
CONFIDENTIAL CLIENT IN-TAKE FORM

PERSONAL DATA    

Last name ______________________________________________   First name ____________________________________

Address ______________________________________________________________________________________________

City________________________________________________  State ______________  Zip  __________________________

Phone ____________________________________  Email ______________________________________________________

DOB _________________________________  Occupation  ________________________________________________

EMERGENCY CONTACT

Name and phone:_______________________________________________________________________________________

Whom should we thank for this referral?______________________________________________________________________

MASSAGE/MEDICAL HISTORY

Have you ever received a professional massage?   Yes   No

If yes, list frequency and last date of massage.

What is the goal of your session today? (i.e., relaxation, pain relief, injury rehab, increased range of motion, etc.)  

Indicate which level of pressure you prefer:   Light   Medium   Firm

Have you had any accidents, injuries, or surgeries? If so, please include year and treatment received.

Any medical conditions the massage therapist should be aware of? 
(i.e., allergies, pregnancy, diabetes, hypertension, psoriasis, etc.)

List any medications you are on, including over-the-counter, and which conditions they are for.

THE FINE PRINT

It is my choice to receive massage therapy. I realize that the treatment is being given for the well-being of my body and mind. This includes stress 
reduction, relief from muscular tension, spasm or pain, or for increasing circulation and/or energy flow. I agree to communicate with my massage 
therapist any time I feel my well-being is being compromised.
I understand that massage therapists do not diagnose illness, or any physical or mental disorders, nor do they prescribe medical treatment, 
pharmaceuticals, or perform spinal thrust manipulations. I acknowledge that massage is not a substitute for medical examination or diagnosis, and 
that it is recommended that I see a primary health care provider for that service. I have stated all medical conditions that I am aware of and will 
update the massage therapist of any changes in my health status.
I understand that certain allergies may be contra-indicated for some products and/or services, and I will inform my therapist of any allergies I may have.

Signature ________________________________________________________________________ Date __________________________________




