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                                                           Confidential Client Intake Form
	Name:                                                              Email Address:

	Address:                                                 

	Telephone (hm):                                              Telephone (cell):

	Occupation:

	Referred By:                                                     Date of Birth:

	Emergency Contact Name and Phone # :                                                             


Please Check Any Of The Following That Apply To You:

	
	Suffer from Stress

	
	Diabetes. If so, do you take medication?

	
	Frequent Headaches

	
	Pregnant

	
	Arthritis

	
	Wear Dentures

	
	High Blood Pressure. If so, do you take medication?

	
	Epilepsy or seizures. If so, do you take medication?

	
	Contagious Disease. If so, do you take medication?

	
	Osteoporosis

	
	Broken Bones in the last 2 yrs.

	
	Accident in last 2 yrs.

	
	Cardiac or Circulatory Problems

	
	Numbing or Stabbing Pains

	
	Surgery. If so, please list: 

	
	Other Medications. If so, please list:

	
	Spinal/disc problem areas. If so, please indicate:

	
	Receive chiropractic care on a regular basis

	
	Have tension or soreness in specific areas. Please specify.

	
	Comments:




Have you ever experienced a professional massage? How recent?
What amount of pressure do you prefer (circle all that apply)  light   medium   deep
 Do you enjoy the benefits of aromatherapy?
Please Sign And Date The Following Statement:

I understand that the massage/bodywork I receive is provided for the purpose of relaxation and relief of muscular tension. If I experience any pain or discomfort during the session, I will immediately inform the practitioner. Because massage/bodywork should not be performed under certain medical conditions, I affirm that I have stated all 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 fail to do so. I also understand 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 full payment.

Client: _______________________________________________________                         Date: ____________________________

I understand that a 24 hour cancellation notice is required. _________________ (please initial)

It is recommended that cell phones be turned off during the massage session to fully benefit from the massage.

Office Use Only


Facebook _______





Stattrak  _______





Contacts _______





Fullslate ________





             Debbie Milkes, LMT, BA, 7400 E. Arapahoe Rd., Ste. 140, Centennial, CO 80112, 309-946-5266








