 (
MAIN STREET MASSAGE
) Client Intake Form

Name:______________________________________________                                                         Date of Birth:___________________________________________

Home Phone: (     )_____________________Work Phone: (     )_____________________ Cell Phone: (    )______________                                          ____

E-mail address:_____________________________________________________________________________________________

Address:________________________________________________________City:________________________State:_________________Zip:______________________

Referred by:__________________________________                                 Have you ever had a professional massage before?____________________

Do you exercise?  Type/ Frequency: _________________________________________ Occupation: _______________________________________________

What are the reasons for your visit today?

Describe any surgeries you have had:

Describe any accidents you have had:

List all conditions currently monitored by a Health Care Provider: _____________________________________________________________________
 
List any medications that you took today:

Please note all current and previous conditions:

	Headache
	Yes
	No
	Diabetes
	Yes
	No

	Fatigue / Sleep Problems
	Yes 
	No
	Disc Problems
	Yes
	No

	Flu or cold symptoms in the last 48 Hours
	Yes
	No
	Broken Bones
	Yes
	No

	Sinus
	Yes
	No
	Osteoporosis
	Yes
	No

	Allergies to Scents or Lotions
	Yes
	No
	Spasms / Cramps
	Yes
	No

	Allergies, in General
	Yes
	No
	Sciatica
	Yes
	No

	Asthma
	Yes
	No
	Spinal Problems
	Yes
	No

	Depression
	Yes
	No
	Scoliosis
	Yes
	No

	High or Low Blood Pressure
	Yes
	No
	Varicose Veins
	Yes
	No

	Heart Disease
	Yes
	No
	Tendonitis / Bursitis
	Yes
	No

	Stroke
	Yes
	No
	TMJ (jaw pain)
	Yes
	No

	Blood Clots
	Yes
	No
	Currently Pregnant
	Yes
	No

	Poor Circulation
	Yes
	No
	Malignant Cancer or Tumors
	Yes
	No

	Thyroid Dysfunction
	Yes
	No
	Benign Cancer or Tumors
	Yes
	No

	Arthritis
	Yes
	No
	Other
	Yes
	No


 (
Please indicate any problem areas with: 
N or T:  Numbness/Tingling
P:
          
 Pain
SP: 
      
 Sharp Pain
 
) (
     
Please indicate level of overall pain:
                                 
)[image: PainScale]	
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Client Intake Form (page 2)

In compliance with the Texas Department of Health Services, we are required to discuss the following points:  
The therapist and client will discuss areas of concern and any that are contraindicated due to injury or illness or any areas that you (the client) do not want to be worked on. Please list any such areas:

                                                                                                                                            
Main Street Massage is a Professional establishment and any sexually-oriented suggestions or actions will result in termination of the session. The client or therapist may end the session if he/she becomes uncomfortable for any reason or at any time. If the therapist ends the session,  full payment will be required at that time.  
You will be receiving a Swedish massage.  The massage therapist does not provide spinal manipulations.  The variations from basic Swedish massage may include, but are not limited to, acupressure, deep tissue, trigger point, and stretching.
Breast massage for both Male and Female clients will NOT be performed at Main Street Massage at any time.  Pectorals Major and Minor muscles are subject to massage and will be discussed before being massaged; breast tissue will NOT be massaged at any time.
All clients will be draped during the massage, exposing only the area that is being massaged.
The therapist and I have discussed the above mentioned items and I fully understand my rights as a client, as well as the policies and procedures of Main Street Massage. 

Consent for care:
It is my choice to receive massage therapy, and I give consent to receive treatment. I understand that Massage Therapists DO NOT diagnose illness, disease or any other physical or mental disorders. Massage therapy is not a substitute for medical examination and/or diagnosis. I affirm that I have stated all my known medical conditions and shall take it upon myself to keep my Massage Therapist updated on my physical/mental health. I also agree there shall be no liability on the practitioner’s part should I neglect to do so.


	
Client Signature                                                 Date                                          Therapist Signature


	
Signature of Parent/Guardian                     Date
(If client is a Minor)

If you are unable to keep your appointment, please give 24 hours’ notice.  If you fail to cancel/change or if you “NO SHOW” an appointment, you will be responsible for the full amount of the scheduled appointment.
                                         




PATIENT NOTES

DATE:__________________	MT:__________________	    30 / 60 / 90              CLIENT: _______________________________
S:
O:
A:	
P:                            _________________________________________________________________________________  _________

DATE:__________________	MT:____________________ 30 / 60 / 90 	        CLIENT: _______________________________
S:
O:
A:
P:_______________________________________________________________________________________________  ________

DATE:__________________	MT:_____________________ 30 / 60 / 90         CLIENT:________________________________
S:
O:
A:
P:________________________________________________________________________________________    ______________

DATE:__________________	MT:_____________________ 30 / 60 / 90        CLIENT: _________________________________
S:
O:
A:
P:________________________________________________________________________________________  _______________
DATE:__________________	MT:______________________ 30 / 60 / 90       CLIENT: ________________________________
S:
O:
A:
P___________________________________________________________________________________________________  ____
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