(_lient |ntake
Massagc Form

(lient information

Name Date of Birtl'n

Addrcss

FPhone Cell

[ ~mail
Sex M T

Havc you ever received a massage before?

Occu Pation Referred bg

Are you pregnant? Y N Stress |_evel: High Med | ow
Work Activitg __sitting __standing___light labor __hcavg labor

What are your areas of concern?

ealth [History

Flcasc mark a yes or no if you have or have had any of the fo“owing:

AIDS/HN Y [N | [Tlepes Y [N
Allergies Y N Measles Y N
Arthritis Y N Migrainc [Headaches Y N
Asthma Y N Multiplc Sclerosis Y N
Blccding Disorders Y N MumPs Y N
Bronchitis ki N Ostcoporosis ki N
Cancer Yy N Pacemaker Y N
Chemical DcPcndcncg Y N Pinched Nerve Y N
Chicken Pox Y N Fsgchiatric Carc Y N
Diabetes k 1 N Stroke Y N
Emphyscma Y N T uberculosis Y N
Epilcpsg Y N Tumors Y N
Fractures Y N Growths Y N
Bruises i N Ulcers Y N
[Heart Disease Y N Psoriasis Y N
Hcpatitis Y N Dermatitis Y N
Herniated Disk ki N Athletes oot Y N

(Client Signaturc Date




