EAST CAROLINA MASSAGE, LLC
210 S WASHINGTON STREET
GREENVILLE, NC 27858
252-413-0021

CLIENT INTAKE FORM

NAME EMAIL
PHONE ( )

ADDRESS

CITY STATE ZIp

DATE OF BIRTH

OCCUPATION

EMERGENCY CONTACT

PHONE

THE FOLLOWING INFORMATION WILL BE USED TO HELP PLAN SAFE AND EFFECTIVE MASSAGE SESSIONS. PLEASE ANSWER
THE QUESTIONS TO THE BEST OF YOUR KNOWLEDGE.

DATE OF INITIAL VISIT

1. HAVE YOU HAD A PROFESSIONAL MASSAGE BEFORE? YES [ No [

IF YES, HOW OFTEN DO YOU RECEIVE MASSAGE THERAPY?

2. DO YOU HAVE ANY DIFFICULTY LYING ON YOUR FRONT, BACK, ORSIDE? YES[] NOT

IF YES, PLEASE EXPLAIN

3. DO YOU HAVE ANY ALLERGIES TO OILS, LOTIONS, OINTMENTS, FOOD (TREE NUTS) OR MEDICATIONS?

YEs [l Noll IF YES, PLEASE EXPLAIN

ARE YOU WEARING CONTACT LENSES [ DENTURES [J A HEARING AID [1?
DO YOU SIT FOR LONG HOURS AT A WORKSTATION, COMPUTER, OR DRIVING? YES [ NO [J

DO YOU PERFORM ANY REPETITIVE MOVEMENT IN YOUR WORK, SPORTS, OR HOBBY? YES [] NO [

DO YOU EXPERIENCE STRESS IN YOUR WORK, FAMILY, OR OTHER ASPECT OF YOUR LIFE? YES [] NO !
IF YES, HOW DO YOU THINK IT HAS AFFECTED YOUR HEALTH?
MUSCLE TENSION [ ANXIETY [1 INSOMNIA [ IRRITABILITY [ OTHER

4. DO YOU HAVE SENSITIVE SKIN? YES [] NO [
5.
6.
IF YES, PLEASE DESCRIBE
7.
IF YES, PLEASE DESCRIBE
8.
9.

IS THERE A PARTICULAR AREA OF THE BODY WHERE YOU ARE EXPERIENCING TENSION, STIFFNESS, PAIN OR OTHER

DISCOMFORT? YES [ NO[J IF YES, PLEASE
IDENTIFY.

10. DO YOU HAVE ANY PARTICULAR GOALS IN MIND FOR THIS MASSAGE SESSION? YES [J NO [

IF YES, PLEASE EXPLAIN

PLEASE CIRCLE ANY SPECIFIC
AREAS YOU WOULD LIKE THE
MASSAGE THERAPIST TO
CONCENTRATE ON DURING
THE SESSION




MEDICAL HISTORY

IN ORDER TO PLAN A MASSAGE SESSION THAT IS SAFE AND EFFECTIVE, | NEED SOME GENERAL INFORMATION ABOUT YOUR
MEDICAL HISTORY.
1 1. ARE YOU CURRENTLY UNDER MEDICAL SUPERVISION? YES [1 NO [
IF YES, PLEASE EXPLAIN
12. DO YOU SEE A CHIROPRACTOR? YES[! NO [l IF YES, HOW OFTEN?

13. ARE YOU CURRENTLY TAKING ANY MEDICATION? YES [l NO []
IF YES, PLEASE LIST
14. PLEASE CHECK ANY CONDITION LISTED BELOW THAT APPLIES TO YOU:

[] CONTAGIOUS SKIN CONDITION [l PHLEBITIS

[] OPEN SORES OR WOUNDS [J DEEP VEIN THROMBOSIS/BLOOD CLOTS
[J EASY BRUISING [] JOINT DISORDER/RHEUMATOID

[l RECENT ACCIDENT OR INJURY [J ARTHRITIS/ OSTEOARTHRITIS/ TENDONITIS
[l OSTEOPOROSIS [J PREGNANCY IF YES, HOW MANY WEEKS?
[l RECENT SURGERY EPILEPSY

