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Massage Client Intake Form 
 
Name_________________________________________________  Today’s Date__/__/____           
Address_______________________________________________  Date of Birth __/__/____ 
City_______________________ State____________ Zip____________ Male  Female  
Home Phone______________________________ Cell Phone__________________________ 
Email________________________________________________________________________ 
Occupation___________________________________________________________________ 
Emergency Contact____________________________________________________________  
Relationship__________________________________ Phone__________________________  
Who can we thank for the referral? _____________________________________________

Massage Information 
 
Have you had a professional massage before?  

 yes  no If yes, how often? _____________ 
 
How do you prefer your massage pressure? 
  Light  Medium  Deep 
 
What type of massage are you seeking? 

 Relaxation  Deep Tissue  Pregnancy 
 
Are you sensitive to fragrances or perfumes? 

 yes  no 
Do you have sensitive skin?  yes  no 
Do you exercise regularly?  yes  no 
 
What are your common areas of pain or  
tension?__________________________________ 
__________________________________________ 

 

Medical History 
 
Do you suffer from chronic or persistent 
pain/discomfort?______________________ 
If so, for how long?_____________________ 
Do you know what caused it?__________ 
_______________________________________ 
When do the symptoms seem to get worse 
or better?_______________________ 
_______________________________________ 
_______________________________________ 
Are you currently taking any medications 
or supplements?__________ 
_______________________________________
_______________________________________ 
Please indicate any conditions that you 
currently have? 

 headaches     varicose veins 
 migraines           asthma 
 allergies    pregnancy 
 arthritis    blood clots 
 cancer, tumors   TMJ  
 neck/ back injuries   diabetes 
 skin conditions   fibromyalgia 
 joint replacement   surgery 
 numbness    sprains/ strains 
 major accident   recent injuries 
 plantar fasciitis   implants 
 high/ low blood pressure 
 heart/ circulation problems 

Detail if needed:_________________________________________________________________________________ 
________________________________________________________________________________________________
________________________________________________________________________________________________ 
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Client Waiver 

 

 I understand that massage therapy is provided for stress reduction, 
relaxation, relief from muscular tension, and improvement of circulation 
and energy flow. 

 If I experience pain or discomfort during the session, I will immediately 
inform my therapist so that pressure/strokes can be adjusted to my level of 
comfort. I will not hold my therapist responsible for any pain or discomfort I 
experience during or after the session. 

 I understand that the services offered today are not a substitute for medical 
care. I understand that my therapist is not qualified to perform spinal or 
skeletal adjustments, diagnose, prescribe, or treat physical or mental illness. 

 I affirm that I have notified my therapist of all known medical conditions 
and injuries. 

 I agree to consult my primary health care provider or pharmacist about any 
supplements that may be suggested for my health 

 I agree to inform the therapist of any changes in my health and medical 
condition. I understand that there shall be no liability on the therapist’s part 
should I forget to do so. 

 I understand that massage is entirely therapeutic and non-sexual in nature. 
 I do here by acknowledge that a 24 hour advance cancellation notice is 

required for all massage appointments. All cancellations without 24 hour 
notice will result in a fee.  I understand that the first missed appointment 
will be a flat fee of $40.  I also recognize that I will be charged the full 
amount of the scheduled massage for any further missed appointments 
within the following 90 days. I am also aware that I will not be charged any 
cancellation fees due to physical illness or family emergencies; however, all 
fees for a missed appointment must be paid in full within 7 days of the 
missed appointment. 

 I will arrive 5 to 10 minutes early for my scheduled appointment. I 
understand that if I do arrive to the scheduled session late, my time may be 
reduced to accommodate the following appointments. I also recognize that 
arriving late will not alter the amount for the scheduled appointment. Full 
payment for my session will be expected if I do arrive late. 

 
By signing this release, I hereby waive and release my therapist from any and 
all liability, past, present, and future relating to massage therapy and 
bodywork. 

 
 

Signature: ____________________________________________Date:___________________________  


