
                      Client Information & Medical History 

   

 

   Name: ___________________________________________ Date: _____________ 

 

 

__________________________________________________________________________________________________ 

 

         

  
Massage Information 
 
How did you hear About Us? 
___________________________________________ 
 
Have you had a professional Massage?_________ 
 
What type of Massage are you seeking today? 
 
____Relaxation      _____Deep Tissue/Therapeutic 
 
____Pregnancy       _____Sports Therapy 
 
Other________________________________ 
 
Do you have a style or pressure preference? 
 
Specify: ___Light   ____Medium   ____Deep 
 
Are there areas you prefer to be massaged? 
 
___Back   ___Legs  ___Buttocks/Hips   ___Neck 
 
___Face  ___Head ___Arms   ___Feet 
 
Are there areas you do not want massaged? 
 
___Face   ___Head   ___Feet   ___Abdomen 
 
Do you have sensitive skin? ___yes  ___ no 
Do you wear contact lenses? ___ yes   ___no 
Do you exercise regularly? ___yes   ___no 
Do you drink water daily? ___yes   ___no 
 
What are your common areas of pain or tension? 
_______________________________________ 
_______________________________________ 
Circle any areas you would like the massage therapist to 
concentrate on during your session. 

Medical History 
 
Do you suffer from chronic pain/ discomfort? 
___________if so, how long?_______________ 
 
Do you know what causes it or what makes it worse or 
better? 
________________________________________________
________________________________________________ 
 
Do you see a chiropractor? ___ yes   ____no 
If so, whom? ___________________________________ 
How often? ____________________________________ 
 
Are you currently under medical care? ___yes   ___no 
 
Are you currently taking any prescription medication? 
If so, for what 
conditions?______________________________________
________________________________________________
________________________________________________ 
 
Please indicate any conditions you have or have had in 
the last 12 months: 
 
  Headaches, Migraines  Varicose Veins 
  Allergies, Sensitivity  Pregnancy 
  Arthritis, Tendonitis   Blood Clots 
  Cancer, Tumors    Neck/Back Injuries 
  TMJ Problems   Diabetes 
  Abnormal Skin Condition Paralysis 
  Heart/Circulation   Fibromyalgia 
  Joint Replacement  Numbness 
  High/Low Blood Pressure Sprains/Strains 
  Major Accident   Recent Injuries 
  Lack of Reduced Feeling /Sensation 
 
Explain any conditions marked above: 
________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________ 
 
Any other notes to you Massage Therapist: 
________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________ 
 
 



 

    Client Release Form 

 

 

 

 

Name:______________________________________________________________________ 

Phone:______________________________ 

Email Address:_______________________________________________________________ 

Birthdate:  _____/_____/_______ 

Mailing Address: ______________________________________________________________ 

City:__________________________ _______    State:_____________    Zip: _______________ 

I understand that the massage I receive is provided for the basic purpose of relaxation, stress reduction, and relief of 
muscular tension. 

I further understand that a massage should not be construed as a substitute for medical examination, diagnosis, or 
treatment, and that I should see a physician, chiropractor, or other qualified medical specialist for any mental or physical 
ailment that I have. 

Because massage is contraindicated (should not be done) under certain medical conditions, I affirm that I have stated all 
my known medical conditions and answered all questions honestly. I agree to keep the therapist updated as to any 
changes in my medical profile, and understand that the therapist will not be responsible for any injuries sustained by me 
if I fail to update the therapist as to my medical condition. 

I also understand that at no time will the massage be sexual in nature. Any inappropriate comments or conduct made by 
me will result in immediate termination of the session, and I will be liable for full payment of the scheduled 
appointment. 

 
I understand that my massage will be given by a licensed therapist. If I have any specific medical 
conditions or symptoms, I have cleared receiving a massage with my primary care provider. 

Signature of Client:: ___________________________________________________ 
Date:_______________ 

Signature of Therapist: ________________________________________________  Date: 
______________ 

 


