









Date: ____________

PROFESSIONAL MASSAGE THERAPY

INTAKE FORM

WELCOME!  My goal is to make your massage therapy experience as pleasant and comfortable as possible.  If you have any questions or concerns now, during, or after your session, please let me know.

Name___________________________________________________ DOB_________________

Address_______________________________________________________________________ 
_______________________________________________________   Phone________________

Email ________________________________________________________________________

Occupation _____________________ Emergency Contact______________________________   

Have you had a professional massage therapy treatment before?     __Y __N

Are you currently being treated by a healthcare professional?  __Y __N

If yes, please list reasons and treatments_____________________________________________

Are you presently taking: __ antibiotics __ diabetes medication __ narcotics/opiates

Are you currently using any other medications (including patches & creams)?  __Y __N

Please list medications and why you are taking them______________________________

VEHICLE ACCIDENT VICTIM?  __Y   __N (If yes, please explain below)

WORKER’S COMP CLAIM?  __Y   __N (If yes, please explain below)

Please review the list below, and mark P for present, or fill in date for any past conditions

_____acne (face, back)

_____arthritis






_____HIV/AIDS

_____auto-immune disease




 _____infection or fungus
_____back or neck pain or problems



_____insomnia
_____blood clot           




_____mental health condition
_____blood disorder





_____muscle strain or sprain

_____broken/dislocated bones



_____pain (chronic or acute)
_____bruise easily





_____Parkinson’s

_____cancer






_____pregnancy

_____chemical dependency




_____seizure disorder

_____diabetes






_____skin condition
_____headaches





_____stroke

_____heart conditions/attack




_____surgery

_____hepatitis (A, B, C)




_____TMJ

_____high blood pressure




_____varicose veins   
_____sunburn 






_____poison ivy/oak
_____herpes (oral, genital)




_____other

In the space below, or separate paper, please explain or elaborate on above conditions, if necessary:
Are you experiencing any of the following, today:

_____fever     _____cold/flu     _____open cuts/skin lesions/new tattoos  ____severe pain

_____alcohol consumption in past 24 hrs     _____pain medication     _____broken bones

_____strained, or sprained muscles     _____extreme emotional discomfort or anguish

Do you experience allergic reactions to:

_____medications     _____nut products     _____food     _____scents/fragrances/candles

_____environmental allergens (dust, pollen)    _____air conditioning, forced air heat

_____ingredients in skin care products   _____other

Are you wearing:  _____contact lenses     _____hearing aid     _____hair piece

What are your goals or expectations from today’s massage therapy session?

________________________________________________________________________

You may experience some of the following during your massage. They are all normal responses to relaxation:

*body temperature changes *need to move or change position *breathing changes *thirst *hunger *slight dizziness  

*muscle twitching *emotional feelings/expressions *stomach gurgling, belching or flatulence *energy shifts *sleep

                                                                *nausea *sinus changes *sweating *chills

You may experience some of the following after your treatment.  They are all normal responses to massage therapy:    

*muscle soreness *headache * nausea *sleepiness *relaxation *thirst *hunger *flexibility *burst of energy *healing crisis




Please read the following, and sign below:

1. I understand that although professional massage therapy can be therapeutic and relaxing, it is not a substitute for medical examination, diagnosis, or treatment.

2. Being that massage should not be done under certain conditions, I affirm that I have answered all questions on this intake form truthfully.

3. By my signature, I hereby release the massage therapist from any and all liability; past, present, and future.   

Communication checklist with patient:

__Nonsexual/draping      __Drugs, alcohol      __Oils/lotions/allergies      __Sanitation      __Fees/payment      __Clothing      __Confidentiality      

__Cancellation/no-show policy      __Late arrival policy      __Special Needs/other  _______________________________________________
_________________________  _________  ___________________________  ________

            Client signature                     Date            Massage Therapist signature        Date

