
Please   inform   us   of   your   goals   and   expectations   of   your   sessions   here.   N/A   for  
non-applicable.   
 

1.   What   is   the   #1   issue   you   are   looking   to   resolve?  
________________________________________________________________________ 
________________________________________________________________________ 
__________  

 

2.   What’s   your   Big   WHY?   What   is   your   vision   of   life   with   less   pain?  
________________________________________________________________________ 
________________________________________________________________________ 
__________  

 

3.   Tell   me   about   your   daily   activities   /   hobbies   /   lifestyle:   
________________________________________________________________________ 
________________________________________________________________________ 
__________  

 

4.   Do   you   practice   Self-Care?   
 

Yes?   Please   explain:   (heating   pad,   ice,   exercise,   stretching,   yoga   etc.)  
___________________________________________________________________ 
___________________________________________________________________ 
__________  

 

No?   What   is   your   single   biggest   challenge   in   committing   to   getting   pain   relief   and   this  
issue   resolved?   

Name:    Occupation:    

Have   you   ever   received  
a   massage?  

Yes   |   No   
(circle   one)   If   yes,   how   long   ago?  

Less   than   1   month   |   1-2   Months   |   3-6   Months    
Over   1   year   
(circle   one)   

How   much   pressure   do  
you   prefer?  

Light   |   Moderate   |   Firm   |   Deep   
(circle   one)   

What   is   your   favorite   area  
to   be   massaged?   

  

Any   area(s)   to   avoid?    
  

Area(s)   that   need  
more   attention?    Acute   Pain   |   Chronic   Pain   

(circle   one)   



___________________________________________________________________ 
___________________________________________________________________ 
__________  

 

 

  

PAIN   AND   MEDICAL   HISTORY  

1.   When   did   you   notice   this   pain   began?   _____   days   |   weeks   |   months   |   years  

2.   Primary   Cause:   injury   |   surgery   |   overuse   |   posture   |   accident   |   unknown  

Please   explain:  
__________________________________________________________  

3.   Are   there   any   secondary   concerns:  
______________________________________________  

4.   Job   Duties   (not   employed?   How   do   you   spend   most   of   your   time?)  
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
_______________  

5.   Do   you   take   any   prescription   medication?   ___________          If   yes,   please   list:  
________________________________________________________________________ 

 

Numbness   ~  
Pins   &   

Needles   
O   

Stabbing   /  
Burning   x  

Ache   (dull)   ^  

Throbbing   ∞  

Heat   
(inflamed)   *  



________________________________________________________________________ 
__________   

6.   Do   you   have   any   other   medical   issues   including   past   surgeries   or   injuries   that   I   should   be  
aware   of   before   giving   you   massage   therapy?   If   yes,   please   describe:   

________________________________________________________________________ 
____  

7.   Are   you   seeing   another   health   care   professional?   Yes   |   No  

For   this   issue?   Yes   |   No      Specialty   ___________________________   
Have   you   had   any   diagnostic   testing   for    these    concerns?   Yes   |   No    
Please   Explain   ________________________  

PLEASE   MARK   IF   YOU   HAVE/HAD   ANY   OF   THE   FOLLOWING   CONDITIONS:  
  

 
 

PLEASE   READ   THE   FOLLOWING,   INITIAL   AND   SIGN   BELOW:  
 

  ___Be   aware   that   our   Licensed   Massage   Therapists   have   wide   variety   of   Advanced   Training.  
Techniques   to   be   used   include   Myofascial   Release,   Trigger   Point,   Manual   Lymphatic  
drainage,   Cupping,   Muscle   Energy   Techniques,   Range   of   Motion,   Stretching,   KinesioTaping.   

 

  ___   Body   parts   to   be   treated   include   face,   neck,   scalp,   shoulders,   arms,   hands,   back,  
buttocks,   hip   flexors,   legs,   and   feet.   Therapists   may   treat   muscles   of   the   chest   and   ribcage,  
however   they    do   not    engage   in   massage   of   breast   tissue.   

 

  ___   Our   Massage   Therapists   utilize   only   conservative   draping   during   our   sessions.    If   I   feel  
uncomfortable   for   any   reason,   I   may   ask   to   end   the   session   &   the   Therapist   has   the   right   to   do  
the   same.  

__Heart   Conditions   __High   Blood   Pressure   __Back   or   Chest   Aches   
__Skin   Disorders   __Immune   Disorders   __Neck/Shoulder   Pain   
__Diabetes   __Cancer     __TMJ   Syndrome   
__Arthritis    __Allergies    __Breast/Augmentation   
__Broken   Bones   __Headaches    __Pregnant   |   Trying  
__Sciatic   Pain   __Leg/Foot   Pain    How   far   along?   ________ 
__Neuropathies   __   Edema     __   Smoke?  
__Dentures  __Wear   Contacts    __   Drink   Alcohol?  
__Allergies   to   oils/scent____________  __Herniated/Bulging/Degenerative   Discs  __   Drink   Caffeine?  
__Radiation   /   Chemotherapy   treatment  __Vascular/Blood   Disorders   __   Drink   Soda?  
     When?   ____________  __Stomach   Disorders   __   Eat/Drink   Dairy?  
     How   Long?   _____________  __Respiratory   Disorders   __   Use   Lots   of   salt?  



 

___   I   understand   that   the   Massage   Therapist   does   not   diagnose   illness,   disease,   or   any   other  
physical   or   mental   disorder,   nor   perform   spinal   adjustments.    Massage   therapy   is    not   a  
substitute    for   medical   examinations   and/or   diagnosis.   It   is   recommended   that   I   see   a   physician  
for   any   physical   ailment   that   I   might   have.   I   understand   that   Massage   Therapy   given   here   is  
for   the   purpose   of,   but   not   limited   to:   Fulfilling   a   prescription   of   a   treating   physician   for   a  
medically   necessary   condition.   For   relief   from   muscular   spasm   or   fascial   tension.   To   improve  
circulation.   

 

  ___Because   a   Massage   Therapist   must   be   aware   of   existing   physical   conditions;   I   have   stated  
all   my   known   medical   conditions   and   take   it   upon   myself   to   keep   the   massage   therapist  
updated    on   my   physical   health.   

 

  ___I   will   respect   the   time   of   my   Massage   Therapist(s)   and   other   clients.   I   agree   to   come   to  
my   scheduled   appointments   promptly,   barring   any   unforeseen   emergency.   I   understand   that   if  
I   cancel   later   than   24   hours   prior   to   my   appointment,   I   agree   to   pay   the   associated   fee.   If   I    no  
show ,   I   agree   to   pay   the    full    price   of   the   appointment   and   any   prepaid   session   will   be  
redeemed.  

 

___Arriving   late   to   my   appointment   will   shorten   the   time   of   my   treatment   so   that   the   next  
guest   will   not   be   delayed.   I   agree   to   pay    full    price   in   this   event.  

 

___Booking   an   appointment   is   acknowledgement   of   these   terms   and   any   reminders   we   send  
are    complimentary .   We   sincerely   appreciate   your   honoring   these   policies   and   terms.  

 
Client   Signature:   _________________________________    Date:   _______________   

  
Therapist   Signature:   ______________________________    Date:   _______________   

 


