

Client Intake Form

[image: ]
                                                                                     Name:____________________________________     D.O.B___________________                                
Telephone:  Home_________________________   Work________________________   
[bookmark: _GoBack]Other: _______________________
Address___________________________________________________ 
City__________________ St_______ Zip___________
Referred By___________________________________________ 
Email:________________________________________________
In case of an emergency contact
Name______________________________________________ Phone___________________ Relationship_________________
 
Check what applies to you:
					 
	___ Flu or cold symptoms 
	___ TMJ
	___ Sciatic Pain	

	___ Allergies
	___ Tendonitis/Bursitis
	___ Depression

	___ Spasms/Cramps
	___ Contact Lenses
	___ Fatigue	

	___ Arthritis             
	___ Bruise easily
	___ Edema

	___ Spinal Problems
	___ Pregnant
	___ Swollen Ankles

	___ Blood Clots
	___ Panic Attacks/ Anxiety
	___ High/Low Blood Pressure

	___ Ulcers
	___ Constipation
	___ Diabetes

	___ Heart Disease
	___ Multi Sclerosis
	___ Dentures

	___ Asthma
	___ Sinus Conditions
	___ Epilepsy/ Seizures

	___ Cancer/Tumors
	___ Osteoporosis
	___ Paralysis

	___ Varicose Veins
	___ Fibromyalgia
	___ Headaches/Migraines




Other/Explanation:   
____________________________________________________________________________________________________________________________________________________________
[image: ]
Please circle pain areas of pain on the pictures above. 
Are you taking any medications?   Yes/No 
If yes, explain.
______________________________________________________________________________
______________________________________________________________________________
What is the reason that you are seeking massage?
______________________________________________________________________________
______________________________________________________________________________
Comments?________________________________________________________________________________________________________________________________________________________________________________________________________________________________

All of the information on this or any related form submitted to Artz of Massage LLC will be kept confidential and will be used only for the purposes of the Massage Therapist. All of the information above is correct and is your personal information and not that of another person.



Signature/Print 

Today’s date
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