MASSAGE CLIENT INFORMATION FORM (for printing)
Please be assured that the information requested bellow will be treated in the 
strictest confidence and is for the purpose of assigning the correct treatment only.
Name:______________________________________________________________
Email:_______________________________________________________________
Mobile:_________________________
Home address: ________________________________________________________
DOB___________________Gender_____________
Emergency Contact (name, address, phone number)________________________
_______________________________________________________

How did you find out about treatment? 

________________________________________

MEDICAL INFORMATION:

Have you had a massage before? If YES, how recently?

_____________________________________________________________
Are you receiving any other complimentary therapies? If so, what are they?

_____________________________________________________________
Are you currently undergoing treatment with a psychologist, psychotherapist or counsellor?

_____________________________________________________________
Have you been treated for any other medical complains during the past five years?

If so, please indicate dates and treatments below:

_____________________________________________________________

Are you on any medication? ________If so, please list medicines and dosage:

_____________________________________________________________
When did you last see your GP?

_____________________________________________________________
Do you frequently suffer from stress? 


Yes/No

Do you have diabetes?




Yes/No

Do you have hormonal disorders?


Yes/No

Do you experience frequent headaches?

Yes/No
Do you have sprains, strains, swelling?

Yes/No

Do you suffer from arthritis? 



Yes/No

Where ________________________________________________________
Are you wearing dentures?



Yes/No

Do you have high/low blood pressure?


Yes/No
Do you have history of thrombosis, embolism,

recent stroke, heart attack, haemorrhage?

Yes/No
Do you had/have nervous system disorders?

Yes/No

If Yes, do you take medication?



Yes/No

Do you have fever?





Yes/No

Do you suffer from epilepsy or seizures?

Yes/No

Do you suffer from joint swelling?


Yes/No

Where ________________________________________________________

Do you have varicose veins?



Yes/No

Do you have any contagious diseases?


Yes/No

Do you have osteoporosis?



Yes/No

Do you have any allergies?



Yes/No

Do you have any skin conditions?


Yes/No


Do you bruise easily?




Yes/No
Have you had any broken bones in past two years?
Yes/No

If Yes, please list_________________________________________________
Have you been in accident or suffered any injuries 
in the past two years?




Yes/No

Do you have cardiac or circulatory problems?

Yes/No

Do you suffer from back or neck pain?


Yes/No

Do you have numbness 
or stubbing pains anywhere?



Yes/No

Are you sensitive to touch or pressure in any area?
Yes/No

Have you ever had surgery?



Yes/No

Please explain__________________________________________________
Do you have, or ever had cancer?


Yes/No

Do you have tension or soreness in specific area?
Yes/No

Please specify __________________________________________________
Do you exercise?





Yes/No

If Yes, please list activities, frequency, intensity_______________________________________________________
Do you have any other concerns 

your massage therapist should be aware of?

Yes/No

If Yes, please explain _____________________________________________________________

Are you smoker?





Yes/No

Weekly alcohol?





______units

Daily caffeine?





______cups

What is your sleeping pattern



good/poor/very poor
Are you pregnant?





Yes/No
WHAT IS YOUR EXPECTATIONS AND/OR GOALS for massage therapy?

__________________________________________________________________________________________________________________________
RELEASE

Please read carefully and sign below.

I understand that the massage/bodywork I receive is provided for the basic purpose of relaxation and relief of muscular tension. 
I further understand that massage or body work should not be considered as a substitute for medical examination, diagnosis or treatment and that I should see a physician, chiropractor or other qualified specialist for any mental or physical ailment or which I am aware.

Techniques may include Altai Massage, Deep Tissue Holistic massage, Swedish Massage, Aromatherapy Massage, Aura and Chakra Balancing.

Modest draping will be provided. 
During the treatment back, neck, arms, legs (1h or 1h 30min) will be addressed and upper chest and face if requested (only for 1h 30min). 
The stomach and genital area are excluded.
If I experience any pain or discomfort during treatment, I will immediately inform the therapist so that pressure and/or strokes may be adjusted to my level of comfort. 
I also, may request that the session discontinued at any time, for any reason, and the therapist will honour that request.

I understand that massage therapist are not qualified to perform spinal or skeletal adjustments, diagnose, prescribe or treat any physical or mental illness, and that nothing said in the course of the session given should be considered as such. 

I understand that because massage/body work 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 therapist updated of any changes in my medical profile and understand that there shall be no liability on the therapist’s part should I fail to do so.

Client Signature_______________________             Date__________________
FEEDBACK after the treatment:
