
 

 

Wellness Therapies 

MASSAGE 

Health Intake Form 
Please complete the following questions carefully. All data is confidential to ensure your privacy.  

 

Name:___________________________________________________________________________________ 
 

Address:_________________________________________________________________________________ 
 

City:______________________________________ State:________________________   Zip:_____________ 
 

Occupation:________________________________ Employer:______________________________________ 
 

Phone # _________________________________________________Send text reminders to this phone? ________ 
 

Email Address: ________________________________________May we contact you at this email address? _____ 
 

Emergency Contact_____________________________________ Phone #_______________________________ 
 

Birthdate_______________________________ Height ___________ Weight __________ Female____ Male____ 
 

Marital Status_________________  # of children___________ 
 

How did you hear about us?_____________________________________________________________________ 
 

Medical Care: Date of most recent visit to a Primary Care Physician (PCP) ________________________________ 
 

Are you currently receiving healthcare by MD/ND/Homeopath doctor(s) _________________________________  

 

How would you rate your general health? Excellent______  Good_______ Fair_______ Poor________ 

 

Have you had a professional massage before? Yes __________  date of last treatment_______  No_______ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

__________________________________________________ 

Please list any allergies or hypersensitiveness    Reason for initial visit: 

Continue to page 2 

Please list current medications & conditions being treated         Any major accidents or injuries? Include dates 
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Signature__________________________________________________  Date_________________________________________ 

 

Parental Consent to treat minor:      Minor Name Please Print:_____________________________________________________ 

Parent or Guardian Signature    ______________________________________________________________________________ 




