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Initial Client Intake Form
Name





 

Date: 


Date of Birth                                    Phone 


 Alt Phone                                         
Email                             
Address 




  City


State
    Zip


Occupation




          Hobbies

How did you hear about Tampabay Massage Therapy?

Have you received massage therapy before? Yes__ No__ Frequency


What type of pressure do you prefer?        Light        Medium       Deep
List current medication, pain relievers and herbal remedies

Have you taken your most recent dose of medication?  Yes    No
List all medical conditions, surgeries or injuries in the past 4 years, include dates & treatments received


DO YOU HAVE A HISTORY OF THE FOLLOWING?
□Headache


□Sprains, strains



□Varicose veins
□Accident


□Seizures



□High blood pressure, 
□Neck pain


□Abdominal pain


□Stroke
□Whiplash


□Nervous tension


□Heart attack, disease
□Disk problems

□Arthritis, bursitis, gout

□Cancer, tumors
□Mid back pain

□Rheumatoid arthritis 

□Colitis, bowel problems
□Low back pain

□Allergies to oils, or scents

□HIV
□Joint ache


□Surgeries



□Breast augmentation
□Decreased range of motion
□Wear contacts or prosthesis
□Poor Circulation
□Broken Bones

□Diabetes, Thyroid, Fibromyalgia
□Pregnancy-weeks___
□Loss of Memory

□Dizziness



□Other
DO YOU HAVE ANY OF THE FOLLOWING TODAY?
□Sunburn


□Sever pain


□Skin rash
□Fever


□Headache


□Poison ivy

□Inflammation


□Open cuts, bruises, burns
□Cold or Flu 
Over please >>>
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Please check if you are experiencing any of the following:

______Neck/Shoulder/arm pain, _____Low back/Hip/Leg pain.  _____Spasms/Cramps, _____TMJ/Jaw pain ______Numbness/Tingling-where:_____________________,                _______ Siatic/Shooting pain

Do you have any of the following today:
____skin rash  ____cold/flu   ____open cuts  ____severe pain ___ injuries/bruises  ___anything contagious
Do you have any allergies to:

 ______medications, ______dust, pollen, fragrances, _______reactions to skin care products
Please give details for anything checked above;__________________________________________________

What are your goals/expectations for this therapy session?_________________________________________
Is there anything else that your massage therapist needs to know that would be helpful to in planning a safe and effective treatment for you?____________________________________________________________
Please read carefully and sign below

Contract for Care:
I promise to participate fully as a member of my health care team. Being that massage therapy should not be performed under certain medical conditions, I affirm that I have answered all questions pertaining to my medical conditions truthfully. 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 therapists part should I fail to do so. 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 this session I will immediately inform the therapist so that the pressure and/or strokes may be adjusted to my level of comfort. I further understand that massage should not be considered a substitute for medical examination, diagnosis, or treatment. I expect my therapist to provide a safe and effective treatment in a professional and caring manner. This is a therapeutic massage and any sexual remarks or advances will terminate the session and I will be liable for payment of the scheduled service. Draping will be used during the session – only areas being worked on will be uncovered. I have read and accept all of the above as attested by my signature below.
_______________________________________________________


____________________________________
Client Signature here





Date

_________________________________________________


_________________________________
Therapist Signature






Date
· Do you have a preference of music?____________________________________________________
· Do you have a preference of aromatherapy?____________________________________________
· Do you have a preference for lighting?_________________________________________________
· Do you have a preference for oil or lotion, scented etc.?_______________________________
Every effort will be made to accommodate all your preferences. If there is something that you would like that we do not have we will have it for you on your next visit within reason. Your satisfaction is our number one priority!
When would you like to schedule your next appointment?___________________________________

Thank You for Your Business!
Tampabay Massage Therapy


Healing Mind, Body & Spirit





Melanie M. Neumann, LMT #56120


(727) 215-3862


www.TampabayMassageTherapy.com














