
 

 

 

 

 

 

 

 

First: ________________________________________________   
  
Last: ________________________________________________ 

Address: ________________________________________ City: ________________________ZIP______________ 

DOB: ________________   Phone: ______________________________     
 
Email: ____________________________________________ 

Massage Client Health Information 

How did you hear about our services? _______________________________________________________________________ 

If you answer YES to any of the following questions, please discuss with your therapist. 

YES  / NO 

___ ___ Do you frequently suffer from stress? 

___ ___ Do you experience frequent headaches? 

___ ___ Are you pregnant? 

___ ___ Are you diabetic? 

___ ___ Do you have high blood pressure? 

___ ___ Are you epileptic? 

___ ___ Have you had any recent surgeries? 

___ ___ Have you had any broken bones in the last two years? 

___ ___ Do you have tension or soreness in a specific area? 

___ ___ Do you have cardiac or circulatory problems? 

___ ___ Do you suffer from back pain? 

___ ___ Do you have numbness or stabbing pains? 

___ ___ Are you sensitive to touch/pressure in any area? 

___ ___ Do you have any other medical condition I should be aware of? 

What specific areas would you like me to focus on? What specific areas would you like me to avoid? 

________________________________________________________________________________________________________________________ 

If you have a specific medical condition or specific symptoms, massage work may be contraindicated. A referral from you primary care provider may be required prior to services being provided. I understand that the massage work I receive 
is provided for the basic purpose of relaxation and relief of muscular tension. 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. Because massage therapy is contraindicated 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 forget to do so.  

Sign: _______________________________________________________________ Date: _______________________ 


