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Name: ______________________________ DOB: ________________ Email: _________________________________
Phone#: ____________________ Occupation: __________________  Desired pressure level: light  medium  firm
How did you hear about us? _______________________________
Have you received a Professional Massage: Yes / No    How often? ________________
Please list any Medical Conditions: ____________________________________________________________________________________________________________
Any Medications: _______________________________________________________________
Do you use any topical hormones: Yes / No        
Benefits you hope to attain from this service? __________________________________
Check all that apply:
· Reduce pain                               
· Normalize body functions
· Lower Anxiety
· Mind Body Spirit Balancing
· Release effect of trauma
· Prepare for surgery
· Improve sleep and quality of rest
· General Healing
· Feel Better! 
· Improve circulation of fluids and elimination
Please list any areas you would like to have focused on: 
_____________________________________________________________________________________________
Consent for treatment and Policies: 
I understand that massage is intended to enhance relaxation, reduce pain caused by muscle tension, increase range of motion, improve circulation and offer a positive experience of touch. The general benefits of massage, possible massage contraindications and the treatment procedure have been explained to me. I understand that massage therapy is not a substitute for medical treatment or medications, and that it is recommended that I concurrently work with my Primary Caregiver for any condition I may have. I am aware that the massage therapist does not diagnose illness or disease, does not prescribe medication and that spinal manipulation are not part of massage therapy. I have informed the massage therapist of all my known physical conditions, medical conditions and medications, and I will keep the massage therapist updated on any changes. 
Cancellations: A 24-hour notice is required for cancellation of an appointment or you will be charged in full for the appointment. Payment is due before your next appointment or charged to your card on file.
Tardiness: Appointment times are as scheduled and cannot extend beyond the stated time to accommodate late arrivals. Please be on time to your appointment. 
I have read and I agree to this policy.
Client Signature: ____________________________________________ Date: ______________
Parent or Guardian Signature (in case of a minor): ___________________________________ Date: _______________

