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HEALTH & WELLNES

‘Health History Form

‘The infocmation cequest belows will assist v in treating 7o safely. Feel free to ask aay questions about the information being reqested.
‘Please aote that all nfocmation provided belowe will be kept confidentialy naless allowed o sequized by law. Youe written pemission wil

e sequiced to celesse any information.

Name: Phone #
Address

Occupation: Date of Birth:
‘Have you received massage therapy before? J Yes 0 No Emall

Did 2 health care practitioner refer you for massage therapy? 0 Yes 0 No
Do you have insurance? ¥ / N

‘How did you hear about the clinic?

Insurance Company:

Policy #

D,

[ 1mnitial this box if you consent to getting email appointment reminders

‘Please indicate conditions

u are esperiencing or have esperienced:

Cardiovaseular Tnfections “Head/Neck

T high blood pressnze 1 hepatitis history of headaches

1 low blood pressnice 1 skin conditions history of migraines

1 chronic congestive heast failnce ) ition problems,

) heart attack | HIV vision loss

1 phlebitis / varicose veins 1 herpes ear problems

1 steoke/CVA heacing loss

| pacemaker or similac device Other Conditions

O heart disease 1 loss of sensation, where? Women

- pregnant, due:
is there 2 family history of any of the 1 Gibetes, onset gynaccological conditions,
abover 1 Yes 1 No - 1 allergies /bypersensitivity to Shat?
whatt

Respiratory. Ovecall, how is yonr general health?

1 chronic congh i5pe of seaction:

1 shortaess of breath 1 epilepsy

1 Dronchitis 1 cancer whete? Primasy Cace Physician:

1 asthma P ’

1 emphysema ) Skin conditions, what? frevme
is there 2 family history of any of the 1 arthaitis

abover 1 Yes 1 No

i there a family history of asthsitis?
] Yes 1 No
Cuzceat Medications o vou Bave any ofher medical condifions? (£5.
digestive conditions, haemophilia, osteopozosis, mental
Condition it treats: illaess) 7 Yes 0 No
what?

e you cussently seceiving treatment from another health caze

Do you have any internal pins, wites, atificial oints or

professional? (1 Yes (1 No special equipment ? ] Yes (1 No
Ifyes, for whatt what?
whese?
Susgery — date What is the reason yon aze secking massage themapy?
pature Please inclnde the location of any tissue or joint
discomfort.
Tnjury — date

natuge:





                 Massage Client Intake Form Massage Client Waiver Form
Please take a moment to read and initial all of the following statements: 

If I experience pain or discomfort during the session, I will immediately inform my therapist so that pressure/strokes can be adjusted to my level of comfort. I will not hold my therapist responsible for any pain or discomfort I experience during or after the session. _____

I understand that the services offered today are not a substitute for medical care. I understand that my therapist is not qualified to perform spinal or skeletal adjustments, diagnose, prescribe, or treat physical or mental illness. _____ 

I affirm that I have notified my therapist of all known medical conditions and injuries. _____ 

I agree to inform the therapist of any changes in my health and medical condition. I understand that there shall be no liability on the therapist’s part should I forget to do so.  _____ 

I understand that massage is entirely therapeutic and non-sexual in nature.  _____ 

By signing this release, I hereby waive and release my therapist from any and all liability, past, present, and future relating to massage therapy and bodywork. _____ 

• Feel free to ask your therapist any questions before, during, or after the session. Your therapist is a highly trained professional and will be happy to make you feel informed and comfortable. 

I have read the above noted consent and I have had the opportunity to question the contents and my therapy. By signing this form, I confirm my consent to treatment and intend this consent to cover the treatment discussed with me and such additional treatment as proposed by my therapist from time to time, to deal with my physical condition and for which I have sought treatment. I understand that at any time I may withdraw my consent and treatment will be stopped. 

Client name:______________________________________________________________ 

Client signature:__________________________________________________________

Date:___________________________________________________________________


CANCELLATION POLICY


 A minimum of 24 hours notice is required to cancel or change your appointment; otherwise, 50% of the treatment fee will be charged. I have read, fully understand, and agree to the above cancellation policy:





Signature: ______________________________	Date:_____________________________________ 





Credit Card #: ____________________________   Exp. Date: ___________________  CVC/CVV: __________





* For cancellation purposes only, and will remain confidential*








