
Address
Phone

DOB

Date

Have you had a professional massage before?

Light Medium 

Do you have any allergies or sensitivities?
If res, please explain

Are there any areas (feet, face, abdomen, etc.) you
do not want massaged? 

If res, please explain

What are your goals for the treatment session?

Name

Massage Therapy 
C L I E N T  I N T A K E  F O R M

Date

Emergency contact Phone 

Please indicate any of the following that apply to  you. 

Medical Information 

Cancer

Infection

Migraines

Arthritis

Diabetes

Headaches

Joint replacement

High/Low Blood Pressure

Neuropathy

Fibromyalgia 

Sports injury

Stroke

Bruises

Heart Attack

Kidney Dysfunction

Acute pain

Blood Clots

Recent surgery 

Open wounds

Osteoporosis

Chronic pains

Numbness

Sprains or Strains

Others, please specify 

I understand that massage therapy is for the purpose of stress reduction, relief from muscular tension or spasm, or
for increasing circulation. I understand that the massage therapist does not diagnose illness, disease or any other
physical or mental disorder. The massage therapist does not prescribe medical treatment nor perfom spinal
manipulations. I will inform the therapist of my current condition at the time of each visit.

Client Signature

Are you currently pregnant? 
If yes, how far along?

Are you on any medication? 

Do you suffer from chronic pain?

If res, please explain

Yes

Yes

Yes

No

No

No

What makes it worse?

If yes, which ones 

Any high risk Factors?

What makes it better?
Have you had any orthopedic injuries? 

Massage Information

Therapist Signature 

Yes No
What type of massage are you seeking ?

Relaxation Therapeutic/ Deep Tissue
What pressure do you prefer?

Deep

Yes No

Yes No

PLEASE CIRCLE ANY ARES OF DISCOMFORT


