Massage Patient Questionnaire

Name ________________________ 
DOB__________
SS#_________________
Work Phone  __________________   
Home Phone _________________________
Street Address  ______________________________________________________
City  _______________________
State  __________
  Zip Code  ___________

General Health Condition  ______________________________________________
Have you had any serious or chronic illness, operations, virus/infections or accidents?_____
If yes, explain  _______________________________________
Are you under the care of a M.D., Chiropractor, or any other healthcare professional? ___
If yes, explain  _______________________________________

Purpose for this visit?  ( relaxation, pain, therapy, etc.)  _____________________
How did you learn of our services?  ______________________________________
In case of an emergency notify:  
Name ______________________  
Phone  ____________

I have completed this information form to the best of my knowledge.  I understand the massage services are designed to be a health aid and are in no way to take the place of a doctors care when it is indicated.  Information exchanged during any massage session is educational in nature and is intended to help me become more familiar and conscious of my own health status and is to be used at my own discretion.  

Our time together is precious and I agree to cancel 24 hours in advance.  Unless there is an emergency, if I miss an appointment I agree to pay the full appointment fee.

Date ______________________     
Signature  ___________________________

Note:  If massage therapy and/or trigger point therapy are prescribed by a physician and performed in a healthcare facility, most insurance plans will cover part, if not all the therapy fees.  Please feel free to ask any staff member for details.
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