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Client History

Client Name: ​​​​​​​​​​​​​​​​​​​​​​​​ ​​​​​​​​​​________________________________________________________ Date: _______________

Date of birth: ________________________ Occupation: _______________________________________

Address: _____________________________________________________________________________________

City: ​​​​​​​​​​​​​​​​​​​​_________________________________________ State: _______________________ Zip: ​​​____________

Home Phone: (      )_____________________ Work/Cell Phone: (      )________________________

In case of emergency contact: ___________________________ Phone: (     ) _________________

Email: ______________________________________________________ _________________

Have you had a massage before? ______________ How often? _______________________________

Reason for massage: ________________________________________________________________________

Please answer the following questions:

Do you suffer from frequent headaches?  



Yes     No

What Type?  Stress _____ Sinus _____ Migraines ________ Other ____________________________

Do you have arthritis? Rheumatoid? _____ Osteoarthritis? ______ Yes     No

Do you have diabetes?






Yes     No

Do you have varicose veins? 





Yes     No

If yes, where? ________________________________________________________________________________

Do you have osteoporosis?





Yes     No

Do you have joint swelling?





Yes     No

If yes, where? _________________________________________________________________________________

Do you have epilepsy or any seizure disorder?


Yes     No

Do you have high blood pressure?




Yes     No

Do have any allergies? 






Yes     No

If yes, explain: ________________________________________________________________________________

_________________________________________________________________________________________________
Are you pregnant or trying to get pregnant? 


Yes     No

Do you have cancer?






Yes     No

If yes: Chemotherapy? _____ Radiation? ________ Surgery? __________ Where? ______________

Do you have any cardiac or circulatory problems?


Yes     No

If yes, explain: _______________________________________________________________________________

Have you had any surgeries in the past two years?


Yes     No

If yes, explain: _______________________________________________________________________________
_________________________________________________________________________________________________

Do you bruise easily?






Yes     No
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                                      Client History (cont.)
Have you had any broken bones in the past two years?

Yes     No

Do you have any skin rashes, open wounds or warts?

Yes     No

Are you sensitive to touch anywhere? __________________

Yes     No

Do you have any numbness, tingling or stabbing pain?

Yes     No

If yes, explain: _______________________________________________________________________________

Do you suffer from back and/or neck pain?



Yes     No

If yes, explain: _______________________________________________________________________________

________________________________________________________________________________________________
Other ailments not mentioned above? _____________________________________________________
_________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________
Are you currently under a doctor’s care?



Yes     No

If yes, explain: ________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Were you referred by a physician? 




Yes     No

If yes: Name: _____________________________________________ Phone: ___________________________

Please list any medications you are currently taking: ____________________________________

__________________________________________

______________________________________________

__________________________________________

______________________________________________

__________________________________________

______________________________________________

__________________________________________

______________________________________________

Please let your massage therapist know of any conditions or concerns you may have prior to the session. We will try to answer any questions or concerns you may have or make any special arrangements you may need in order for you to fully benefit from your session. 

Client Signature: __________________________________________________________________________

Today’s Date: _______________________________________________________________________________

Reviewed by:

Therapist’s signature: ______________________________________________________________________

Date: ________________________________________________________________________________________
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