Rassel Daigneault

HOLISTIC HEALTH CENTER

Massage Therapy Intake Form

Personal Information

NAME: Occupation:

Address: City: State: Zip:
Daytime Phone: ( ) Evening Phone: ( )

Email Address: DOB:

Emergency Contact: Phone:( )

Massage Experience

How did you hear about us?

Have you ever had a professional massage before? Y /N
If yes, when was you last massage?

What type of massage? (ex. Swedish, Deep Tissue, etc.)

Do you have any difficulty laying on your front, back or side?

Do you have any allergies to oils, lotions or ointments?

What type of pressure do you like? (Please Circle) Light — Medium — Firm — Deep
Level of conversation (circle one): | love to chat | lead the conversation | prefer silence

Health History
Please list any medications or supplements you are currently taking and explain:

Are you currently pregnant? If yes, how many weeks along?

Please list any injuries/ accidents/ illnesses still affecting you

Please list any surgeries and explain:

Is there a particular area of the body where you are experiencing tension, stiffness, pain or other discomfort?

Do you have any particular goals in mind for this massage session?

Please circle your areas of concern on the body below:




Special Note: Someacupressure pointsinthismassageare notappropriatefor pregnant women. Please tell
your practitioner if you are pregnant or are trying to get pregnant.

Cancellation Policy

Youmay cancelyour appointment without charge aslongasyoucancel beforethe close of business on the day
before your appointment.

***|ate or same day cancellations will be charged $29.
***|fyoudonotcancelyourappointmentanddonotshowupforyourscheduledappointment, you will be

charged full price for the scheduled service.

Release Form

Bysigningthis, |agreethat | have answered all questionsto the best of my knowledge and that Iwillinformthe
therapist of any changesin my condition or medication. If lexperience any pain/discomfort or would like the
pressure adjusted, | will inform the therapist immediately.

lunderstandthatamassage therapistcannotdiagnosisanyillness, disease, orany physical ormentaldisorders
norcanthetherapist prescribeanymedicationandthatnothingsaidina sessionshould be construedassuch. |
understandthatmassagetherapyisintendedtowork in conjunction with my health care, not act as a
substitute for medical examination. | understand thatitis my responsibility to consulta physician forany
ailments | may have. ’

lunderstandthatmassagetherapyisatherapeuticmeasureusedtoreducestress, muscular tension, and pain. |
understandthereare noguaranteesforrecoveryandiflamunsatisfied withthe progressmade with my
treatment | willinformthe therapist, sohe/she maydirect metoanothertreatment. lalsounderstand that
massage therapyisnon-sexualin nature and any advancement made will terminate the massage.

Print Name:

Signature:

Date:




	Massage Therapy Intake Form
	NAME:__________________________________________ Occupation:_______________________________
	Address: _______________________________ City: ______________ State: __________ Zip: _____________
	Daytime Phone: (_______)____________________ Evening Phone: (_______)__________________________
	Email Address: ____________________________________________ DOB: ____________________________
	Emergency Contact: _______________________________________ Phone:(_______)___________________
	Massage Experience
	Have you ever had a professional massage before?  Y / N
	Health History

