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Brian Thomas, LMT


Client Intake Form

Date:									

Name____________________________________________               Date of Birth__________________
Phone # (Home/Cell) _______________________________	Email:___________________________
Address_______________________________ City_____________________ State_____  Zip_________ Occupation________________________________________
Emergency Contact_________________________________         Relationship____________________ Emergency Phone: __________________________________	

CURRENT HEALTH
Have you ever received massage therapy before? ____ Yes____ No    Frequency: ___________
Today's primary concern or goal ___________________________________________________
Classify Concern:___ Minor___ Problematic___ Major___
Classify type: _____ Recurring _____ Getting Worse _____Getting Better
Have you received treatment for this before? ___ Yes__ No   Explain______________________
List activities affected: __________________________________________________________
Current medications: ____________________________________________________________
Do you exercise: _________________Frequency__________________

Check any of the following that apply to your current health:
___pregnancy                ___heart conditions              ___circulatory conditions	        ____skin disorders
___blood clots               ___diabetes                          ___infections		        ____ fever
___cancer                      ___difficult breathing          ___arthritis			        ____tightness
Other: Explain_________________________________________________________________________

Is there anything I should know to ensure your comfort regarding today’s session: ___________________

Allergies/sensitivities: ____ oils   ____ lotions ____ scents ____ detergents _____ foods   ____ animals     ____ environmental    Explain:__________________________________________________________

Hearing abilities (communication is helpful during the session): ______
MARK ON FIGURES ALL AREAS OF:                    
Pain or tenderness 

Numbness and tingling 
Swelling, stiffness 
Scars, bruises, open wounds 

Rate Severity of All Symptoms Areas From 1-10:
(1=I feel like a newborn baby, 10= Put me out of my misery)
1     2     3     4      5      6      7      8      9      10

PREVIOUS HISTORY:
Please list below anything that might be important pertaining to today’s session:

Surgeries: ______________________________________________________________

Accidents: ______________________________________________________________

Major Illness: ___________________________________________________________

CONSENT FOR CARE
It is my choice to receive massage therapy. I am aware of the benefits and risks of massage and give my consent for massage. I understand that there is no implied or stated guarantee of success or effectiveness of individual techniques or series of appointments. I acknowledge that massage therapy is not a substitute for medical care, medical examination, or diagnosis. I have stated all medical conditions that I am aware of and will inform my practitioner of any changes in my health status.

*Clients should continue to consult their primary caregivers or other specialists for ongoing health care for medical conditions and to review healthcare recommendations before making signiﬁcant changes in their health, exercise, diet, or massage regimen.


Signature______________________________________________ Date______________________


Practitioner____________________________________________ Date______________________
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