Client Information

Name Phone ( b DOB

Address City State Zip

E-mail:

Referred by: Phone { N

In case of emergency: Phone ( )

General & Medical Information

Cocupation 0 Male O Female  Physician

Health Insurance Carrier

Please take a moment 1o carefully read the following information and sign where indicated. If you have a specific medical condition or specific
symptoms, massage/bocdywars may be contraindicated. A referral from your primary care provider may be nequired prior io serviee being provided.

OYes JNo Have you ever expenienced a professional massage or bodywork session? How recently?
If you answer “yes® to any of the following questions, please explain as clearly as possible.

O Yes QUNo Do you frequentty suffer from stressr OYes ONo Do you broise casily?

O Yes ONe Do you have diabetes? O ¥es O No  Have you had any broken bones in the past two years?

O¥es ONo Do you experdence frequent headaches? Jyves D Ne Have you been in an acodent or suffered any

QOYes ONo  Are you pregnant? inpurics in the past twvo years?

0 ¥es O No Do you suffer from arthritis? O Yes ONo Do you have tension or screniess in  specific area?
Please specify

O ves ONo A you wearng congact kenses?

D ¥es ONo  Are you wearing denfures?

O Yes D No Do you have high blood pressur? QYes UNo Do you have cardiac or circulatory problems?
O ¥es QMo If “pes” to previous question, are you taking O Yes INe Do you suffer from back pain?

medication for this? D ¥es ONo Doyoo have numbness or stabbing pains anywhere?
O ¥es QMo Do yvou suffer from epilepsy or scizares? O ¥Yes D Mo Are you very scnsitive to touch or peessune in any arca?
O¥es UNe Do you suffer from joine swelling? O ¥es QI No Have you ever had surgeny? Explain below.
O ves ONo Do you have vatbcose veins? O Yes ONo Do you have any other medical condidon, or are you

OYes ONo Do you have any conmagious discascs? raking amy medications | should know about?

Commenits

OYes ONo Do you have osteoporosis?
Q¥es ONo Do you have any allergics?

1 understand that the massage/bodywork I receive is provided for the basic purpose of relaxation and relief of muscular tension. If T experience
any pain or discomfort during this session, T will immediately inform the practiioner 5o that the pressure and/or sorokes may he adjusted o my
level of comfort. | further understand that massage or bodywark should aot be constreed a5 a substitute for medical examination, diagnosis, or
treatment and that 1 should see s physician, chiropractor, or other qualified medical specialist for any mental or physical silment of which I am
aware. | understand that massage/bodywork practitioners are not qualified to perform spinal or skeletal adjustments, dizgnose, prescribe, or
treat any physical or mental illness, and that nothing said in the course of the session given should be construed as such. Because massage/
bodywerk should not be peformed under cerain medical conditions, T affirm that 1 have stated all my knewn medical conditions and
answered all questions honestly. 1 agree to keep the practitioner updated as to any changes in my medical profile and understand that there
shall he no liability on the practitioner's part should 1 fail to do so. T also understand that any illicit or sexnally suggestive remarks or advances
made by me will result in immediate temination of the session, and T will be liable for payment of the scheduled appointment.

Client Signanire Date
Practitioner Signature Date
Consent to Treatment of Minor: By my signature below, 1 hereby authosize 1y achminisier massage,

bodywork, or somatic therapy technigques i my child or dependent as they deem necessary.

Signatire of Parent or Guardian 2 Drate




