CLIENT INFORMATION FORM

Name______________________________________________________________________________________ Date__________________

Address________________________________________________ City: __________________________State: _________ Zip_________

Home phone____________________________Cellular____________________Work________________________Birthdate____________

Email Address:___________________________________________________________would you like  to receive newsletters yes_____no_______

Would you prefer to be contacted at: Home _____Work _____Cellular___
Occupation__________________________________Employer:__________________________ Age:________    _____ male      ___female

In case off Emergency:______________________________________________________Telephone(      )______________________

Are you under a doctor’s care? ______________Dr.’s Name_______________________ ____Telephone _______________________

Have you had surgery or an injury in the last 2 Years? __________________________________________

Are you on medication? ________What Kinds (s)? __________________________________________________________________

What are they for? ________________________________________________________________________________

Have you ever experienced a professional massage OR had a massage before? ________Type: _________________________________

With, whom /where?   _______________________________________________________________________________

What is your reason for a massage?

____Stress Reduction  ___Relaxation  ___Prescribed by Doctor ___Reward  ___Gift Certificate ___Sore Muscles __Pain Management               

______Being Good to myself _____Health Maintenance ____Part of Athletic Training Program ​​​​______Other___________________

Are you in any pain? _____________Where? ________________________________________________________________

For how long? _____________________________________________________________________________________________

___Do you have numbness or stabbing pains anywhere? ___ Are you very sensitive to touch or pressure in any area? __________

___Have you been in an accident or suffered any injuries in the past two years? ___Do you have tension or soreness in a specific area?

 Please explain:_______________________________________________________________________________________________     

Do you have any other medical condition  I should know about? 

Please explain:_______________________________________________________________________________________________

Comments:_________________________________________________________________________________________________

 What kind of exercise do you do? ____________________________ How often? __________________

How would you describe your diet? ___Excellent  ___Good  ___Fair  __Poor. 

How would you describe your health? ___Excellent  ___Good  ___Fair  __Poor

Are you addicted to any of the following?   ___Alcohol ___drugs  ___nicotine ___caffeine ___sugar ___overeating

I understand that the massage/bodywork I receive is provided for the basic purpose of relaxation and relief of muscular tension. If I experience any pain or discomfort during this session, I will immediately inform the practitioner so that the pressure and/or strokes may be adjusted to my level of comfort. I further understand that massage or bodywork should not be construed as a substitute for medical examination, diagnosis or treatment and that I should see a physician, chiropractor or other qualified medical specialist for any mental or physical ailment of which I am aware. I understand that massage/bodywork practitioners are not qualified to perform spinal or skeletal adjustments, diagnose, prescribe or treat any physical or mental illness, and that nothing said in the course of the session given should be construed as such. Because massage/bodywork should not be performed under certain medical conditions, I affirm that I have stated all my 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 advance made by me will result in immediate termination of the session, and I will be liable for payment of the scheduled appointment.

Client Signature:_______________________________________________Date:_______________

How did you hear about Alternative Times LLC:  ___________________________________________________

