Client Intake Form — Massage Therapy

Personal Information

Name: Date:
DOB/Age:

Campus/Current Information

Phone: Email:




Medical History
In order to plan a massage session that is safe and effective, | need some
general information about your medical history.

Please list current medications, including aspirin, herbs, supplements, etc.:

Smoking status: [ INever Smoked [JUsed to Smoke LICurrently Smoke*
*Packs per day (amount): *Number of years smoked:

If you quit smoking, when did you quit?:

Do you currently use cigars, pipes, or smokeless tobacco products? Yes No
List all surgeries:

List all accidents/injuries:




