Chair Massage Form

[image: image1.wmf]Name:

Date:

Address:

Phone#:

City/State/Zip:

Work Phone#:


[image: image2.emf]


Yes   No

  (      (     Do you have any of the following that I should be aware of?


     ( Injuries: (When/Where): If yes, please elaborate:






     ( Taking any medication? If yes, please list medication, including dosage and condition:
  (     (      Are there any medical condition(s) that I should be aware of before the massage?
  (     (      Do you have any tension/pain in any areas?
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“I understand that (the massage practitioner) does not diagnose illness, disease, or other physical or mental disorders. The massage practitioner does not prescribe medical treatments or pharmaceuticals.  It has been made clear to me that the massage is not a substitution for a medical examination or diagnosis and that it is recommended that I see a physician for any physical ailment that I might have. I have stated all my known medical conditions and take it upon myself to keep the massage practitioner updated on my physical health.
Client’s Signature : ____________________________________________
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