     NOK MASSAGE THERAPY

Massage Intake/Consent Form

Patient Name:__________________________________________________ Date of Birth:_______________________
Address:___________________________________ City:__________________________ Postal Code:_____________
Province:__________ Email Address:________________________________________ Phone:___________________
Occupation:________________________________ Employer:______________________________________________
Emergency Contact:_______________________________________ Relationship:_____________________________ Phone:____________________________ How did you hear about us_______________________________________
What is major complaint today?______________________________________________________________________
Have you had any other treatment? Yes____ No____ If yes please describe:_______________________________
List of medications:________________________________________________________________________________
Physician Name:__________________________________________________ Phone:__________________________
Do you have special equipment therapist should aware of?______________________________________________
Any injury/surgeries you had/have?___________________________________________________________________
Any health conditions we should aware of?____________________________________________________________
Any following conditions that apply to you:
___ Anxiety/Stress 	___ Arthritis	___ Blood Clots 	___ Cancer	___ Diabetes	___ Fibromyalgia ___ High/Low BP		___ Headaches/Migraines	___ Hearth Attack	___ Joint Replacement(s)
___ Kidney Dysfunction	___ Numbness	___ Neuropathy	___ Pregnancy		___ Stroke
If yes please describe:___________________________________________________________________________________
Massage Information:	Have you had a professional before? Yes:______ No:______ 
What type of massage are you seeking? Relaxation:_______ Therapeutic/Deep Tissue:_______
What pressure do you prefer? Light:_______ Medium:________ Deep:_______
Do you have any allergies or sensitivities? Yes:_______ No:_______
Are there any areas you DO NOT want to massage? Yes:____ No:____ Please explain___________________________
What are your goals for this treatment?_____________________________________________________________________

Please circle any areas of discomfort:
[image: ]






By signing below you agree to the following.
I have completed this form to the best of my ability and knowledge and agree to inform my therapist if any of the above information changes at any time. I understand the scope of massage therapy and that not meant to be diagnose, treat, or cure any conditions and is not a replacement for standard medical care.
Patient Signature:__________________________________ Date:_________________________
Therapist Signature:________________________________ Date:_________________________
image1.emf

