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Name:

Last First M
Address:

Street AotE Gty State Zip
Cell Phone: Email:
Date of Birth: Emergency Contact:

Name Phone#

Occupation : How did you hear about us?
How often do you receive massage? 1xperweek 1xpermonth 2xpermonth other: When was your last massage?

Reason/expectations for appointment: [] Sports Relate Pain (] General Pain Relief ] Stress [] Relaxation [] Headache [] Other
Desired pressure: 1 Light CIFirm Deep

What type of physical activity do you engage in frequently? (1 Running 0 Cycling O Tennis (1 Golf (JGym 0 Swimming (1Other I N/A

Check all that apply:
O Diabetic O BackPain O Stabbing Pains O Frequently Suffer from Stress

O High Blood Pressure O Migraine O Cancer O Accidents or Injuries in the past two (2) years

O Circulatory Problems O Headaches O sciatica O Surgery

O Heart Problems O Varicose Veins a ™ O Broken bones n the past two (2) years

O Osteoporosis O Bruise Easily O ADS O Pregnant

O Arthritis O skin Problems O Anemia O Taking medication (s) and Supplements

O Joint Swelling O Allergies O Stroke O Contagious diseases

O Rheumnatoid Arthy O Tumors O Tension O Sensitive totouch or pressure anywhere

O Low Blood Pressure O Clots O Soreness O Other:

0 Hv O ost fyou check anyofthe ollowing please explain as lealy as possile
0 Numbing T Fibromyaiga e et e

yourservice.

0 Abdomen 0 Face
0 Feet

Onthe disgram S Ave you uncomfortable having your Therapis || (| COMMENTS:
areas of the body { }u4 ‘massage the following:

that you feel s A

need the most i) (* § ‘& O GlutealRegion U Scalp

attention, and

place an *X" over /
those areas that \J y
you wish to have %l

i

avoided.

PLEASE READ THE FOLLOWING STATEMENTS THEN SIGN BELOW.

1 am aware that draping will be used during the massage session and | understand that it is not within scope of the massage session for the Therapist to
engage in breast massage. | also understand that any illicit or sexually suggestive remarks or advances made by me will result in immediate termination of
the session, and | il be liable for payment of the scheduled appointment. | also understand that my feedbackis an essential element in my treatment,
therefore if at any time | should become uncomfortable during the massage, | am to bring it to the Therapist's attention and request that the session end.

The massage treament given at Massage Remedy is for the sole purpose of stress reduction, relief from muscle tension or spasm, and to increase circulation
and energy flow. The Therapists at Massage Remedy do not diagnose or prescribe for medical ilness, disease, or any other physical or mental disorder. Nothing
said during the session should be construed s such. The Therapists do not do spinal manipulations. Massage therapy is not a substitute for medical
examination or diagnosis, and it is recommended that a physician be seen for any ailment that you may have.

Itis the Guest's (you) responsibility to explain and discuss all physical conditions with the Therapist so that the Therapist may do their job. You Therapist is
solely responsible for your treament.

1agree to hold Massage Remedy, Its Therapist, or any individual at said i
having received the usual and customary massage service offered by s:

stitution free of any responsibility as to my physical condition before or after
institution, whether said service is one or more than one.

Iagree not to utilize the services of Massage Remedy’s Therapists except on Massage Remedy's premises.

Ihave read and fully understand this form in its entirety. If at any time there are changes to the information given, or in my condition, | will notify my Therapist,
and update this form before receiving additional services.

Guest Signature Date Therapist Signature Date

Consent to Treatment of Minor: By my signature below, | hereby authorize Massage Remedy Therapist to administer massage therapy
techniques to my child or dependent as they deem necessary.

Signature of Parent or Guardian Age of Minor Date





