Client Name: ___________________________________  
Date of Birth: ____________ 
Gender: ____________ 
Address:______________________________________
Phone: _______________________________________ 
Email: ___________________________________ 
Referred by: ___________________________________ 
Emergency contact: _____________________________ 
Phone: ___________________________________ 
Physician/Health-care Provider name: __________________________ 
Do you have a physician referral/prescription? Yes ☐ No ☐  
Massage Information 
Have you ever received professional massage/bodywork before? Yes ☐ No ☐ How recently? _________
What are your goals/expected outcomes for receiving massage/bodywork? __________________________________________________________________________________________________________________________________________________________________________ 
Reason for visit?
 ______________________________________________________________________
 List and prioritize your current symptoms/issues (stress, pain, stiffness, numbness/tingling, swelling, etc.)
Do these symptoms interfere with your activities of daily living (e.g., sleep, exercise, work, childcare)? Yes  No Explain: __________________________________________________________________________________________________________________________________________________________________________
Please list all hospitalizations, accidents, injuries or surgeries:
__________________________________________________________________________________________________________________________________________________________________________ List the medications you currently take: __________________________________________________________________________________________________________________________________________________________________________
Are you under any ongoing medical care? Yes ☐ No ☐
Do you see a chiropractor? Yes ☐ No ☐  If so how often?____________________________________________
Are you wearing contacts?  Yes ☐ No ☐
Are you wearing dentures?  Yes ☐ No ☐
Are you wearing a hairpiece?  Yes ☐ No ☐
Are you pregnant?   Yes ☐ No ☐ 
Do you have hearing aids? Yes ☐ No ☐
	
	Abdominal/Digestive Issues
	
	Circulatory/Heart Problems
	
	Easy Brusing
	
	MS/Neurological

	
	Allergies
	
	Chronic Pain
	
	Ear/Balance Problems
	
	Numbness

	
	Artificial Joints
	
	Constipation/Diarrhea
	
	Ear Ringing
	
	Osteoporosis

	
	Arthritis/Tendonitis
	
	Chronic Fatigue Syndrome
	
	Fibromyalgia
	
	Seizures

	
	Anxiety
	
	COPD
	
	High/Low Blood Pressure
	
	Spinal Disorders

	
	Asthma
	
	Depression
	
	Headaches/Migraines
	
	Sinus Problems

	
	Athletes Foot
	
	Diabetes Type 1/2
	
	Vertigo
	
	Sprains/Strains

	
	Blood Clots/Phlebitis
	
	Decreased Sensation
	
	Lymphatic Issues
	
	Varicose Veins

	
	Cancer
	
	Jaw/TMJ
	
	Other Issues: Explain
	
	

	
	Covid
	
	Rash
	
	
	
	



Because massage should not be performed under certain medical conditions, I affirm what information I have stated above is true and accurate to the best of my knowledge. I will inform my healthcare provider and massage therapist of anything changes in my status. I understand that massage/bodywork I receive is for the purpose of stress reduction and relief from muscular tension, spasm, or pain and to increase circulation. If I experience any pain or discomfort, I will immediately inform my massage therapist so that the pressure or methods can be adjusted to my comfort level. I understand that my massage therapist does not diagnose illness or disease. I acknowledge that massage is not a substitute for a medical examination or diagnosis and that I should see my health care provider for those services. I agree to keep the therapist updated as to any changes in my medical profile and understand that there shall be no liability on the therapist’s part should I fail to do so. I understand I am receiving massage therapy at my own risk. 

If I am unable to attend my scheduled appointment, I will respect and abide by the set rescheduling policy. 
“Our time together is important, unless there is an emergency, please reschedule your appointment 24hrs in advance or pay the missed appointment fee in full.” 

Client Signature _____________________________________________ Date _________________




I Laurie Schmitt, LMT reserve the right to refuse service to anyone. 
