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Client Information 

Name: ___________________________  Phone: (Main)_____________________________________ 

Address: ____________________________  City, State, Zip ____________________________________ 

Email: ______________________________  Would you like to receive emails from us?   (Yes)      (No)  

Birthdate: ______________________________ 

Emergency Contact & Phone: ___________________________________________________________________ 

Your Occupation: _________________________  Employer: __________________________________ 

How did you hear about us? ____________________________________________________________________ 

Did anyone refer us to you? ___________________________________________________________________ 

Is this your first professional massage?             (Yes)   (No)  

If, no when was your last massage roughly? ________________________________________________ 

If, no what type of pressure do you typically enjoy  Light  Moderate  Deep 

 

Are you currently taking any prescribed medications or supplements?    (Yes)   (No) 

If yes, please list the names of any medications or supplements and reasons why below. 

_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 
 

Have you been pregnant, had surgery or been hospitalized in the last 4 months?   (Yes)  (No) 

If, yes please explain 
_____________________________________________________________________________________________
_______________________________________________________________________________________ 

Please list any previous accidents, injuries, or surgeries, roughly when they occurred, any treatment received 
because of them or if you are experiencing any lingering effects which could affect the way we approach your 
massage today.  

_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 

Please list any allergies you may have: 
_____________________________________________________________________________________________ 
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Client History (helps determine treatment options): 

Please check beside those that apply either currently or previously, leave blank if does not apply: 

 

 

 

 

 

 

__ Allergies affecting 
 __Face/ Body/ Skin 
 __Nose/ Sinuses 
 __Eyes 
 _ Stomach/Gut 
__ Anxiety/Panic Attacks 
__ Arthritis 
__ Asthma/Emphysema/COPD 
__ Athlete’s foot 
__ Birth Control 
__ Blood Clots/ Phlebitis 
__ Cancer 
__ Chronic Fatigue 
__ Chronic Headaches/Migraines 
__ Chronic Pain: 
__ Claustrophobia 
__ Cysts/Lipomas 
__ Depression 
__ Diabetes 
__ Disc Condition 
__ Dislocations 
__ Dizziness/Vertigo 
__ Dental Bridge/Braces 
 

__ Eczema/Dermatitis 
__ Epilepsy/ Seizures  
__ Fibromyalgia 
__ Gout 
__ Grieving 
__ Hearing difficulties 
__ Heat sensitivity 
__ HIV/AIDS 
__ Heart Problems: 
__ Hepatitis 
__ High Blood Pressure 
__ Hypothyroidism 
__ Impetigo 
__ Inflammation 
__ Insomnia/ Poor Sleep 
__ Kidney Disease/problems 
__ Low Blood Pressure 
__ Lupus 
__ Muscle/Joint Pain 
__ Nausea/ Fainting Spells 
__ Numbness 
__ Orthopedic pins or plates 
 

__ Osteoporosis 
__ Pacemaker 
__ Plantar Fasciitis 
__ Pneumonia
__ Past Pregnancies 
__ Psoriasis 
__ Scoliosis 
__ Sensitive Skin 
__ Sinusitis 
__ Skin Cancer 
__ Spinal Cord Injury 
__ Strains/Sprains 
__ Stress 
__ Stroke 
__ Tendonitis 
__ TMJ  
__ Varicose Veins 
__ Vision Problems 
__ Whiplash 
 

Consent for Massage Therapy: 

I as the client agree that the above information is my accurate health information and agree to notice my therapist of 
any health changes as long as I remain a client of Inner Peace Massage. 

I understand that massage administered at Inner Peace massage is NOT in any way sexually oriented and that any illicit 
or suggestive remarks or behavior will result in immediate termination of my massage session, and any fees associated 
with that session may be collected forthright.  

I understand that Massage Therapists DO NOT diagnose or prescribe drugs and they are not a substitute for medical 
care, rather as a complement to my overall healthcare.  

I agree that by signing this form that I understand all of those things listed above and do hereby freely give my 
permission to receive massage at Inner Peace massage.  

Client signature: __________________________________________      Date: _______________________________ 

Therapist’s Notes: 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 


