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         Tranquil Massage & Wellness Heath Intake Form
Personal Information
Name:________________________________________ Email:______________________________________

Home Phone: _____________________________ Cell or Business Phone: _____________________________

Address:__________________________________________________________________________________

City:_________________________________________  State: ________    Zip:_________________________

Emergency contact:_____________________________________    Phone:_____________________________

Occupation:______________________________________     Birth Date: ______________________________

How would you like to be notified of your appointments? 
      □ telephone       □ e-mail       □ mobile text message 

Have you ever had massage therapy or bodywork before?________ How Frequently?_____________

How did you learn about Tranquil Massage & Wellness?________________________________________

Medical and Health History
Are you allergic to any oils, nuts, lotions, etc.? ____________________________________________________

Do you have sensitive skin? Yes / No
Do you wear contacts?   Yes / No
Are you pregnant? Yes / No   If yes, how many weeks? _________Postpartum Yes/No Birth Date:___________

List all medications you currently take:__________________________________________________________

_________________________________________________________________________________________

Have you had any serious or chronic illnesses, surgeries, or traumatic accidents in your lifetime? If yes, please explain:___________________________________________________________________________________

_________________________________________________________________________________________
Is there anything else about your health history that you think would be useful for your massage practitioner to know to plan a safe and effective massage session for you? _________________________________________

Areas to avoid? □ Face/Scalp □ Pectorals □ Glutes □ Abdominals □ Feet □ Other ____________________
Flip Form Over
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Circle any specific areas you would like the massage therapist to concentrate on during the session
Please Read in Full and Sign Below
I, ________________________________(print name) 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 massage 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 construed as a substitute for medical examination, diagnosis, or treatment and that I should see physician, chiropractor or other qualified medical specialist for any mental or physical ailment that I am aware of.  I understand that massage therapists are not qualified to perform spinal or skeletal adjustments, diagnose, prescribe, or treat any physical or mental illness, and that nothing said in the course of the session given should be construed as such.  Because massage should not be performed under certain medical conditions, I affirm that I have stated all my known medical conditions, and answered all questions honestly. 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. Any illicit or sexually suggestive comments or actions made by me will result in immediate termination of the session and I am responsible for full payment. I also understand that the License Massage Therapy reserves the right to refuse to perform massage on anyone whom he/she deems to have a condition for which massage is contraindicated.
Cancellation Policy: Should I cancel or miss an appointment with less than 24 hours notice, I authorize this Tranquil Massage & Wellness to charge my VISA/Mastercard/American Express/Discover Card or checking account for the full session fee. 
E-mail Policy: We will use your e-mail address for appointment reminders, promotions and news from Tranquil Massage & Wellness. Your privacy is important to us. We will not sell, rent, or give your name or address to anyone. To unsubscribe, or to receive less or more information, you can select a link at the bottom of every e-mail. 

Signature of client _______________________________________________Date____________________

Signature of Massage Therapist ____________________________________Date ____________________
Please check off any of the following conditions or symptoms which apply to, giving further explanation where needed.


□ Sinus/Allergies_____________  □ Osteoporosis              □ Bruise Easily          □ Headaches________________


___________________________   □ Hypoglycemia            □ Varicose Veins                ________________________


□ Numbness/Tingling__________ □ Hyperglycemia           □ Heart condition         □ Tendonitis________________


____________________________ □ Diabetes                     □ Bursitis______         □ Trouble Sleeping


□ Shooting Pains______________□ Seizures/Convulsions   ______________          □ Constipation


____________________________ □ Dizziness/Fainting     □ Arthritis ______          □ Diarrhea 


□ High Blood Pressure  	     □ Swelling/Edema              _____________          □ Neck Pain


□ Back Pain			     □ Leg Pain		       □ Fibromyalgia 	         □ Heart Conditions


□ TMJ				     □ Carpal Tunnel 	       □ Open Sores	       □ Deep Vein Thrombosis                  □ Skin Conditions__________________________	       □ Active Cancer                  /Blood Clots		
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