Have you ever had a heart attack?
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(circle where indicated)

Please answer the following as they apply to you:

Do you have any spinal problems?
Do you smoke cigarettes or use other tobacco products?
Do you take daily vitamins?
If yes, please specify: ___________________
Do you drink more than a couple of cups of coffee, tea, or caffeine soda a day?
Have you had any alcohol or drugs (prescription, over the counter, or
recreational) in the past 24 hours?
Are you currently in a recovery program?
Do you have any other medical problems that I should know about
before giving you massage therapy?
If yes, please specify:
Do you have any tense or sore areas that require special attention?
If yes, please specify: ___________________
May I contact your family physician?

PLEASE MARK IN ANY AREAS OF YOUR DISCOMFORT

USING THE FOLLOWING SYMBOLS:

+=

Some tenderness

++=

Moderate Pain +++= Severe Pain

CLIENT /THERAPIST P..ELEASE OF LIABILITY
I understand that massage therapy given here is for the purpose of stress reduction, relief from muscular tension or
spasm, or for increasing circulation and energy flow.
I understand that the massage therapist does not diagnose illness, disease or any other physical or mental disorder.
As such, the massage therapist does not prescribe medical treatment or pharmaceuticals, nor do they perform any spinal
manipulations. It has been made clear to me that this massage therapy is not a substitute for medical examinations and/or
diagnosis and that it is recommended that I see a physician for any physical ailment that I might have.
Because the massage therapist must be aware of existing physical conditions, I have state all my known medical
conditions and take it upon myself to keep the therapist updated on my physical health.
I understand that my appointment is reserved especially for me, and that I am responsible for giving appropriate
notice if I wish to cancel my appointment, so that the time can be given to someone else. If I do not give 24 hours notice, I am
responsible for paying half the fee for the time scheduled.
I release the below signed therapist from any liability for any liability for any damage or illness resulting from
massage(s) from the therapist.
I understand light bruising MAY occur after massage treatment.

Client

Date

