Client Intake Form - Therapeutic Massage

Personal Informafion:

Name Phone [Day) Phone {Eve)
Address

City/State/Zip

emcil Date of Birth Occupation
Emergency Contact Phone

The following information will be used o help plon safe and effective massage sessions.
Please answer the questions o the best of your knowledge.

Date of Initicl Visit

1. Have you had a professional massage beforez  Yes  No

if yes, how offen do you receive massage therapy?

2. Do you have any difficulty lying on your front, back, or side?  Yes No

if yes, piease explain

3. Do you have any alfergies to oils, lotions, or ointments2  Yes No
if yes, please sxploin

4. Do you hove sensitive skin?  Yes MO
5. Are you wearing contoct lenses { } dentures | } a hearingaid { ) ¢
4. Do you sit for fong hours ot o workstation, computer, or driving? Yes No

If ves, please describe

7. Do you perform any repefitive movement in your work, sporis, of hobby? Yes No
If yes, please describe

8. Do you experience stress in your work, family, or other aspect of your life? Yes No
If yes, how do you think it has affected your healih?

muscle tension { } ondety ( | insomnia ( | inifabiity { } other

9.1s there a parficular area of the body where you are experiencing tension, stiffness. pain
or other discomfort?  Yas No

if yes, plecse identify

10. Do you have any perticular godls in mind for this massage session?  Yes No
if yes, placse explain
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Medical History
in erder to plon g massage session thot is safe and effeciive,
| need some general information about your medical history.

11. Are you cumenily under medical supervision? Yes  No
if yes, please explain

12. Do you see o chiroprocior?  Yes No it yes, how often®

13. Are you cumrently taking any medication? Yes Mo
if ves, plegse list

14. Please check any condition listed below that applies to vou:
{ } contagious skin condition { ) phiebitis

{ | open sores or wounds deep vein thrombosis/blood clofs

varicose veins
{ } atherosclerosis
Please explain any condition that you have marked above

{1
{ | eosy bruising { ] joint disorder/rheumaioid arthritis/ostecarthritis/tendonitis
{ | recent accident or injury { | osteoporosis
{ | recent fracture { ) epilepsy
{ }recent surgery { } headaches/migraines
{ ) ariificial joint { | cancer
{ } sprains/strains | ] digbetes
{ } current fever { } decreased sensation
{ ) swollen glands { } bock/neck problems
{ } cllergies/sensitivity { } Fibromyalgia
{ } heart condition RN
{ } high or low bicod pressure { } carpal funnel syndrome
{ } circulatory disorder { }tennis elbow
{) {1

pregnaoncy  If yes, how many months?

15. Is there anything sise about your heatlth history that you think would be useful for your rmassage praciitioner to
know to plan a safe and sifective massage session for you?

5 fprint nome} understand that the massage | receive is provided
for the basic purpose of reloxation and relief of muscular fension, If | experience any pain or discomfort during this
session, | will immediately inform the therapist so that the pressure and/or sirokes may be adjusied to my level of
comfort. | further understand that massage should not be construed as a subsiitule for medical exarmination,
diagnosis, or freatment and that | should see a physician, chiropractor or other qualified medical specialist for any
mental or physical ailment that | am aware of. | understand that massage therapists are not quglified to perform
spinal or skeletat adjustments, diagnose, prescribe, or freat any physical or menial iliness, ond that nothing said in
the course of the session given should be consfrued as such. Because massage should nof be performed under
certain medical conditions, | offim that | have stated all my known medical conditions, and answered ol
questions honestly. | agree fo keep the therapist updated os to any changes in my medical profile and
understand that there shall be no liability on the therapist’s part should | fail to do so.

| have received a copy of the Massage Therapy Policies and Procedures, in which | have read, understond and
have had the opportunity to ask gusstions.

Signoture of client Date

Consent to Treatment of Mincr: By my signature below, | hereby authorize the massage therapist to administer
massage or bodywork therapy techniques to my child or dependent as she deems necessary.
Signature of Parent or Guardian Date

Signature of Massage Therapist Dote




THE BODY SHOPPE POLICIES

We understand that unanticipated events occur in every one's life. In
consideration of our clients and our commitment to provide an outstanding
massage experience, we have adopted the following policies:

Arrival To Your Session

For your first appointment, please arrive 15 minutes prior to the scheduled start
time. This allows for a time to complete the Client Intake Form, change and
prepare for your session. After your first appointment, please arrive five minutes
prior to your schedule starting time. Early arrival allows for a relaxed and
unhurried experience.

If late arrival is inevitable, your session may need to be shortened in order to
stay on schedule. The original treatment time will be charged.

Cancelation Policy

Please provide at least 24-hour notice if you need to reschedule or cancel a
session. If a client fails to cancel within 24 hours, he/she will be asked to prepay

for future services and an additional missed appointment charge of $20 may be
assessed.

Late Arrival Policy

We regret that late arrivals will not receive extension of scheduled
appointments. In special cases, and when the schedule will aliow, we may be

able to accommodate a partial or full appointment. The original Reservation Fee
will be charged.

No Show Pglicy
Clients who fail to show for appointments may be asked to prepay for future
services and the full amount will be assessed.

Informed Consent

At your first visit with us, you will receive a copy of the policy and will be asked
to sign the consent stating that you have read the information, understand it and
agree to comply with the professional policy and procedures.




PATIENT TREATMENT CONSENT FORM
COVID-19

L (the patient/guardian), consents to receive treaiment t!uring'
the COVID-19 outbreak.

1 understand that based on what is currently known sbout COVID-19 the spread is thought to occur mostly from person-
to-person via respiratory droplets among close contacts. I understand that close contact can occur from being within
approximately 6 feet of someone with COVID-19 for & prolonged period of time or by having direct contact with
infectious secretions from someone with COVID-19.

I understand that carriers of COVID-19 may not show symptoms but may still be highly contagious.

T understand that due to the unknowns of this virus, the number of other patients that have been in the practice and the
nature of the procedures performed here, that I have an increased risk of contracting the virus by being in the practice
and by receiving treatment in the practice.

I understand that the symptoms listed below are representstive of COVID-19:

o Fever o Temperature
o Dry Cough o Persistent pain or pressure in the chest
o Shortness of Breath © Bluish lips or face

1 confirm that 1 do not display or currently have any of the symptoms that are representative of COVID- 19, which are
outlined above: (Initial)

1 understand that all travelers arriving from a countiry o region with widespread ongoing transmission, as outlined by
the CDC, should stay home for 14 days o practice social disiancing and monitor their health after their arrival. I confirm
that | have not traveled to any of the countries or regions with widespread ongoing transmission in the past 14 days.____
—(Initial)

1 confirm, to the best of my knowledge, that I have not had close contact with an individual
in the past 14 days. (Initial)

disgnosed with COVID-19

Patient Name:

Patient/Guardian Signature:

Date:




