A Breath of Serenity Therapeutic Massage

117 S. Hubbards Lane, Ste. 104        Louisville, Ky.  40207         (502) 614-8444

Client Information Form

Name____________________________________________Date of Birth___________

Address________________________________Phone____________hm___________cell

City___________________________________State____________Zip______________

E-mail__________________________________________________________________

Occupation_____________________________Employer_________________________

Primary Care Physician____________________________________________________

Spouse’s Name________________________________Anniversary Date____________

Primary reason for appointment_____________________________________________

Areas of complaint, pain, and/or tension_______________________________________

How did you hear about us?________________________________________________










         Yes            No

	Have you had a professional massage before?
	
	

	Have you ever had surgery?
	
	

	Do you wear contact lenses?
	
	

	Do you have skin problems or allergies?
	
	

	Do you take prescribed medications?
	
	

	Do you have varicose veins or blood clots?
	
	

	Do you have arthritis?
	
	

	Do you have heart problems?
	
	

	Do you have high blood pressure?
	
	

	Do you have spinal problems?
	
	

	Do you exercise or participate in sports regularly?
	
	

	Have you suffered any recent injuries?
	
	

	Are you aware of any medical conditions we should know about?
	
	

	Are you pregnant?
	
	


                                                                                                                                   Massage therapy is intended to treat problems of the muscular system.  Keeping my therapist informed of any changes necessary will make my massage more enjoyable.  I understand that Massage should not be considered a substitute for medical treatment, diagnosis, or exams. Massage therapists do not prescribe medical treatment, medications, or spinal manipulations, and any conversations or sessions should not be interpreted as such.  I affirm that I have stated all known medical conditions honestly and correctly.  I agree to keep my therapist updated on any and all changes in my medical profile, and understand there shall be no liability on the practitioner’s part if I fail to do so.  I also understand that any illicit, or sexually suggestive remarks, or advances made by me, will result in immediate termination of the session, and I will be liable for FULL payment of session.

Client signature________________________________________________Date_______

