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**Personal Information**
Name: ____________________________________________________ Date: ____________________          
Address: __________________________________________________ Phone: ___________________
                 __________________________________ Email: ____________________________________
Occupation: _______________________________________________ DOB: _____________________
**Current Physical Condition**
Are you currently under a doctor’s care? _______ If so, for what? _____________________________
Have you had surgery in the last 6 mos.? _______ For what? _________________________________
Do you exercise regularly? _______  How often? ___________________________________________
Do you have allergies ______  To what? __________________________________________________
Emergency Contact: _______________________________________ Phone: _____________________
Doctor’s Name: ___________________________________________ Phone: _____________________
Do you currently take medication? __________ If so, what?__________________________________
How much water do you drink daily? __________  How do you feel right now? __________________
**Reason for your visit**
When was your last massage? _____________ Areas of concern today: _________________________
Do you have tender areas to watch out for? ________  If so, where? ___________________________

The above information is true to my best recollection.
**Signature**   _______________________________________________________________________
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