NEW CLIENT GENERAL INFORMATION FORM

First Name: Last Name:

Email:

Date of Birth: Occupation:

Home Phone: CellF Phone:

Gender: Female Male Preferred Staff Gender: Female

Carrier:

Male

Preferred Staff Member: Referred by:

Home Address:

City: State: Zip

Secondary Address:

Country:

City: State: _Zip

Emergency Contact:

First and Last Name:

Country:

Relationship: Phone:

Additional Information:

How did you here about us?

Would you like to receive promotions/reminders via email? yes

no

Would you like to receive promotions/reminders via text? yes

no
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Massage Therapy Services Consent Form

Reason for massage?

Which areas would you like to focus on during this massage?

Do you have any of the following conditions? If yes, please explain below as clearly as possible.

___ Stress ___Allergies ___Contagious disease ___Diabetes ___ Wear contact lenses ___Back pain
___Pregnant __ Cancer ___ Cardiac/circulatory problems ___Arthritis ___ Sensitive to touch/pressure
___Frequent headaches ___ Osteoporosis ___Epilepsy-orseizures ___ Bruise Easily ___Joint swelling
___Varicose veins ___Depression ___High Blood Pressure ___‘Fibromyalgia/ Chronic Fatigue ___Scoliosis
____Any Skin Rash or condition ___Chronic Back/Neck Pain ___ Blood'Clots/Phlebitis _ Numbness

Explain

Do you take Aspirin or Blood thinners?

Would you like Light, Medium, or Deep Pressure during your massage treatment? (please circle)

Surgery in the past five years? Explain

Accident or suffered any injuries in the past 2 years? Broken bones, etc. Explain

Other medical conditions not'listed. Explain

Comments:

| understand that the massage | receive jis,provided for the basic purpase of relaxation, and relief of muscu-
lart e n dfil exprrience any pain or discomfort during-the séssion, | will immediately inform the therapist
so that the pressure, and/or strokes may be adjusted to-my-level of comfort. | further understand that mas-
sage should not be construed as a substitute for medical examination, diagnosis, or treatment. | understand
that massage therapists are not qualified to perform spinal or skeletal adjustments, diagnose, prescribe, or
treat any physical or mental illness, and that nothing said in the course of the session given should be con-
strued as such. Because massage should not be performed under certain medical conditions, | affirm that |
have stated all my known medical conditions, and answered all questions honestly. | agree to keep the mas-
sage therapist updated as to any changes in my medical profile during the session and understand that
there shall be no liability on the massage therapists part should | fail to do so. | understand that any illicit or
sexually suggestive remarks or advances made by me will result in immediate termination of the session. |
also understand that the License Massage Therapist reserves the right to refuse to perform massage on an-
yone whom he/she deems to have a condition for which massage is contraindicated.

Client Signature Print Date

Therapist’s Signature: Print Date
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Client Use:

On this diagram please circle the areas of the body
that you feel need the most attention in the mas-
sage session, and place an “X” over the areas that

Client signature: Print Date

For Therapist use only

Services performed today:

Type of massage techniques used during the massage session:

On this diagram circles indicate the areas of the bodythat will be massage, and “X” indicates the areas of the
body that will be avoided, and the contraindications.

Therapist Signature: Print: Date

Thetapist Notes:




