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GENERAL & MEDICAL INFORMATION

What brings you in for a massage? (Stress/pain relief/tension/other reason)______________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

Your last massage was?___________________________________________________________________________________________

Is your condition related to a car accident?	 ❍ Yes   ❍ No

Are you currently having any discomfort and pain?	 ❍ Yes   ❍ No	

If yes, where? (Please indicate area on diagram #1 below) :

Do you know the cause of the pain? (Disease, specific movement, specific task, weather, etc.?)_ ____________________________

_______________________________________________________________________________________________________________

How long have you had the pain?________________________ When do you experience the pain?_____________________________

How would you describe the pain? (Sharp, dull, numbness, etc.)_________________________________________________________

_______________________________________________________________________________________________________________

Is there something that aggravates the pain?_________________________________________________________________________

Have you seen your family doctor lately for this particular problem, or other problem and has she/he recommended any 

treatment?______________________________________________________________________________________________________

Have you ever had any surgery? If yes, when?________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

Please describe any significant injuries, traumas or accidents. (Include year & treatment)____________________________________

_______________________________________________________________________________________________________________

Do you presently suffer from the following? (Please check all applicable)

❍ Infectious Disease	 ❍ Headaches	 ❍ Joint Pain (arthritis)	 ❍ AIDS

❍ Allergies	 ❍ High Blood Pressure	 ❍ Low Blood Pressure	 ❍ Tingling/Numbness

❍ Cancer	 ❍ Jaw Pain	 ❍ Flu	 ❍ Cold

❍ Painful Calves	 ❍ Varicose Veins	 ❍ HIV Positive	 ❍ Muscle Cramps

❍ Hepatitis	 ❍ Skin (psoriasis, shingles or other)

Do you suffer from any other condition that is not mentioned above?__________ If yes, please describe:_______________________

_______________________________________________________________________________________________________________

Are you currently taking any medication?___________If yes, please list:____________________________________________________

 Diagram #1 - For Client Use Only  Diagram #2 - For Therapists Use Only
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INFORMED CONSENT

Name of Client:_______________________________________________________________________

I understand that the massage I receive is provided for the basic purpose of relaxation, stress reduction and relief of muscular 
tension. I further understand that massage should not be constructed as a substitute for medication, examination, diagnosis or 
treatment and that I should see a physician, Chiropractor or other qualified medical specialist for any mental or physical ailment 
that I am aware of.

I understand that massage therapists are not qualified to perform skeletal adjustments, diagnose and or prescribe, and that 
nothing said in the course of the session should be constructed as such.

Because massage is contraindicated under certain conditions, I affirm that I have stated all my known medical conditions, 
and answered all the questions honestly. I agree to keep the therapist updated as to any changes in my medical profile, and 
understand that there shall be no liability on the therapists part should I forget to do so.

It is also understood that any illicit or sexually suggestive remarks or advances made by me will result in the immediate 
termination of the session and I will be liable for payment for the full scheduled appointment.

Any massage appointments that have not been cancelled within 24 hours notice or that have been missed will be charged to the 
patient at 50% of the going rate.

Signed:_______________________________________   Date:____________________________

Therapist:_____________________________________   Date:____________________________


