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Name___________________________________________________Address_____________________________________________________
Phone__________________________________________________City_________________________________________________________
Email___________________________________________________State_____________________________Zip________________________

Welcome to Uniquely You  Clinical Massage, LLC (the “company”)!  We are pleased that you have chosen our services.  If you unfortunately need to cancel an appointment, please give us 24 hours’ notice.  Canceling the same day as the appointment will require full payment for the massage scheduled.  Tardiness  will result  in shortened session time at the usual price.   A word about our massage: at no time will private areas be exposed or massaged. You will be draped modestly at all times.  If you feel uncomfortable during the session for any reason, please inform your therapist.
It is your responsibility to inform the therapist of pre-existing conditions, limitations, sensitivities, or discomfort during the session. Relating to COVID-19, please check if you had a fever in the last 24 hours of 100 degrees F or above, Do you now or recently have had any respiratory or flu symptoms, sore throat, or shortness of breath?  Have you been in contact with anyone in the last 14 days who has been diagnosed with COVID-19 or has coronavirus-like symptoms?  If so, please reschedule your appointment without penalty. You understand that massage therapy involves close physical contact with an elevated risk of disease transmission, including COVID-19.  You voluntarily accept any risks of which you have been advised associated with your massage, or from any use of the company’s facilities, and hereby release Uniquely You (including its owner, practitioners, agents, and insurers) from all liability for any injury, including, without limitation, personal, bodily, or mental injury, economic loss, or any damage to you resulting therefrom.  You further hereby release all of the foregoing personnel and entities from all liability arising from any such injury or damage resulting from your failure to disclose any pre-existing condition, limitations, or specific sensitivities, or your failure to inform your therapist of any discomfort during the session.  Your therapist may decide that it is advisable to discontinue a therapy session due to health-related concerns.  In such an event, you may be required to provide Uniquely You with a physician’s medical release prior to continuing massage therapy.  The undersigned acknowledges agreement with the above-stated policies.
Signature_________________________________________________Date____________________________________________________________
***************************************************************************************************************************************
Please provide the following information to help ensure a safe and comfortable massage experience.  Circle all that apply and clarify below:
Arthritis      			Headaches					Insomnia			Strokes	   
Diabetes				High/Low Blood Pressure			Osteoporosis (mild)		Surgeries		
Fibromyalgia			Immune System Deficiency			Pain			Thyroid Problems			 
Explanation(s):________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
IF YOU ARE EXPERIENCING ANY OF THE FOLLOWING, PLEASE CONSULT YOUR PRIMARY CARE PROVIDER FIRST BEFORE COMING FOR MASSAGE THERAPY:
Unexplained pain or other symptoms, contagious rash (poison ivy, etc.), burns, open wounds, blood clots, fractures, rheumatoid arthritis, severe osteoporosis, pregnancy, recent surgery, infections, chemo/radiation therapy, heart/ lung conditions .  
Please list all current medications:___________________________________________________________________________________________________________
Have you experienced pain, numbness, tingling, swelling, and/or fatique in the past three months? Please explain:_____________________________________
________________________________________________________________________________________________________________________
List daily activities inhibited by your current condition(s)_________________________________________________________________________________________
Circle any areas where you are NOT comfortable receiving therapeutic massage:  Abdomen, Face/Head, Feet, Gluteal, Pectoral
Circle desired pressure for massage:  Light, Firm, Deep

