
Holistic Massage Center


Health Intake & Consent Form











Name:_________________________________________________                DOB:_______/_______/_______





Address:______________________________________  City:___________________  Zip:_________________





Email:________________________________________                          Phone:(______)__________________





Occupation:___________________________________                 Physician:____________________________





Emergency Contact:_____________________________________        Phone:(______)__________________





Referred By: (Friend, Phonebook, Online)______________________________________________





Medical Conditions


All Information is strictly confidential. Please check all that apply.





□ High/Low Blood Pressure         □ Pregnancy                    □ Diabetes                      □ Asthma                    □ Chronic Headaches


□ Hypo/Hyper Thyroid                □ Pneumonia                  □ Anemia                       □ Anxiety                    □ Chronic Pain                   □ Heart Condition                       □ Fibromyalgia                □ Cancer                         □ Allergies                   □ Migraines


□ Stroke/Heart Attack                 □ Arthritis                       □ Insomnia                     □ Depression               □ PMS/Menopause


□ Spine/Disc Disorders                 □ Tendonitis                    □ Bipolar                         □ Seizures                    □ Chronic Fatigue       


□ Blood Clots                               □ HIV/AIDS                    □ Skin Conditions           □ High Stress              □ PTSD





□ Any Injuries/Surgeries:_________________________________________________________________________________________





□ Any Other Medical Condition: (current or past)____________________________________________________________________





□ Please List ALL Medications: (including OTC)______________________________________________________________________





□ Reason for Appointment Today: (relaxation, pain relief) ________________________________________________________________





□ Primary Area(s) of Concern: ___________________________________________________________________________________














Client Informed Consent


I affirm that I have disclosed all medical conditions & answered all questions accurately and to the best of my knowledge. I will inform the therapist of any changes in my health prior to services. I understand there are risks & benefits associated with massage and that massage therapy should not be substituted for medical treatment. I agree to be held responsible for payment of any missed sessions unless I provide 24 hours notice of cancellation. Any returned checks are subject to an additional fee of $35. I hereby give my consent for the Massage Therapy session and agree to these terms of service.








___________________________________________                                               _________________________


                                  Signature                                                                                                       Date





_____________________________


Therapist Signature











