                               CLIENT MASSAGE FORM 
DATE:_____/_____/_____                                    TIME________________

NAME: ( Optional ) /Nickname____________________________________
AGE:__________________ DATA BIRTH______/_______/____________
CONTACT PHONE_____________________________________________

EMAIL:______________________________________________________

REFER :______________________________________________________

1) Do you ever experience any of the following :

____Allergies                         _____Excema                         _____Numbness           

____Arthritis                          _____Sciatica                         _____Stroke            _____Bursitis                         _____Insomnia                    ____Broken Bones      _____Herpes Virus                _____Headaches                   ______Swelling
_____High Blood Pressure    _____Bursitis                       ______Diabetes

_____Low Blood Pressure    _____Varicose Veins           ______Whiplash

_____Digestive Problems     _____Migranes                     _____Depression
(For Women only : Are you pregnant ?_________________)

2) Do you have :

-Chronic Pain?Where :___________________________________________

-Sore Muscle? Where:___________________________________________

-Are you wearing contact Lenses?__________________________________

-Have you had any recent injuries , surgeries   or accidents  _____________________________________________________________

_____________________________________________________________

-Please list any other health problems __________________________________________________________________________________________________________________________

- Have you taking some medication? For what ? How long ? 
_____________________________________________________________

- Please give additional attention to :

_____________________________________________________________

- Do you do exercise ? What kind and how much ? 

_____________________________________________________________

-Have you had massage before? When ? where?How Long?
_____________________________________________________________

I understand that massage practitioners are not qualified to perform spinal or skeletal adjustments, diagnose, prescribe or treat any physical or mental illness and that nothing said or done in the course of the session given should be constructed as such. Because massage should not be  performed under certain medical conditions. I affirm that I have stated all my known medical conditions and answered all questions honestly .

 I agree to keep the practitioner updated as to any changes in my medical profile and understand that there should be no liability on the practitioner part should I forget to do so . I understand that any illicit or sexually suggestive remarks or advanced by me will result in immediate termination of the session and I will be liable for payment of the scheduled appointment . 
________________________________                     _____/____/_____

             Client Signature                                                        Date 

