DEECOMPRESSION THERAPEUTIC TOUCH MASSAGE SERVICES  – CLIENT INTAKE FORM, INITIAL

Name: ________________________________________________________  Date of Birth:________________________

Phone Home/Work: ______________________________________________ E-mail:_____________________________

Would you like occasional (once or twice a year) E-mail or USPS updates on Deecompression services?   Y   /   N

Address:___________________________________________________________________________________________

Occupation/Employer: _______________________________________________________________________________

Primary Healthcare Provider(s): ________________________________________________________________________

Are you under the care of a health care provider for an active condition at present?  _______________________________

May I consult with your healthcare provider(s) if necessary? _________________________________________________

Is there any possibility of pregnancy?____________________________________________________________________

Emergency Contact – Name/Relationship/Phone: __________________________________________________________

Prescription and over-the-counter medications taken in past month:  ___________________________________________ 

__________________________________________________________________________________________________  

Health issues contributing to your current desire for massage: ________________________________________________ 

__________________________________________________________________________________________________  

Primary stressors in your life at present, and any stress-reduction activities you engage in:  _________________________ 

__________________________________________________________________________________________________  

Briefly, describe your previous professional massage experiences:  ____________________________________________ 

__________________________________________________________________________________________________  

Do you have any preferences for type of massage?  (Swedish/relaxation, deep tissue, myofascial release, joint mobilization, combination?) ___________________________________________________________________________  

How did you hear about Deecompression Therapeutic Massage Services?  ______________________________________

Other conditions, even if not troublesome to you, may influence the way I perform your massage.  If you have had any of the following conditions or symptoms in the past three months, please circle them, and we will discuss them briefly prior to beginning the massage session.

Pain/tenderness



Swelling


Neurological conditions


Skin conditions



Varicose or broken veins
Numbness or tingling
Emotional Trauma

Respiratory/breathing conditions
Allergies


Headaches

Contact Lenses

Liver, kidney or spleen conditions
Cancer/Leukemia

Surgery 

Infection/Antibiotic use

Muscle/bone injuries or conditions 
Arthritis


Ligament/tendon/joint injuries or conditions
 

HIV/AIDS



Diabetes


Hepatitis

Digestive conditions 


Cardiovascular conditions   (heart, blood pressure, circulation, blood clotting)


I have read the above information and recorded my medical history as accurately as possible, and I have discussed my history with Ms. Walsh.  I understand that the basic purpose of massage therapy is relaxation, stress reduction and relief of muscular tension.  I also understand that as a massage therapist, Ms. Walsh  cannot diagnose , treat, or provide independent recommendations  regarding medical conditions, and that the use of massage therapy should not preclude a formal medical examination, diagnosis and/or  treatment if needed.

Signature________________________________________________________________ Date:_____________________
