Innerwork Massage                                                           Client Intake 
Name                                                _________________________________               Date___________              
Street                                                                           Cell  Phone _______________________________ 

City                                   State                    Zip______Other Phone_____________________________
Occupation                                                                       Date of Birth____________________________
Emergency Contact Name and Phone                                                              ____________________ 

Referred By                                                     Email__________________________________________
Massage History / Session Information 

Have you ever received a professional massage?  Yes     No       Date of last massage ______
What is the purpose for you visit today? What is your goal for this session? 

__________________________________________________________________________________________________________________________________________________________________________
List any exercise activities. Include frequency: 

_____________________________________________________________________________________
Are you currently under the care of a health care practitioner?         Yes     No

If yes, please specify: 

__________________________________________________________________________________________________________________________________________________________________________
List current medications, mood elevators, including any common pain relievers: And Why? __________________________________________________________________________________________________________________________________________________________________________
Have you taken any pain relievers in the last  24 hrs if Yes ____How many hours ago? ________  _____________________________________________________________________________________
PREVIOUS HISTORY
Injuries/accidents/illnesses still affecting you: Please list any treatments and date (s) received __________________________________________________________________________________________________________________________________________________________________________
Surgeries. This includes wisdom teeth extraction and any biopsies. __________________________________________________________________________________________________________________________________________________________________________
Please circle any of the following that you now have or have had.  
    Musculoskeletal                          Circulatory 
Bone or joint disease                                 
      Heart Condition 
 Tendonitis / Bursitis                                        Phlebitis / Varicose Veins 
Arthritis type ______/ Gout                             Blood Clots 

 
Jaw pain (TMJ Syndrome)                     
     High / Low Blood Pressure ____________ 

 
Lupus /MS/FM                                                  Lymphedema 
 
Spinal Problems                                                Thrombosis / Embolism 

   Other : _____________________________                        Other : _____________________________  
            Respiratory                                       Skin 

  
Breathing difficulty / Asthma                             Allergies specify: ____________________
  
Emphysema                                                            Rashes 
  
Allergies specify: ________________                  Athletes foot 
  
Sinus Problems                                                       Herpes / cold sores 

    Other : _____________________________                     Other : _____________________________ 

           Nervous System                              Digestive 

Shingles                                                                      Irritable bowel syndrome 
Numbness / tingling                                                 Ulcers 
Pinched Nerve                                                     

 Other : __________________________                    Other : _____________________________ 
          Reproductive                                               Other                                                    

Pregnant: _______weeks


                        
 Cancer / tumors                                                                                                                                                    Bladder / kidney ailment 



Diabetes
Ovarian / menstrual problems                                                Drug / alcohol / caffeine / tobacco use
Prostate                                                                                      Pain:  chronic/ currently/ last 72 hrs
Other : ________________      



Where:_________________________
      
Sleep disorders 
     
Migraines / headaches 

                                                                                                          
Anxiety/ Depression

Additional Client Remarks / Comments                             __________________________________________________________________________________________________________________________________________________________________________________________
I have completed this form to the best of my knowledge and will inform the massage therapist of any change in my physical health. I understand that a massage therapist cannot diagnose illness, disease, or any other medical, physical, or emotional disorder, nor perform any spinal manipulations. I am responsible for consulting a qualified physician for any physical ailments that I have. I understand that massage therapy is a therapeutic health aide and is non-sexual. 

I understand that if the massage therapist starts a session late, she will up the time  at the end of the session if possible, or will reduce the fee accordingly. I understand that if I arrive late, my session will end at the originally scheduled time so the client following me is not penalized. I agree to give 24-hour notice for a scheduled session that I cannot keep. I have read and understand the policies with regard to 24 hour notice and cancelation.  

Signed                                                                        Date______________________________________ 

The Meeting Point is a group of Independent Licensed Health Professionals. This Group is an association of independently practicing professional which shares certain expenses and administrative functions. While the members share a name and office space, Each practitioner is completely independent in providing you with clinical services and each alone is fully responsible for those services. Each practitioner’s professional records are separately maintained and no member of the group can have access to them without your specified written permission  Sign _______________________________________If granting permission. [image: image1.png]



