Body Wisdom Massage Therapy Intake Form

Name: ____________________________ Date of Birth: __________________

Address:  _______________________________________________________

Phone Numbers: __________________________________________________

Occupation:________________________  Email: ________________________

Referred by: ______________________________________________________

Please list any existing conditions or medications that may affect your ability to receive massage:

Have you ever had a professional massage or bodywork session?  ___________

How long ago was the last session?

Have you ever had surgery?  _________If so, please explain: ______________

Do you have allergies?  __________  If so, please explain: ________________

Do you have contact lenses or dentures?  ______________

Do you have a regular exercise routine or participate in a sport?  Please describe:

Reason for today’s visit?  

I understand that massage therapy is not a substitute for medical treatment.  I have communicated all medical conditions to my massage therapist  and agree to keep her updated on my physical health.   Thank you.

____________________________________              _____________________

Signed 






Date

