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JENNI HANSEN

MASSAGE





      



Please print
Name
____________________________________
Today's date
___________________________________
Address
____________________________________
Referred by
___________________________________


____________________________________
Gift Certificate  ___________________________________

Birth date
____________________________________
Email

___________________________________

Cell phone
____________________________________
Home phone
___________________________________

Occupation
____________________________________ 
Emergency Contact #______________________________ 
Reason for visit:

 __________________________________________________________________________________________________ 

Have you ever had a professional massage or bodywork session before?    Y / N         How recently? _________________

Please note current medications & the conditions they are treating:
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Please note any allergies or hypersensitivities:

__________________________________________________________________________________________________

Please note any major accidents, injuries or surgeries (including date): 
__________________________________________________________________________________________________

__________________________________________________________________________________________________

Additional information that you would like to share
________________________________________________________________________________
__________________________________________________________________
__________________________________________________________________
Please complete and sign the back side of this page
Please circle P for PAST and C for Current for all any that apply to you.

P   C   Headaches / migraines



P   C   High blood pressure


P   C   Vertigo / dizziness



P   C   Low blood pressure
P   C   Asthma





P   C   Heart attack
P   C   Emphysema




P   C   Stroke
P   C   Shortness of breath



P   C   Poor circulation
P   C   Sinusitis





P   C   Phlebitis / varicose veins
P   C   Osteoporosis




P   C   Pacemaker
P   C   Bursitis





P   C   Skin & infections
P   C   Pins / plates/ wires/ artificial join

      What & where:  ________________________
           Where:  ________________________

P   C   Cancer
P   C   Arthritis





       Location:  ____________________________                                    
Where:  _______________________


P   C   Tendonitis




P   C   Fibromyalgia  




P   C   Jaw pain (TMJ)




P   C   Depression
P   C   Sciatica





P   C   Diabetes
P   C   Seizures / epilepsy



P   C   Digestive conditions
P   C   Numbness / tingling



P   C   Chronic Fatigue 
           Where:  __________________________

P   C   Anxiety
P   C   Multiple Sclerosis



Other conditions: __________________________
P   C   Pregnant




________________________________________
It is my choice to receive massage therapy.  I am aware of the benefits and risk of massage and give my consent for massage.  I understand that there is no implied or stated guarantee of success of effectiveness of individual techniques or series of appointments.  I acknowledge that massage therapy is not a substitute for medical care, medical examination or diagnosis.  I have stated all medical conditions that I am aware of and will inform my practitioner of any changes in my health status.  
I understand that my personal health information will be collected.  I understand that all information that I provide will be kept confidential unless required by law.  I understand and consent that all my medical information may be shared by various care providers involved in my care and treatment.  
Signature:  ____________________________________________
Date:  ______________________
