KNEAD FOR HEALTH

Client Intake Questionnaire


Name_______________________________________________________Date___________
Address___________________________City/State__________________Zip____________
Home phone______________Work phone_____________E-mail_​​_____________________
Occupation__________________Business address__________________________________
Marital Status_________Sex__________Date of Birth_______________________________
May you be contacted by mail? Yes  No  Phone Yes  No E-mail Yes  No  (circle one)
Emergency Contact Name & Number:____________________________________________
How did you know about us?___________________________________________________
Have you had a massage before?________________________________________________
Reason(s) for therapeutic massage today?_________________________________________
Are you under a physician’s care at the present time?________________________________
Physicians name & number ____________________________________________________
List any medications that you presently use:_______________________________________
Have you had surgery in the past? (Specify)________________________________________
Comments or specific condition: ________________________________________________
Have you ever had or do you have any of the following conditions?  Circle.

yes
no
Heart or circulation problems?

yes    no    Fibromyalgia diagnosed?
yes
no
High blood pressure?


yes    no    Broken bones?
yes
no
Varicose veins?



yes    no    Dislocation/separation of 
        yes 
no
Diabetes?



    
      extremity (-ies)?
yes
no
Frequent headaches?


yes    no     Bulging/ruptured disc(s)?
yes
no
Migraine headaches?


yes    no     Numbness or tingling?
yes
no
Convulsions?



yes    no     Are you wearing contact
yes
no
Cancer?



     
      lenses?
yes
no
Depression



yes    no     Sensitive to touch/pressure

Please indicate areas of pains, tension, and/or other uncomfortable conditions.
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Please take a moment to carefully read the following information and sign where indicated.


If you have a specific medical condition or specific symptoms, massage/bodywork may be contraindicated. A referral from your primary care provider may be required prior to service being provided. I understand that massage/bodywork 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 practitioner so that the pressure and or strokes may be adjusted to my level of comfort. I further understand that the massage/bodywork should not be construed as a substitute for medical examination, diagnosis, or treatment and that I should see a physician, chiropractor or other qualified medical specialist for any mental or physical ailments that I am aware of. I understand that massage/bodywork practitioners 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 should be construed as such.  Because massage/bodywork 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 practitioner updated as to any changes in my medical profile and understand that there shall be no liability on the practitioner’s part should I forget to do so. It is also understood that any illicit or sexually suggestive remarks or advances  made by me will result in immediate termination of the session, and I will be liable for payment of the scheduled appointment.
Cancellation or no show policy:


Be courteous of others who want to receive the benefits of massage. I can usually fill your appointed time with another client if you give me proper notice. Change or cancel your appointment within 24 hours prior to appointed time and there will be no charge. Failure to show up for an appointment will be a $25.00 charge. After two no shows all service must be paid for in advance and if you should fail to show you will forfeit the money paid in advance for service.











Client’s signature: __________________________    Date:_____________

