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	Massage Intake Form

All Information provided will be kept confidential


	Date:
	
	
	Occupation:
	

	

	First Name:
	
	Last Name:
	

	Phone #:
	
	Address:
	

	

	Emergency Contact Name:
	                                            Email:

	

	Emergency Contact Number:
	
	

	

	Doctors Name:
	

	

	How did you hear about Whole Family Health?
	

	

	Would you like to receive our monthly newsletter?
	(
	 Yes
	(
	 No


	Please list all current prescription medications, vitamins, herbal medicine or supplements:

	1.
	
	4.
	

	2.
	
	5.
	

	3.
	
	6.
	


	Are you allergic to anything (including such as: non-medications, lotion or massage oil components, metals, foods, perfume, etc)?  If yes, what is your reaction?

	

	


	Is this your first professional massage? 
	(
	Yes
	(
	No

	

	If not, when was your last massage?
	


	What is your primary reason for today’s visit?
	(
	Relaxation
	(
	Swelling

	

	(
	Aches and Pains (list any):
	

	

	

	(
	Other (list):
	

	

	


Please indicate if any of the following apply to you:

	(
	Headaches/migraines 
	(
	Heart conditions
	(
	Dry/sensitive skin

	

	(
	Pregnant/nursing
	(
	High blood pressure
	(
	Rashes/skin conditions

	

	(
	High risk pregnancy
	(
	Low blood pressure
	(
	Cancer

	

	(
	Spasms/cramps
	(
	Chest pain
	(
	Tumors (benign)

	

	(
	Sprains/strains
	(
	Smoking
	(
	Tumors (malignant)

	
	
	
	
	
	

	(
	Limitations of movement
	(
	Asthma
	(
	Epilepsy

	

	(
	Spinal conditions
	(
	Fainting
	(
	Kidney/liver conditions

	

	(
	Arthritis
	(
	Shortness of breath
	(
	Blood clotting/blood conditions

	

	(
	Paralysis/numbness
	(
	Sinus problems
	(
	Blood born infections

	

	(
	Abnormal pelvic/abdominal pain
	(
	Acid reflux/heartburn
	(
	Hearing/vision problems

	

	(
	Frequent cold/earaches
	(
	Nausea
	(
	Depression (Chronic/acute)

	

	(
	Diarrhea/constipation
	(
	Broken bones (within 5 yrs.)
	(
	Unusual/extreme stress

	

	(
	Immune diseases
	(
	Varicose veins
	(
	Diabetes

	

	(
	Poor circulation
	(
	Deep vein thrombosis
	(
	Recent surgery

	

	(
	Muscle conditions 
	(
	Current bruising/major scars
	

	

	(
	Whiplash injuries
	(
	Current illness/injury/infection/fever

	

	(
	Motor Vehicle Accident / when?
	


	Additional Information:
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