
Massage Intake Form 
Massage will not be performed if you arrive intoxicated, under the influence of drugs, needing to bathe or unreasonably late. In 
accordance with state laws, your body will be properly draped (covered) at all times, except the area being treated or addressed. 

Contact Information 
Name_______________________________________________________________________  
Sex:___________Birth Date: ______________ 
Address:____________________________________________________________________ 
____________________________________________________________________________ 
Occupation:_____________________Email:_____________________________________ 
Phone:_________________________Employer:__________________________________ 
Phone:___________________ Emergency Contact:______________________________ 
Relationship:_________________________ Phone:______________________________ 
Who may we thank for referring you?_______________________________________ 
Have you ever had a professional massage before?___________________________ 

Medical Information 
 

Reason for Visit_____________________________________________________________ 
 
When did your symptoms appear?__________________________________________ 
 
Is this condition getting progressively worse?   �Yes   �No   �Unknown 
 
Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)
_________________________ 
 
Type of pain:  �Sharp   �Dull   �Throbbing   �Numbness   �Aching  �Shooting        
�Burning   �Tingling   �Cramps   �Stiffness   �Swelling   �Other 
 
How often do you have this pain? __________________________________________ 
 
Does it interfere with your   �Work   �Sleep   �Daily Routine   �Recreation 
 
Activities or movements that are painful to perform   �Sitting   �Standing  
  �Walking   �Bending   �Lying Down 
 
Please list all medications, vitamins, herbs, and minerals you are taking: 
___________________________________________________________________________________
___________________________________________________________________________________
Please list any allergies:  
___________________________________________________________________________________
___________________________________________________________________________________ 
 

<<<OVER>>> 



Medical Information Continued 
 
What treatment have you already received for your condition? �Medications   �Surgery   �Physical Therapy      
�Chiropractic Services �None  �Other________________________________________________________________________ 
 
Name and address of other doctor's who have treated  
you for your condition________________________________________________________________________________________ 
 
Are you pregnant?____________ If so, how many weeks: ___________________ 
 
Place a mark on “Yes” or “No” to indicate if you have had any of the following: 
 
AIDS/HIV            �Yes   �No      Emphysema       �Yes   �   Miscarriage          �Yes   �No Scarlet Fever       �Yes   �No 
Alcoholism        �Yes   �No      Epilepsy              �Yes   �No      Mononucleosis    �Yes   �No Stroke                     �Yes   �No 
Allergy Shots   �Yes   �No       Fractures            �Yes   �No                   Multiple   Suicide Attempt   �Yes   �No 
Anemia              �Yes   �No      Glaucoma           �Yes   �No           Sclerosis          �Yes   �No           Thyroid 
Anorexia           �Yes   �No        Goiter                  �Yes   �No                   Mumps                   �Yes   �No               Problems           �Yes   �No 
Appendicitis    �Yes   �No      Gonorrhea         �Yes   �No                   Osteoporosis       �Yes   �No Tonsillitis               �Yes   �No 
Arthritis             �Yes   �No       Gout                     �Yes   �No                   Pacemaker           �Yes   �No Tuberculosis        �Yes   �No 
Asthma              �Yes   �No       Heart Disease    �Yes   �No      Parkinson’s   Tumors, 
Bleeding                                          Hepatitis             �Yes   �No           Disease            �Yes   �No                Growths            �Yes   �No 
     Disorders    �Yes   �No        Hernia                  �Yes   �No                  Pinched Nerve     �Yes   �No Typhoid Fever     �Yes   �No 
Breast Lump    �Yes   �No       Herniated Disk   �Yes   �No                  Pneumonia           �Yes   �No           Ulcers                     �Yes   �No 
Bronchitis         �Yes   �No       Herpes                 �Yes   �No                  Polio                       �Yes   �No            Vaginal 
Bulimia               �Yes   �No       High                                                              Prostate                                                        Infections         �Yes   �No 
Cancer               �Yes   �No             Cholesterol   �Yes   �No                         Problem         �Yes   �No            Venereal 
Cataracts          �Yes   �No       Kidney Disease  �Yes   �No                 Prosthesis            �Yes   �No                 Disease            �Yes   �No 
Chemical                                         Liver Disease     �Yes   �No                 Psychiatric Care �Yes   �No            Whooping 
     Dependency�Yes   �No       Measles               �Yes   �No                  Rheumatoid                                                 Cough              �Yes   �No 
Chicken Pox     �Yes   �No        Migraine                                           Arthritis          �Yes   �No            Other________________________ 
Diabetes            �Yes   �No              Headaches  �Yes   �No                  Rheumatic 
                                                                                                                                         Fever               �Yes   �No             _____________________________ 

EXERCISE 
 
�None 
 
�Moderate 
 
�Daily 
 
�Heavy 

WORK ACTIVITY 
 
�Sitting 
 
�Standing 
 
�Light Labor 
 
�Heavy Labor 

HABITS 
 
�Smoking   Packs/Day_________________ 
 
�Alcohol                 Drinks/Week_______________ 
 
�Coffee/Caffeine Drinks  Cups/Day__________________ 
 
�High Stress Level  Reason____________________ 

Injuries/Surgeries you have had   Description     Date 
 
 Falls  ______________________________________________________________________ ______________________________ 
 
 Head Injuries ______________________________________________________________________ ______________________________ 
 
 Broken Bones ______________________________________________________________________ ______________________________ 
 
 Dislocations ______________________________________________________________________ ______________________________ 
 
 Surgeries(Please include cosmetic/implants)_____________________________________________________ ______________________________ 

I have read the preceding information and understand it is my responsibility to inform the therapist of any of my health challenges and is-
sues prior to EACH session. I understand that any medical condition/illness/injury that I currently have MUST be documented on this 
form, and the therapist cannot be held liable for any adverse reactions related to any conditions that have been concealed by me. I under-
stand that this work does not constitute medical treatment. I understand that a massage therapist can not diagnose illness, disease, or any 
other medical, physical, or emotional disorder, nor perform any spinal manipulations. I am responsible for consulting a qualified physician 
for any physical ailments I have.  It is a form of health maintenance and wellness, utilizing the techniques of traditional massage. I under-
stand that massage therapy is a therapeutic health aide and is non-sexual. I understand that if the massage therapist starts a session late, 
she will make it up to me at the end of my session if possible, or will reduce my fee accordingly. I understand that if I arrive late, my session 
will end at the originally scheduled time so the client following me is not penalized. I understand that my session will be ended if any way my 
behavior is deemed unethical or immoral by the therapist.  
 
Client Signature_____________________________________________  Date:________________________ 
If under 18 years of age,  
you must have a guardian signature:__________________________________ Date:________________ 
Therapist Signature:____________________________________________________________________ 


