any repetitive movement in your work, sports, or hobby?  Yes   No 
Do you experience stress in your work, family, or other aspect of your life?  Yes   No 
If yes, how do you think it has affected your health?
Muscle tension  anxiety   insomnia   irritability   other ________________________
Have you recently had an injury, surgery, or areas of inflammation?  Yes   No 
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Description automatically generated]Do you have any of the following conditions? Please check all that apply. 
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Any other medical condition(s) or concerns not listed:             ___________________________________________________
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Nervous System
Shingles
Pinched Nerve
Paralysis
Parkinson's Disease
Numbness/Tingling
Chronic Pain
Multiple Sclerosis

Epilepsy/Seizures
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Circulatory
Heart Condition
Blood Clots
Lymphedema
Bruise Easily
Phiebitis/Varicose Veins
High/Low Blood Pressure

Thrombosis/Embolism
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Respiratory

Breathing Difficulties/Asthma

Emphysema

Sinus Problems
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Skin

Allergies to o, lotions, or
fragrances

Rashes
Athlete's Foot

Sensitive Skin
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Musculoskeletal
Bone or Joint Disease
Arthritis/Gout
Lupus
Migraines/Headaches
Scoliosis
Tendonitis/Bursitis
Jaw Pain (TMJD)
Spinal Problems
Osteoporosis

Back Pain
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Other

Cancer/Tumors

Drug/Alcohol Usage

Contact Lenses

Hearing Aids
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Psychological
Chronic Stress
Anxiety
Depression
Insomnia

Trauma
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Reproductive

Pregnant, Week __

Ovarian/Menstrual Problems
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Digestive/Endocrine

Irritable Bowel Syndrome

Bladder/Kidney Ailment

Diabetes
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