Infinite Healing Center
2509 S. Power Road #115 Mesa, Arizona 85209

Massage Therapy Client Intake Form

Date:

Name:

Address:

City: State: Zip:

Home Phone: Cell Phone:

Cell carrier to receive a text message for confirmation calls:

Email Address:

Date of Birth: / / Sex: OMale OFemale Marital Status: OOSingle OOMarried OOther

How did you hear about us?

In case of Emergency, Please Notify:

Name: Telephone #:

What are your goals for this treatment?

Present Symptoms: What is your major complaint or condition you want to
improve?

What activities and products have you used to address this
condition?

Are you under medical/therapeutic treatment? O Yes [ONo  If yes, for what condition?

List any medications (including Aspirin) and nutritional supplements you are taking:

Specify any known allergies:

Please list any additional comments regarding your skin care or general well being:

I understand that as a massage client, | am required to give at least twenty-four (24) hours notice to a

cancellation prior to my scheduled massage. | also understand that if I do not give at least twenty-four hours

notice that | will be charged a fee of $25 an hour. This cancellation policy has been implemented with the

hopes of alleviating the amount of last minute cancellations and no-shows that happen, which directly affect
the stability of the massage therapists’ income. PLEASE INITIAL



Health History

Check the following conditions that apply to you, past and present.
Please add your comments to clarify the condition.

Musculo-Skeletal
OHeadaches

OJoint Stiffness/Swelling
OSpasms/Cramps
OBroken/Fractured Bones
OStrains/Sprains

OBack, Hip Pain

OShoulder, Neck, Arm, Hand Pain

OLeg, Foot Pain
OChest, Ribs, Abdominal Pain
OProblems walking
OJaw Pain/TMJ
OTendonitis

OBursitis

OArthritis
OOsteoporosis
OScoliosis

CIBone or Joint Disease
OOther:

Circulatory and Respiratory
ODizziness
OOShortness of Breath
OFainting

OCold Feet or Hands
OCold Sweats
OSwollen Ankles
OPressure Sores
OVaricose Veins
CBlood Clots
OStroke

COHeart Condition
OAllergies

OSinus Problems
OAsthma

OHigh Blood Pressure
OLow Blood Pressure
OLymphodema
OOther:

Please list any additional comments regarding your health and well-being:

Skin

ORashes
OAllergies
OAthlete’s Foot
OWarts

OMoles

OAcne

OCosmetic Surgery
OOther:

Digestive

ONervous Stomach
Oindigestion
OConstipation
Ointestinal Gas/Bloating
ODiarrhea
ODiverticulitis
Olrritable Bowel Syndrome
OCrohn’s Disecase
OAdaptive Aids
OOther:

Nervous System
CONumbness/Tingling
OTwitching of Face
OFatigue

OChronic Pain
OSleep Disorders
OUlcers

OParalysis
OHerpes/Shingles
OCerebral Palsy
OEpilepsy

OChronic Fatigue Syndrome
OMultiple Sclerosis
OMuscular Dystrophy
OParkinson’s Disease
OSpinal Cord Injury
OOther:

Reproductive System
OPregnancy:

OCurrent OPrevious

OPMS

COOMenopause

OPelvic Inflammatory Disease
OEndometriosis
OOHysterectomy

OFertility Concerns

OProstate Problems

Other
OLoss of Appetite
OForgetfulness
OConfusion

OIDepression

ODifficulty Concentrating
ODrug Use

OAlcohol Use

ONicotine Use
OCaffeine Use

OHearing Impaired
OVisually Impaired
OBurning Upon Urination
OBladder Infection
OEating Disorder
ODiabetes
OFibromyalgia
OPost/Polio Syndrome
OCancer

Olnfectious Disease(please list)

OOther Congenital or Acquired
Disabilities (please list)

OSurgeries
OOther:

I have stated all conditions that | am aware of and this information is true and accurate. I will
inform the health care provider of any changes in my status.

Client’s Signature:

Date:







