* Massage In-Take *   
	Date: ___/___/20___  Name: ______________________________  Home Phone: _______________________

Street: __________________________________________ City: ____________________________________ 

State: ____________  Zip: ________________  Alternate Phone (Work or Cell): ________________________ 

D.O.B: ______/______/__________  Age: ___________ Height: ___________ Weight: ___________ 

Sex:  F  or  M             Marital Status:  S,  M,  D, or  W        Occupation:  _______________________________  

In Case of Emergency, Notify: _________________________________
Phone: _______________________

Family Physician: ________________________________      Referred By: ____________________________ 

Main area(s) you would like us to help you with:  _________________________________________________

Email: ____________________________________________________________


Have you had a professional massage before? Y / N 

If yes, when? ______________________________ 

Are you pregnant? 


Yes or No

Are you diabetic?


Yes or No

Do you have arthritis? 

Yes or No

If yes, what kind? __________________________

Do you suffer from joint swelling? 
Yes or No

Do you have osteoporosis? 

Yes or No

Do you wear dentures?    
 
Yes or No

Do you have high blood pressure? 
Yes or No

If yes, are you taking medication? 
Yes or No

Do you suffer from epilepsy or a seizure disorder? 

Yes or No

Do you have varicose veins? 

Yes or No

Do you bruise easily? 


Yes or No

Do you have a communicable illness? Yes or No 

If yes, please name: ________________________

Have you had any broken bones within the last 2 years? 




Yes or No

If yes, which bones? _______________________

Have you recently been in any accidents or sustained an injury?  


Yes or No

If yes explain: ____________________________

Do you experience tension or soreness in specific areas? 




Yes or No

If yes, list areas: __________________________

Do you have cardiac or circulatory problems? Y / N

Do you suffer from back pain?  
Yes or No

If yes, in what areas? ______________________

Have you ever had any surgery? 
Yes or No

If yes, explain: ___________________________

Are you allergic to any oils/scents? Yes or No 

If yes, which ones? _______________________ 

Is there any additional information you would like to share with us:  ___________________________________

__________________________________________________________________________________________
NEXT PAGE
About Your Massage…
What kind of pressure is comfortable for you?
Light 

Medium
  Firm 

Deep

What areas would you like me to spend more time on? _____________________________________________

Are there any areas you would like me to stay away from? __________________________________________

Massage therapy is conducted for the wellness, healing, relaxation and relief of muscle tension.  If at any time you are experiencing any pain or discomfort during your massage, please advise the therapist.  The massage therapist is able to adjust the level of pressure being used to accommodate your specific needs.  

Massage therapy does not substitute medical treatment.  If your condition persists, discuss this with Dr. Wolf or your family doctor.  

Since massage therapy is not for everyone, we appreciate your honesty in giving us the details of your medical history.  All information is kept confidential.  Feel free to discuss any concerns you may have with the massage therapist or with Dr. Wolf.  

A professional relationship will be maintained between both parties at all times.   

Signature: _________________________________________________
Date: _________________________
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