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HEALTH MASSAGE
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Personal Information:
Name___________________________________________________Date _________________________

Address_________________________________________________ Zipcode______________________ 

Phone Number/s___________________________________________Email_______________________
Occupation________________________________________________Birthdate____________________

Emergency contact________________________________________ Phone Number_________________

Relationship to you_____________________________________________________________________

Health History:

Have you had any recent illnesses, injuries, accidents, or surgeries (within the last 12 months)? _____________________________________________________________________________________

Have you had any serious illnesses, injuries, accidents or surgeries, before the last 12 months, that are still affecting you?  _________________________________________________________________________

What medications are you currently taking(prescribed or OTC)? __________________________________

_____________________________________________________________________________________

Have you had massage before?_______What kind/s? ___________________________________________
Please circle any of the following conditions that apply to your current health:

Allergies




Anxiety

Arms/hand problems



Asthma

Back problems




Bruises

Contact lenses




Diabetes

Depression




Fatigue

Gastrointestinal discomfort


Headaches

Heart problems




High blood pressure

Insomnia




Leg/Foot problems

Motor vehicle accident



Muscular problems

Neck problems




Numbness/tingling/pins and needles

Paralysis




Pregnancy

Pressure sensitivity



Reduced sensation

Respiratory problems



Seizure disorders

Skin conditions




Spinal Problems

Stress





Temperature sensitivity

Urinary Problems



Varicosities

Cancer





Use of cigarettes
(Over)
Contraindications for Massage

You should not receive massage therapy if you have any of the following conditions:

• Fever

• Hemorrhage or Hemophilia

• Blood Clots

• Inflamed lymph nodes

• Infectious Skin Diseases

• Contagious disease

• Edema due to chronic heart failure or kidney failure

• Decreased sensation

• Inflammatory condition in the acute stage

• Acute phlebitis and/or deep venous thrombosis

• Acute trauma or recent surgery

• Infection in the skin or deeper tissues

• Under the influence of alcohol or drugs

Always consult your physician if you are unsure if massage therapy is appropriate for your particular health situation. 

Scope of Practice
Massage therapy is not intended to replace the services of a physician, physical therapist, chiropractor, or other licensed medical provider.  You should consult a physician in all matters relating to your health, and particularly in respect to any symptoms that may require diagnosis or medical attention.

The terms "therapy" and "therapeutic" do not include diagnosis, the treatment of illness or disease, or any service or procedure for which a license to practice medicine, chiropractic, physical therapy, or podiatry is required by law. 

Consent for Care

It is my choice to receive massage therapy. I am aware of the benefits and risks of massage and give my consent for massage.  I understand that there is no guarantee of success or effectiveness of individual techniques or series of appointments. I have stated all of my medical conditions that I am aware of and will inform my massage practitioner of any changes. I further understand that I can withdraw my consent for massage at any time.

Signature________________________________________Date________________

Parent’s Signature (if under age 18)_____________________Date_______________
