
Massage Ther.apy Inf,ake Form

Name Date

Address
Street

Date of Birth Home Number

City State Zip

Cell Number

Emergency Contacl
Name

Are you,ptesently taking any medication? _ Yes

Please Explain:

Relationship Nqmber

No

Have y9u had a rQcent majo.r"surgieal procedure or injury? _ Yes , No

P,lease Explain:

Are you cunently seoing a Chiropractor, Physical Therapist,.or Physician for an ongoing issue?

Yes No

Please Explain:

Pleasp oircle your stress level:

Lowl2345High,
Are you allergic to any Lotions or Oils? _ Yes Nb

Please Explain:

Intake Form



Muscdo-Skeletal

Headaches

Joint stiffness/swel Iine
Spasms/cramps 

:

Broken/Fractured bones I

Strains/Sprains
Back, hip pain 

i

Shoulder, neck, arm, hand $ain
Leg, foot pairi 

i

Chest, ribs, abdonrinal pain,
Problems walking
Jaw pain/TMJ
Tendonitis
Bursitis
Artluitis
Osteoporosis
Scoliosis
Other:

Dizziness
Shortness of breaflh

Fainting
Cold feet or hand$

I

Cold sweats i

Stroke
Heart condition
Allergies
Asthma

Other:

High blood pressufe

Low blood pressu{e

CirculatorlRes

Client's signature Date

.i

I

Circle the following conditionS that apply to you, past and present.
condition. i

Dieestive

Indigestion
Constipation
Intestinal gas/bl oating
Dianhea
Irritable bowel syndro
Crohn's Disease
Colitis
Other:

Nervous Svstem

-

Numbness/tingling
Fatigue
Sleep disorders
Ulcers
Paralysis
Herpes/shingles
Cerebral Palsy

Epilepsy

lease add your conrments to clarily the

Skin

Rashes

Allergies
AthJete's foot
Acne
Impetigo
Hemophelia

Qt4er

Loss of Appetite
Depression
D ifficulty concentrating
Hearing Impaired
Visually lmpaired
Diabetes
Fibromyalgia
Post/Polio Syndrome
Cancer
Tuberculosis
Other:

Chronic Fatigue S

Multiple Sclerosis
Muscular Dystrophy
Parkinson's Disease
Other:

Reproductive Svstem

Pregnancy

I unclerstand that almassage 'ilherapist does not diagnose disease, i ness, or prescribe any treatment or drugs,

will be used at all times and that trreast

t if I become uncomfortable for anY

they will end the session, I understeurd

behavior. I have stated all of the

te, I will inform the health care



Consent for Therapy and Waiver of Liability

The undersigned ("Client") herby fieely consents to the receipt of massage services from:

Licensed Massage Therapist's Name

Client agrees as follows:

Client understands and agrees that they will provide the Therapist with complete and accurate
health information and a written reftral from Client's primary healthcare provider if Client is
currently receiving care or has a specific medical condition or symptoms for which Client takes
medication or receive periodic evaluations or treatment. Client understands that message therapy
is designed to be an ancillary healih and is not suitable for primary medical treatment for any
condition.

l. Client and Therapist have discussed the potential benefits and possible side effects of
massage therapy and have agreed upon a course of focused attention and manually
therapy for the predetermined goals of stress reduction, relief of muscular discomfort,
and/or promotion of general health. Client has been given an opportunity to ask questions
of the Therapist and has received all requested information.
Client understands the unclothed body will be draped at all times for warmth, sense of
security, ad unusual sensation or discomfort so that the application of pressure may be
adjusted to Client's level of comfort. Client understands that massage therapy is not
sexual in any manner and that any suggestive remarks or behavior on the client's part will
result in an immediate termination of the therapy session. Client understands that
payment will be expected in full; regardless if the massage is completed or not.
Client hereby assumes fully responsibility for receipt of the massage therapy, and
releases and discharged Therapist from any and all claims, damages, actions, or causes of
action arising form the therapy received hereunder, including, without limitation, any
damages arising from acts of active or passive negligence on the part of the Therapist, to
the fullest extent allowed by law.
Client, in signing this consent for Therapy and Waiver of Liability ("Consent"),
understands and agrees that this Consent will apply to and govern the current and all
future therapy sessions performed by Therapist.

Client Signature Client Piinted Name

Date

Massage Therapist Signature Massage Therapist Printed Name

2,

3.

^

Date



NEW yoRK MoroR vEHtcLE t\o-reuur INSTJRANcE LAw
ASSIGNMENT OF ffNEFITS FORM

(FOR ACCTDENTS OCCIJITR|NG ON AND AFTER 3t1t)z)

(Print patient's name)
("Asslgnor") heroby asslgn to, 

-_

Asslgnee")
(Prlnt hospital or health care-provider narnei

all rlghts prlvlleges and remedlee to.Peyment for health care gervlces provlded by asslgnee to whlch I am entlgod undorArtlcle 51 (the No.Fault Statute) of the Incurance Law,

Tl9 Asslgnee hereby certlfles that they have not recelvod any payment from or on bohalf of the Asslgnor and shal not pursue
payment dlrectly from the Assllnor for eorylces provlded by sald Asslgnoe for lnJurloa sustalned due to the motor
vshlcle aooldent whlch occurred on not wlthstandlng any other agreement to the contrary.

(Prlnt accldent date)

Thls agreement may be-revoked by the asrlgneo when beneflts arc not payable baged i.rpon tho asolgnor,s lack of coverage
and/or vlolatlon of a pollcy condltlon duo to the actlons or conduct of the asslgnor.

ANY PERSON WHO KflOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER
PERSON FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY
COMMERCIAL OR PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION,oR coNcEALS FOR THE PURPQSE OF MISLEADINq, INFORMATTON CONCERNTNG ANy FACT MATERTAL
THERETo, AND ANY-lFRsoI WHo, lN coNNEcTloN WTH sUcH epplicanoN oR cLAtM, kNdwlti;'Li
MAKES OR KNOwlNqlI ASSISTS, ABETS, SoLlclTS OR CONSPIRES W,iH ANOTHER To MAKE A FAL5E
REPORT OF THE TIFFT, DESTRUCTION, DAMAGE OR CONVERSION OF ANY MOTOR VEHTCLE TO A LAW
ENFORCEMENT AGEN-C-Y-, TlE DEPARTMENT OF MOTOR VEHTCLES OR AN INSUNAUCC COMPET.TV,'COMIilIiS
A FRAUDULENT lNs-URA-IlcE_ Acr, w'ttlcH ts A cRtME, AND SHALL ALso ee suB.rEer ro A civlu peruelw
NoT To exceeo'FIVE THOU$AND DoLLARC AND iifvAiue oF THE suBJEcT MoToR vEHtcLE oR srArED
CLAIM FOR EACH VIOLATION

t

-! 

!!tE-

(Slgnature of Patisnt)

(D8tB of signatuie)

(Address of Patlent)

(Prlnt name of Provlder) (Slgnature of Provlder)

(Date of slgnature)

(Address of Provider)
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