Infinite Power Center

Massage Intake Form


Welcome! I would like your appointment to be as pleasant and comfortable as possible.  If at any time you have any questions regarding your session, please let me know. 
Name:







D.O.B 

/
/

Address: 




City


Zip



Phone: (     )    -              

Alternate Number (     )      -                  



May I Leave A Message Y / N 

May I Leave A Message Y / N

EMAIL: 



@

Occupation: 





Have you ever had massage therapy? Y / N   Type of Massage experienced? (Swedish, Shiatsu, Deep Tissue, Etc…)









Are you currently on any medication Y / N if yes please list & name reason for medications?

Are you under the care of a physician? Y / N if Yes please name the reason/treatment?

Please review this list and check any conditions that have affected your health either recently or in the past.  Place a check mark next to the condition.

Arthritis Diabetes               □

Blood clots               □

Broken/dislocated  □

Bones

Bruise easily                         □

Cancer 
                   □

Chronic pain           □

Constipation/ diarrhea
    □

Auto-immune
      □ 

Hepatitis
    □





condition


(A, B, C, Other)
(*AIDS, lupus, chronic fatigue, fibromyalgia etc…)

Skin conditions 
                 □

Stroke Surgery 
      □

TMJ disorder          □
Depression/ Panic                □

Diverticulitis 
      □

Headaches               □
Disorder, other psych condition
Heart condition 
                 □

Back problems           □

High blood                □

pressure
Insomnia                              □

Muscle strain/sprain  □

Pregnancy                  □
Scoliosis                              □

Seizures                    □

Whip lash                  □

Chemical dependency (alcohol, drugs) □
If any of the marked medical issues needs to be detailed or if there is any thing else to share, please do so:










Do you have any of the following today:
Skin rash □

Cold/flu □

Open cuts □

Severe pain □


Anything contagious □


Injuries/bruises   □
Do you have any allergies to:
Medications □

Foots (nuts, eggs, etc…) □


Environmental allergens (pollen, dust, fragrances)  □
Reactions to skin products □
If any of the above are checked please give details: 






Are you wearing:

Contact lenses □ 
Hearing aids □ 

Hairpiece □
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Check all that apply:

___breathing pegb‘l’ems (lung) Mark appropriate stress zones:

_ bruise easily

___ carpal tunnel

—__ contact lenses

____diabetes

___ exercise

____heart problems o
high blood pressure

— medications

___ migraines

____pregnant i

— psychotherapy \J

____ sciatica

" sinuses |

—__suffer from stress &)

—__TMJ (jaw pain)

___ last consumption of alcohol

Informed consent: The above information is accurate to the best of my knowledge and | freely give
my permission to be massaged. | agree to inform the therapist of any experience of pain during the
session. | understand this does not deter me from seeking medical treatment for medical conditions.
| understand that no inappropriate comments or conduct will be tolerated. Any indication of such
behavior will automatically end the session.

| agree to update the massage therapist in regard to changes in my health and understand
that there shall be no liability on the therapist's part should | forget to do so. | agree to hold
harmless the establishment, all management, including volunteers, from and against any and all
claims. | agree to handle suit at its sole expense and agree to bear all costs related even if claims,
etc., are groundiess, false, and fraudulent.

Signature Date

Figure 8-2, cont’d

A checklist of information and various conditions
that may help the therapist screen for contrain
cations or use adaptive measures during treat-
ment, including:

* Arthritis

* Autoimmune disorder

* Bruise easily

* Cancer

* Carpal tunnel syndrome (wrist pain)
* Contact lenses

* Depression

e Diabetes
 Epilepsy

* Foot problems, including bunions, corns, plan-
tar warts, calluses, and improper fitting shoes

¢ Headaches or migraines
¢ Heart condition

* Low back pain

.

Numbness, tingling, or pins-and-needles sensa-

tions
* Phlebitis
® Pregnant

» Rotator cuff injury (shoulder palin
. Sciaﬁca (buttock, thigh, lower Loy,

o Sensitivity to cold, heat, o1 |m'mw|
« Skin conditions

o Sports or exercise habits

o Stress (divorce, finances, tecniageis, ol |

« Thoracic outlet syndrome (atti il

« Temporomandibular joint (TM])
cluding clenching or grinding
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Informed consent:

The above information % A
massaged. Since massage i
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Please indicate with an (X) for the areas in which you are feeling discomfort:

What are your goals/ expectations for this therapy session?





The following sometimes occurs during massage.  They are normal responses to relaxation.  Trust your body and what it needs:
Need to move or change position ∞Sighing ∞ Yawning ∞ Change in breathing ∞ Stomach gurgling ∞ Emotional feelings and/or expression ∞Movement of intestinal gas ∞Energy shifts ∞Falling asleep ∞Memories
Please read the following and sign below:

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

2. This is a therapeutic massage and any sexual remarks or advances will terminate the session and I will be liable for payment of the scheduled treatment.

3. Being that massage should not be done under certain medical conditions, I affirm that I have answered all questions pertaining to medical conditions truthfully.

Signature




Date