[J ARTIFICIAL JOINT [ HEADACHES/MIGRAINES

[J SPRAINS/ STRAINS [J CANCER

[ CURRENT FEVER [l DIABETES

[l SWOLLEN GLANDS DECREASED SENSATION

[] ALLERGIES/ SENSITIVITY BACK/NECK PROBLEMS

[l HEART CONDITION FIBROMYALGIA

[J HIGH OR LOW BLOOD PRESSURE 0 T™MJ

[J CIRCULATORY DISORDER [J CARPAL TUNNEL SYNDROME

[J VARICOSE VEINS L] TENNIS ELBOW

ATHEROSCLEROSIS

PLEASE EXPLAIN ANY CONDITION THAT YOU HAVE MARKED ABOVE

15. IS THERE ANYTHING ELSE ABOUT YOUR HEALTH HISTORY THAT YOU THINK WOULD BE USEFUL FOR YOUR MASSAGE
PRACTITIONER TO KNOW TO PLAN A SAFE AND EFFECTIVE MASSAGE SESSION FOR YOU?

DRAPING WILL BE USED DURING THE SESSION — ONLY THE AREA BEING WORKED ON WILL BE UNCOVERED. INFORMED
WRITTEN CONSENT MUST BE PROVIDED BY PARENT OR LEGAL GUARDIAN FOR ANY CLIENT UNDER AGE 17.

I, (PRINT NAME) UNDERSTAND THAT THE MASSAGE | RECEIVE IS PROVIDED FOR THE BASIC
PURPOSE OF RELAXATION AND RELIEF OF MUSCULAR TENSION. IF [ EXPERIENCE ANY PAIN OR DISCOMFORT DURING THIS
MASSAGE SESSION, | WILL IMMEDIATELY INFORM THE THERAPIST SO THAT THE PRESSURE AND/OR STROKES MAY BE
ADJUSTED TO MY LEVEL OF COMFORT. | FURTHER UNDERSTAND THAT MASSAGE SHOULD NOT BE CONSTRUED AS A
SUBSTITUTE FOR MEDICAL EXAMINATION, DIAGNOSIS, OR TREATMENT AND THAT | SHOULD SEE PHYSICIAN, CHIROPRACTOR
OR OTHER QUALIFIED MEDICAL SPECIALIST FOR ANY MENTAL OR PHYSICAL AILMENT THAT | AM AWARE OF. | UNDERSTAND
THAT MASSAGE THERAPISTS ARE NOT QUALIFIED TO PERFORM SPINAL OR SKELETAL ADJUSTMENTS, DIAGNOSE, PRESCRIBE,
OR TREAT ANY PHYSICAL OR MENTAL ILLNESS, AND THAT NOTHING SAID IN THE COURSE OF THE SESSION GIVEN SHOULD BE
CONSTRUED AS SUCH. BECAUSE MASSAGE SHOULD NOT BE PERFORMED UNDER CERTAIN MEDICAL CONDITIONS, | AFFIRM
THAT | HAVE STATED ALL MY KNOWN MEDICAL CONDITIONS, AND ANSWERED ALL QUESTIONS HONESTLY. | AGREE TO KEEP
THE THERAPIST UPDATED AS TO ANY CHANGES IN MY MEDICAL PROFILE AND UNDERSTAND THAT THERE SHALL BE NO
LIABILITY ON THE THERAPIST'S PART SHOULD | FAIL TO DO SO. | UNDERSTAND THAT ANY ILLICIT OR SEXUALLY SUGGESTIVE
REMARKS OR ADVANCES MADE BY ME WILL RESULT IN IMMEDIATE TERMINATION OF THE SESSION. | ALSO UNDERSTAND THAT
THE LICENSE MASSAGE THERAPY RESERVES THE RIGHT TO REFUSE TO PERFORM MASSAGE ON ANYONE WHOM HE/SHE
DEEMS TO HAVE A CONDITION FOR WHICH MASSAGE IS CONTRAINDICATED.

SIGNATURE OF CLIENT DATE

SIGNATURE OF MASSAGE THERAPIST DATE




