Relax Massage Therapy Services
Client Information
Client’s Name: _____________________________________ Date of Birth: ____/____/____
Address: ________________________________________  City: ______________________
State: ______   Zip:___________           Phone Number: _____________________________  
Email: _________________________@___________________________
Would you like to receive our promotions/newsletters via email?  Yes   No Occupation:___________________________
How did you hear about us? _____________________________________
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Have you received a professional massage before today?  Yes   No

How often do you receive massage?  Weekly  Biweekly  Monthly  Occasionally 

How often would you like to receive massage?  Every Day! Weekly  Biweekly  Monthly  Occasionally 

Do you have any allergies to nuts, lotions, oils or creams?  Yes   No
If yes, please describe:___________________________________________________________________
Please list all medications you are currently taking: ____________________________________________________________________________________
If you are currently dealing with or have had any of the conditions below please circle it below.

	Anemia
Bruise Easily
Edema/Swelling

Heart Attack

Low/High Blood Pressure

Stroke

Diabetes Type I or II

Back Pain/Tension
	Cancer

Neuropathy

Parkinson’s Disease

Asthma

Emphysema

Pregnancy Due : _____________
Fibromyalgia

Neck Pain/Tension
	Shortness of Breath

Bulging Discs

Carpal Tunnel Syndrome

Muscle Cramps/Spasms

Osteoarthritis

Arthritis

Varicose Veins

Headaches/ Migraines



Please list any condition, symptom, or injury not listed above that your massage therapist needs to be aware of : __________________________________________________________________________________
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Consent and Release

I understand that the massage I receive is provided for the basic purpose of relaxation and relief of muscular tension. If I experience any pain or discomfort during the session, I will immediately inform the therapist so that the pressure may be adjusted to my level of comfort. I further understand that massage should not be construed as a substitute for medical examination, diagnosis, or treatment. I understand that massage therapists are not qualified to perform spinal or skeletal adjustments, diagnose, prescribe, or treat any physical or mental illness, and that nothing said in the course of the session given should be construed as such. Because massage should not be performed 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 massage therapist updated as to any changes in my medical profile during today’s and all future sessions, and understand that there shall be no liability on the massage therapist's part should I fail to do so. I understand that any illicit or sexually suggestive remarks or advances made by me will result in immediate termination of the session. I also understand that the License Massage Therapist reserves the right to refuse to perform massage on anyone whom he/she deems to have a condition for which massage is contraindicated. 

Cancellation and Lateness Policy

As a courtesy to our massage therapists and other clients, we require a 24 hour cancellation for all appointments. Exceptions will be made for illness or emergency situations. If appointments are not cancelled within 24 hours of scheduled appointment time they will be charged the full amount of the service booked. In the event that a client is late to an appointment, time will be deducted as if the client was there as scheduled and full payment will be expected.
Signature:__________________________________________________________________ Date:_____________________
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