
Primary reason for your appointment today: 

Have you had a professional massage before?     yes / no
If yes, when:

Please list any physical issues:

Have you su!ered an acute injury lately?       yes / no
If yes, please describe:

Have you had surgery before?       yes / no
If yes, please describe: 

Are you currently on any medications?      yes / no
If yes, please list:

Do you have skin problems or allergies?     yes / no
If yes, please describe:

Are you pregnant?      yes / no  Are you wearing contact lenses?      yes / no

Do you have (circle all that apply): 

Varicose Veins     Blood Clots     Arthritis     Heart Condition     Spinal Problems     High Blood Pressure     Cold Sores 

Is there anything else I should be aware of before your treatment

Massage Intake and
Release Form

Last Name: 

Cell: 
Date of Birth: 
Relationship:

First Name: 
Street Address: 
City/State/Zip Code: 
Primary Phone: 
Email: 
Emergency Contact: 
Emergency Contact Phone:
Would you like to sign up to receive our monthly newsletters for special deals and tips?     yes / no

Reviewed by: 
Therapist’s printed name            Signature            Date
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Reviewed by: 
Therapist’s printed name            Signature            Date

Reviewed by: 
Therapist’s printed name            Signature            Date

Reviewed by: 
Therapist’s printed name            Signature            Date

Reviewed by: 
Therapist’s printed name            Signature            Date
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