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1920 Broadway, Pearland, TX 77581    281-997-0767
Massage Intake Form
Name___________________________________________________________ Date_________________
Address_____________________________________________________DOB________________
Phone#_____________________________Occupation___________________________________
Email_______________________________How did you hear about us?_____________________
Emergency Contact/Relationship/phone#______________________________________________
Are you under the age of 17? ______If yes, you must have the written consent of your parent or guardian to receive massage therapy services.
Please circle below all that apply:
Allergies         Arthritis        Cancer          Bruises       Diabetes         Headaches/Migraines          Stroke    
Varicose Veins       High/Low Blood Pressure      Heart Conditions     Stroke       Injuries       Smoke       
Currently Pregnant?     Due Date________________          
Please explain any conditions you circled above or have been diagnosed with not listed above?
________________________________________________________________________________
Any medical conditions your therapist needs to be aware of?_______________________________
Please list current Medications:______________________________________________________
Please circle type of massage you are requesting: Swedish/Relaxation    Deep Tissue      Pregnancy
Himalayan Salt Stone            Other type of Massage_______________________________________
Please list areas of Pain/Tension______________________________________________________
Please list areas to Avoid___________________________________________________________
Draping will be used during the massage. The Massage therapist will not perform breast massage on female clients.  If the client is uncomfortable for any reason during  the massage. The client may ask to end the massage session and the session will be ended. If the Massage Therapist is uncomfortable for any reason during the massage session.                                                         Cont’d on Back

Massage Therapy Intake Form Cont’d

The massage therapist will end the massage session and payment must be made for the session.  Massage therapy is not a substitute for medical examination or  diagnosis. It is recommended  that I see a physician for any physical ailment that I may have. I understand that the massage therapist does not prescribe medical treatments or pharmaceuticals, and does not perform any spinal adjustments. I am aware that if I have any serious medical diagnosis I must provide a physician’s written consent prior to services. 

 To be completed by the Massage Therapist:

 Type of Massage Technique to be used:_________________________________________________________________

Parts of the body to be massaged (Including indications and contraindications):______________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________




Client signature:_______________________________Date__________________
 Parent or Guardian Signature if under the age of 17_________________________________________
Therapist signature:_______________________________Date_______________
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