 Massage Client Intake Form


Name:____________________________________________________

Address:__________________________________________________

City________________________State______________ Zip_________

Phone:____________________  Email__________________________

Are you interested in joining our online newsletter? ____yes   ____no

Are you experiencing any of the following:

	Pain            ___yes  ___no

Numbness   ___yes  ___no

Stiffness      ___yes  ___no
	Stress          ___yes  ___no

Allergies      ___yes  ___no



List current medications: (pain relievers)_____________________________________

Do you have any recent injuries or health issues?__________________

recent accidents? _____________

I have provided all related medical information. I understand that the purpose of this massage is for relaxation only.  I understand that massage therapists will not provide medical diagnosis.  

Signed:_____________________________________________Date:______________

Chair Massage Client Intake Form

Name:____________________________________________________

Address:__________________________________________________

City________________________State______________ Zip_________

Phone:____________________  Email__________________________

Are you interested in receiving our client newsletter? ____yes   ____no

Are you experiencing any of the following:

	Pain            ___yes  ___no

Numbness   ___yes  ___no

Stiffness      ___yes  ___no
	Stress          ___yes  ___no

Allergies      ___yes  ___no



List current medications: (pain relievers)_____________________________________

Do you have any recent injuries or health issues?__________________

recent accidents? _____________

I have provided all related medical information. I understand that the purpose of this massage is for relaxation only.  I understand that massage therapists will not provide medical diagnosis.  

Signed:_____________________________________________Date:______________

