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M ASSAGE

THERAPY

CLIENT INTERVIEW

Date:

w10 110\

Occupation:

Address:

@ J Female _J Male \_ NB

City:

Phone: Email:

Emergenc, contact:

Post Code:

Phone #:

Would you like to be added to our email list for news and exclusive offers?

MEDICAL HISTORY

Yes | No

Do you ]‘lLT‘l)L’ or IILIUC you had any ()f F]l(’ﬁ)”()&‘l g L‘()HL‘{I‘U‘OHS? ]f‘)r'CS. plcasc SC[CLT l’]‘l(’”l.‘

Arthritis / joint disorder
Artificial joint
Atherosclerosis

Blood disorder

Back/neck problems
Cancer

Carpal tunnel syndrome
(firculutory disorder
Contagious skin condition
Decreased sensation

l)ccp vein thrombosis

Easy bruising
Eczema
pilcpsy

_/Fevcr blisters
Fj rom_\'ﬂlgin
I le:ldnchcs/migmincs
Heart condition
High/low blood pressure
Immune disorders
Keloid scarring

()pCll sores or \\'ounds

Phlebitis

Pregnant

Recent nccidcnt/injur_\'
Recent fracture
Seborrhea

Seizure disorder

Skin disease/lesions
Spruins/stmins
Swollen glzmds

Tennis elbow

TM]

Diabetes Osteoporosis Varicose veins
Any other illness/condition:
Any recent surgery, including plastic surgery? No Yes:
) 8Ty & £¢€T)

Any current medications?

Any medical treatments?




M ASSAGE THERAPY

CLIENT INTERVIEW

Have you had a professional massage before? No [ | Yes
Do you have any difficulty lying on your front, back, or side? [ INo [ ] Yes
Do you have sensitive skin? No | | Yes
Do you have any ullcrgics including oils or lotions? [ INo [ |Yes
What type of massage are you seeking? [ |Relaxation [ Therapeutic/deep tissue
What pressure do you prefer? [] Light Medium Deep
Are there any areas you do not want massagcd? | INo [ | Yes

Mark any specific areas you would like your therapist to concentrate on:

Front Back Right Left

I understand that the massage I receive is provided for the basic purpose of relaxation and relief of muscular tension. If I
experience any pain or discomfort during chis session, I will immediately inform the therapist so that the pressure and/or
strokes may be adjusted to my level of comfort. I affirm that I have stated all my known medical conditions, and answered
all questions honestly. I agree to keep the therapist updated as to any changes in my medical profile and understand thac
there shall be no liability on the therapist’s part should I fail to do so.



M ASSAGE THERAPY

YGT CONSENT FORM

Client Name:

Massage therapy is a profession in which the practitioner applies manual techniques, and may apply
adjunctive rhernpies, with the intention ofpositively affecting the health and well—being of the client.
Massage Thernpists do not diagnose or prescribe for medical conditions nor are they allowed to
provide treatment for a specific condition without a doctor's supervision. The massage therapist is
required to refer you for diagnosis and to follow recommendations of‘your physici:m. The massage

therapist is happy to adjust pressure, temperature & technique if you request it.

It is the responsibility of the client to keep the massage therapist informed of any medical trearment
curremly being taken, and to provide written permission from the physicinn, chiroprnctor, physic:u]
therapist, etc., that the massage may be continued. The client must also keep the massage therapist

informed of any chnnges in health conditions.

If 1 experience any pain or discomfort during the session, I will immediately inform the therapist SO

that the pressure and/or strokes may be adjusted to my level of comfort.

[ understand that Massage Therapy should not be construed as a substitute for medical examination,
diﬂgnosis, or treatment and that I should see a qualified medical speciﬂ]ist for any mental or physicnl

ailment of which I am aware.
I have stated all my known medical conditions, and answered all questions honestly.

I \Vill keep ti’lC thernpist updated as to any Ch:mges in my medical pI'OfHC and undersmnd that t]iere

shall be no liabiliry on the therapist should I fail to do so.

This is a Therapeutic Massage session and any sexual remarks or advances will terminate the session

and I \Vill be liable fOl’ payment Of [1’16 scheduled treatment.

I understnnd the MﬂSSﬂgC Therﬂpist reserves the right to refuse services to me FOI' any reason tl]ilt they

deems necessary.

My signature acknowledges that I have read and agree with the above conditions.

Iagree to receive l’l‘l(’ massage therapy and 1 UJl” adhere to ﬂll Of[’ht‘ aforementioned statements HbO‘UL’.

N —

Client Name (printed) ienf Name (signature) Plaie

[

Therapist (signature)\¥/ Date



