CONFIDENTIAL INFORMATION
Welcome! We want 1o make your 2ppoincment as pleasant and comfartable as possible.
1f ar any time you have questions regarding your therapy session, please ler us know.

NAME: _ HOME NO: WORK NO.:
ADDRESS: i : QTY: STATE: ZIP:
* DATE OF BIRTH: '  E-MAIL ADDRESS:
OCCUPATION:: . REFERRED BY: .
HAVE YOU EVER RECEIVED MASSAGETHERAPY? YES Q- NO O
. TYPE OF MASSAGE EXPERIENCED: DEEPTISSUE ' Q SWEDISH Q OTHER Q
ARE YOU TAKING MEDICATION? , DESCRIBE :
ARE YOU PREGNANT? _ i ' -
HAVE YOU CONSUMED ALCOHOL INTHE PAST24 HOURS?  YES O NO QO
DO YOU HAVE A HISTORY OF THE FOLLOWING2 .
* Q neck pain Q sprains 1 high blood Please indicate your consumption levek:
O whiplash. Q abdominal pain pressure g None Light Moderate Heavy
Q headaches 3 wear contacts. Q suoke sale a aQ a a
0 showlderpain (3 scoliosois Q heastactach sugac Qg 0 L .
(3 upper back pain ) surgery QO cancer caffeine a Q (] O
O mid backpain 3 fibromyalgia O colids tobacco Q Q Qa Qa
0 lowbackpain 1 carpal manel syndrome 21 HIV alchal = O QO Q a
Q joint ache Q mastecomy O i SR Q a a Q
] decreased range [} hl:par_ids ) warer Q a Q. ]
of motion i] diabetes -
Q brokenbones O vasicoseweins PLEASE INDICATE WITH AN (X). THE AREAS
Q scada O high blood pressure YOU ARE FEELING DISCOMFORT
DO YOU HAVE ANY OF THE FOLLOWING TODAY?: e
) sunburn .0 open cus, bruises, burns it - §
3 inflammaton - £} irvitaced skin rash Fot : 3N
3 sever pain O poison ivy “ HJ: l:. :
2 headache _ O cold/ilu L2 -'g\-.fg RS

WHAT ARE YOUR GOALS/EXPECTATIONS FOR THIS
THERAPY SESSION:

i

&

PLEASE READ THE FOLLOWING & SIGN BELOW

- [ underscand thac this massage is not 3 replacement for medical care and thas
no diagnosis will be made,

*| am responsible for paying for any appaintment cancellation of less than 24 HOURS.
DATE: SIGNATURE:




