CONFIDENTIAL CLIENT INFORMATION
Please take the time to fill out the intake form as accurately as possible to ensure I meet your needs and 

make your session as pleasant and as comfortable as possible. 
Please let me know if you have any questions regarding this form or your therapy session.
Name:                                                                                  Sex:  Male           Female_____      Marital Status:_______      

Address:




_____  City:                

_____  State:_____  Zip:__________       

Home Phone:


  Work Phone:



  Cell Phone:


___________                          

Email:




  ____  D.O.B (M/D/Y):

      Occupation:




Referred By:______________________           Is this your first professional massage?    
YES
NO
Circle the type(s) of Body Work you have experienced:    Swedish/Deep Tissue     Cranial Sacral     Reflexology   Lymph Dr.
What type of pressure do you prefer during a massage?    LIGHT      MODERATE      DEEP   (Please circle your preference)

Are you currently under a physician’s care?   YES     NO      Do you have his/her permission to receive:  Massage?    YES      NO  

Cranial Sacral therapy?    YES    NO      Lymphatic Drainage?   YES      NO    (Please circle Y or N for each therapy of interest)
Please list any medications you are taking?                             



                             

     
Specify any known allergies:

                   



______________________________
Please list all surgeries with month/year:____________________________________________________________
 
Are you pregnant? _________   Have you ever been pregnant?________    How many children do you have?__________                                 
Please check the following conditions that apply to you, past or present.
· Heart Disease



· Cancer

· Acute Infection /Inflammation

· Phlebitis

· Aneurysm
· Edema/Lymphedema

· Cellulitis
· Diabetes

· Varicose Veins

· Accident/Whiplash
· TMJ Disorders
· Neck or Back pain

· Blood Clots
· Osteoporosis

· High Blood Pressure

· Headaches/Migraines

· Joint pain/Arthritis
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· Skin Disorders

· Sciatica

· Seizures

· Stroke

· Abdominal Pain/Colitis

· Autoimmune Disorders (ex: AIDS, lupus, fibromyalgia)
Please mark areas of discomfort on the bodies below with an X.

Please clarify any conditions checked above and list any additional comments regarding your health. (use back of form if needed)__________________                                                                         _________


_______
                  

_
What are your goals/expectations for this therapy session? _____________

________________________________________________________

I have stated all conditions that I am aware of and this information is true and accurate.   I will inform the therapist of any changes in my status when they occur.
Signature
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