CLIENT INTAKE FORM

    Name _____________________________________________ Phone ( ) ___________________DOB ___________

    Address _________________________________________City _________________ State ______Zip__________

    E-mail: _______________________________________________________________________________________

    Referred by: _________________________________________________Phone ( ) __________________________

    In case of emergency: _________________________________________Phone ( ) __________________________

    Occupation __________________________  Physician____________________Insurance____________________

    Please take a moment to carefully read the following information and sign where indicated. 

    If you have a specific medical condition or specific symptoms, massage/bodywork may be 

    contraindicated.  A referral from your primary care provider may be required prior to service

    being provided.

    If you answer “yes” to any of the following questions, please explain as clearly as possible.

    __Yes  __No  Have you ever experienced a professional massage or bodywork session?  How recently?____________

    What are your massage or bodywork goals?____________________________________________________________

    What kind of pressure do you prefer?  __Light  __Medium  __Firm  __Hard

   __Yes  __No   Do you have any allergies?  What types?  __Food  __Seasonal  __Essential Oils  __Other____________

   __Yes  __No   Do you frequently suffer from stress?                

   __Yes  __No   Do you bruise easily?

   __Yes  __No   Any broken bones in the past two years?  Explain____________________________________________        

   __Yes  __No   Any injuries in the past causing chronic problems now?  Explain________________________________

   __Yes  __No   Do you have tension or soreness in a specific area?  Please specify_______________________________                      

   __Yes  __No   Do you have diabetes?

   __Yes  __No   Do you experience frequent headaches?  How severe and/or what type?___________________________

   __Yes  __No   Are you pregnant?  How far along are you?__________________________________________________

   __Yes  __No   Do you suffer from arthritis?                             

   __Yes  __No   Do you have high blood pressure?  If “Yes” Are you on Medication?  __Yes __No

   __Yes  __No   Do you suffer from epilepsy or seizures?          

   __Yes  __No   Do you suffer from joint swelling?

   __Yes  __No   Do you have varicose veins?

   __Yes  __No   Do you have any contagious diseases?  What type? ___________________________________________

   __Yes  __No   Do you have osteoporosis?                                

   __Yes  __No   Do you have cardiac or circulatory problems?

   __Yes  __No   Do you suffer from back pain?  

   __Yes  __No   Do you have Fybromyalgia?                      

   __Yes  __No   Do you have numbness, tingling, or stabbing pains?  Where?___________________________________

   __Yes  __No   Are you sensitive to touch or pressure in any area?  Where?____________________________________

   __Yes  __No   Have you ever had surgery?  Please Specify________________________________________________

   Other medical conditions or any other medications I should know about?_____________________________________

  ________________________________________________________________________________________________

To ensure you receive the best possible experience from your therapist, please draw on the images below.

Circle O the areas that are tight, sore, or causing discomfort. 

Write the letter C on the areas that are chronic (They cause regular pain, discomfort, etc.)

Place an X on the areas you want special attention

Write the letter A on any area you want avoided
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(Before Massage)
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 (After Massage)

  Additional Comments ______________________________________________________________________________

  I understand that if I experience any pain or discomfort during this session, I will immediately inform the practitioner 

  so that the pressure and/or strokes may be adjusted to my level of comfort. I further understand that massage or 

  bodywork should not be construed as a substitute for medical examination or diagnosis, and that I should see a 

  physician, chiropractor, or other qualified medical specialist for any mental or physical ailment of which I am aware.

  Because massage/ bodywork should not be performed under certain medical conditions, I affirm that I have stated all

  my known medical conditions  and answered all questions honestly. I agree to keep the practitioner updated as to any

  changes in my medical profile and understand that there shall be no liability on the practitioner’s part

  should I fail to do so. 

  Client Signature ______________________________________________________________ Date ______________

  Consent to Treatment of Minor: By my signature below, I hereby authorize Sarah Taylor to 

  administer massage, bodywork, or other therapy techniques to my child or dependent as she deems 

  necessary.  I understand that Sarah will keep me informed of any problems and/or improvements as 

  Sarah deems necessary for said minor may need assistance and reassurance from me.

  Signature of Parent or Guardian _________________________________________________Date ______________

