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MASSAGE THERAPY NEW CLIENT INTAKE FORM

Today’s Date __________________              Goal for today’s visit _________________________________

Name _____________________________________________          Date of birth _____/_____/_____

Address _______________________________________________________________________________

City __________________________________________    State _______    Zip ____________

Phone (H) _______________________ (W) ________________________ (cell) ______________________

Occupation ________________________________    Referred by ________________________________

Physician __________________________________________    Phone ___________________________
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Have you ever had a massage?  Y  N    When?______________ What type?________________________

Do you perform regular exercise?  Y  N        Do you see a Chiropractor?  Y  N          Are you ticklish?  Y  N
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Please circle any below which pertain to you/your health:            

 

List ALL medications/vitamins/supplements: ___________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Please list ANY allergies:__________________________________________________________________

Are you currently under a doctor’s care for any medical/health conditions?  Y  N  If so, please explain: ____________________________________________________________________________________________________________________________________________________________________________

Have you had any serious injuries/operations/accidents?  Y  N  If so, please explain & give date(s): 

____________________________________________________________________________________________________________________________________________________________________________


Do the above listed issues (if any) continue to 

cause you problems or pain?  Y  N

Do you have any other concerns that you feel

I should be aware of (which are not listed on

this form)?  Y  N  If so, please explain:

______________________________________

______________________________________

______________________________________

* Females – Are you pregnant?  Y  N  

               If so, due date __________________

Are you involved in any active or pending legal process related to your health or physical symptoms?  Y   N

Emergency contact name ____________________________________  Phone _______________________

I have completed this form to the best of my knowledge.  I understand that these massage services are not to take the place of my physician’s care, and that the therapist is not trained or licensed to diagnose health problems/conditions.  I agree that if my health status changes in the future, that I will inform the therapist.  I understand that massage is not sexually oriented in any way and that any illicit or suggestive remarks or behavior on my part will result in immediate termination of the session.  Any information on this form, & any information exchanged during my session is held in strict confidence.  By signing below, I give my consent to treatment.

Client signature ________________________________________________  Date ____________________

By initialing here, I acknowledge I am aware of the Spa’s 24 Hour Cancellation Policy. ___________


Email address _________________________@_______________________________________

Lynn Chabot, BA, LMT


Lavender Day Spa
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ASTHMA


DIABETES


CANCER


SEIZURES


SKIN RASH





BLOOD CLOTS


VARICOSE VEINS


HEART PROBLEMS


KIDNEY PROBLEMS


EDEMA (SWELLING)








EASY BRUISING


SENSITIVE SKIN


ECZEMA


SINUS PROBLEMS


RECENT SURGERY





HEADACHES


MIGRAINES


PACEMAKER


DEPRESSION


TENDONITIS


CLAUSTROPHOBIA


SMOKER (if so, for how long? _______)





HIGH BLOOD PRESSURE


LOW BLOOD PRESSURE


OSTEOPOROSIS


RHEUMATOID ARTHRITIS


OSTEOARTHRITIS
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