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Address

DOBEmail

Massage Therapy 
C L I E N T  I N T A K E  F O R M

Date

Emergency contact Phone 

Therapist 

**Please mark any of the following conditions you may currently have.

**Please answer the questions below.

Allergy

Headaches/Migraines

Arthritis

Diabetes

Joint Replacement(s)

High/Low Blood Pressure

Neuropathy

Fibromyalgia

Stroke

Cancer

Heart Attack

Sports injury

Kidney Dysfunction

Bruises

Blood Clots

Varicose veins

Acute pain

Sprains or Strains

Recent surgery 

Open wounds

Osteoporosis

Chronic pains

Fever within 24hrs

Wear contacts

Neuropathy

Others, please specify 

How did you learn about us? 

Have you received massage therapy or bodywork before?  

Are you on any medication? 

Do you exercise? If yes, how many times per week ?

Yes

Yes

Yes

No

No

No

If yes, which ones 

Are you currently pregnant? Yes No If yes, how many weeks/trimester? 

When was your last massage? 

Pressure preference: Light Medium Firm

Do you  have pain? If yes, where?Yes No

Pain type: Sharp Dull Burning Rate your pain from 1-10:

Do you  have any medical concerns? If yes, explain?Yes No



Area(s) of focus   O
Area(s) to avoid   X
Area(s) of pain     P

I understand that massage therapy is for the purpose of stress reduction, relief from muscular tension or spasm, or for
increasing circulation. I understand that the massage therapist does not diagnose illness, disease or any other physical
or mental disorder. The massage therapist does not prescribe medical treatment nor perform spinal manipulations. I
have completed this form to the best of my ability & knowledge & agree to inform my therapist if any of the above
information changes at any time.

Client Signature (Parent/Guardian):  _______________________________ Date: _________________
Therapist Signature:  __________________________________________ Date: _________________

By signing below, you agree to the following:

Any other concerns:

 Full Body 
 Regional








