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Massage Questionnaire, Personal Info & Release Form
Name: __________________________
__________________________________ Date: ______________________
Address_______________________________________________________________________________________
                 Street                                                            City                                  State                Zip

Home or Work Phone: ______________ Cell Phone: _______________ E-mail: _____________________________
Date of Birth: __________ Emergency Contact: _______________________________________________________
Occupation: ___________________________ Reason for Appointment: __________________________________

Have you had a professional massage before?      YES       NO  
If “yes”, how long ago? ______________________

List any current medications: _______________________________________________________________
List any allergies: _______________________________________________________________________________

Circle the following conditions that apply to you, past and present.  Please add your comments to clarify the condition.

Headaches
Indigestion
Rashes




Joint stiffness/swelling
Constipation
Allergies

Spasms/cramps
Intestinal gas/bloating
Athlete’s foot

Broken/Fractured bones
Diarrhea
Acne

Strains/Sprains
Irritable bowel syndrome
Impetigo

Back, hip pain
Crohn’s Disease
Hemophelia

Shoulder, neck, arm, hand pain
Colitis
Asthma

Leg, foot pain
Chronic Fatigue Syndrome
Diabetes

Chest, ribs, abdominal pain
Tuberculosis
Cancer

Osteoporosis
Herpes/shingles
Pregnancy

Jaw pain/TMJ
Fibromyalgia
Depression/Anxiety

Tendonitis
Fatigue
High/Low blood pressure

Bursitis
Numbness/tingling
Heart condition

Arthritis
Dizziness
Scoliosis

Warts


Comments: _______________________________________________________________________________

_________________________________________________________________________________________

[image: image1.jpg]Please list any other medical conditions, major illness, 
broken bones, surgeries, or accidents that you have had 
within the last 3 years:
_____________________________________________

_____________________________________________
_________________________________________



_________________________________________
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PLEASE READ THE FOLLOWING STATEMENTS, THEN SIGN AT THE BOTTOM OF THE PAGE
I understand that draping will be used during the massage session. I understand that it is not within the scope of the therapist to engage in breast massage of female clients. I understand that my feedback is an essential element in my treatment; therefore if at any time I should become uncomfortable during the massage, I may bring it to my therapist’s attention and request the session to end. I understand that the massage treatment given here is for the sole purpose of stress reduction, relief from muscle tension or spasm and to increase circulation and energy flow. I understand that the therapist does not diagnose or prescribe for medical illness, disease, or any other physical or mental disorder. I understand that the therapist does not do spinal manipulations. I understand that massage therapy is not a substitute for medical examination or diagnosis, and it is recommended that a physician be seen for any ailment that I may have. I understand that it is my responsibility to explain and discuss all physical conditions with the massage therapist so that they may do their job. I understand that the therapist is an independent professional and is solely responsible for my treatment. I understand that the massage therapist may end the session for any inappropriate behavior. 
I have read and I fully understand this form in its entirety. I have stated all of the conditions that I am aware of, and this information is true and accurate. If at any time there are changes in the information given or in my condition, I will notify my therapist, and update this form before receiving additional massages. 
Client Signature: ___________________________   Massage Therapist Signature: _____________________________
�





Please use the diagram to the right to CIRCLE the areas of the body that you feel need the most attention in the massage session, and place an “X” over the areas that you wish to have avoided.











You may be entitled to know what information UT Arlington (UTA) collects concerning you. You may review and have UTA correct this information according to procedures set forth in the UT System BPM #32. The law is found in sections 552, 021, 552, 023, and 559, 004 of the Texas Government Code.


