All information provided on this form is strictly confidential

Name:
_________________________________________


Phone:__________________
Address: ____________________________________________________________________________
To receive newsletter & other specials (will not sell) -- email_____________________________________
 Birthday Mo/Day - ____________        How did you hear of me? _______________________________  
Check any of the following, if applicable

____Arthritis

____Anemia

  ____Stiff Neck
  ____Low Blood Pressure
____Blood Clot
____Low Back Pain
 ____Poor Circulation
  ____HIV/AIDS

____Fatigue

____Abuse Survivor
  ____Sinus Pressure
  ____High Blood Pressure

____Stroke

____Spinal Curvature
  ____Cancer

  ____Swollen Joints

____Varicose Veins
____Inflammation
  ____Bursitis

  ____Recent Injury

____Open cuts, bruises or burns

  
____Other (please explain)______________________________________________________
Please list all recent surgeries____________________________________________________

Present symptoms (what brings you in for a massage today?)

____________________________________________________________________________
What brought it on? ____________________________________________________________

What aggravates this condition? __________________________________________________

Alleviates? ____________________________________________________________________

Is this condition getting progressively worse?  ____Yes

____No
____Comes and goes

How do you think massage can help you, what do you expect from your session?

_________________________________________________________________________________

Please list all medications currently being taken

__________________________________________________________________________________
Are you currently under the care of a physician?   ____Yes

____No

If yes, for what reason? ________________________________________________________________

Please read the following and sign below

I understand that all treatments are given at this facility by a licensed massage therapist and I expressly give permission for treatment resolved. The massage therapist is not responsible for any injury or health related issue incurred from not fully divulging health history. I understand that therapeutic massage is an adjunctive therapy and does not replace the care of a medical doctor, psychologist, physical therapist or chiropractor as needed. I understand payment is due at time of treatment.
Signature __________________________________      Date _____________
