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Last Name____________________________________________   First Name ___________________________________ Middle Initial _____  

 

Date Of Birth ________ / ________ / ________ 

 

Home Phone (______) ________________________   Cell Phone (______) ______________________    

 

Address ________________________________________________City__________________________St_________Zip_______________ 

 

Email Address ___________________________________________________________________      

 

 

Emergency Contact: 

 

Name: _____________________________________________  Phone (______)______________________  Relation _________________ 

 

 

Primary Physician Name: _________________________________________________ Phone (______)______________________________ 

 

Type: ___ MD (Medical Doctor)   ___ ND (Naturopathic Doctor)   Other _________________________________________ 

 

Are you currently under medical supervision? ___ Yes   ___ No 

If yes, please explain: _______________________________________________________________________________________ 

Do you see a chiropractor? ___ Yes  ___ No    If yes, how often? ___________________________________________ 

Are you currently taking any medication? ___ Yes   ___ No 

If yes, please list names/what for: __________________________________________________________________________________ 

 

___________________________________________________________________________________________________________ 

How did you hear about The Healing Compass?  _____________________________________________________________________ 

 

Massage: Have you received massage before? ____ Yes   ____ No   If so, when was your last session? ____________________ 

Do you have any allergies/sensitivities or to scents, oils, lotions, or ointments? ___ Yes   ___No 

If yes, please explain: _________________________________________________________________________________________ 

 

Do you have sensitive skin? ___ Yes   ___ No  If Yes, please explain: ______________________________________________________ 

 

Do you sit for long hours at a desk, computer, or driving? ___ Yes   ___ No    Estimated hrs/day: _______ 

 

Do you have problems performing any repetitive movement in your work, sports, or hobby? ___ Yes   ___ No 

If yes, please describe: ________________________________________________________________________________________ 

 

Reiki: Have you received massage before? ____ Yes   ____ No   If so, when was your last session? ____________________ 

Client Intake Form 
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Do you have any difficulty lying on your front, back, or side? ___ Yes (explain:______________________________________)     ___ No 

Do you experience excessive stress in your work, family, or other aspect of your life? ___ Yes   ___ No 

If yes, how do you think it has affected your health?  

(   )muscle tension  (   )anxiety  (   )insomnia  (   )irritability  (   )headaches  (   )other ________________________________ 

What are your goals for this session? ___________________________________________________________________________________ 

 

_______________________________________________________________________________________________________________ 

Circle any specific areas you would like the massage therapist to concentrate on during the session:                             

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Any further description of pain, tension or discomfort experienced:  

 

________________________________________________________________________________________________________________ 

 

 

 

Signature ________________________________________________________    Date _______________________________________ 

 

Name of Signed if Caregiver or Parent _______________________________________________________________________ 

 

 

 

 

 

 

 

 

Next page… 
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Please check any condition listed below that applies to you: 

 

___ Contact lenses (  )    Dentures (  )    Hearing aid (  )  

___ Contagious skin condition   ___Current   ___Past 

___ Open sores or wounds   ___Current   ___Past 

___ Deep vein thrombosis/blood clots   ___Current   ___Past 

___ Joint disorder/rheumatoid arthritis/osteoarthritis/tendonitis   ___Current   ___Past 

___ Osteoporosis   ___Current   ___Past 

___ Epilepsy   ___Current   ___Past 

___ Headaches/migraines   ___Current   ___Past 

___ Cancer   ___Current   ___Past 

___ Diabetes   ___Current   (Controlled? ___ Yes   ___ No)   ___Past 

___ Decreased sensation/Numbness/Tingling   ___Current   ___Past 

___ Back/neck problems   ___Current   ___Past 

___ Fibromyalgia   ___Current   ___Past 

___ TMJD   ___Current   ___Past 

___ Carpal tunnel syndrome   ___Current   ___Past 

___ Tennis elbow   ___Current   ___Past 

___ Pregnancy ___Current   ___Past   (If Current, how many months? _________) 

___ Easy bruising    ___Current   ___Past 

___ Recent accident or injury   ___ 

___ Recent fracture   ___ 

___ Recent surgery   ___ 

___ Artificial joint   ___ 

___ Sprains/strains   ___Current   ___Past 

___ Current fever   ___ 

___ Swollen glands   ___ 

___ Allergies/sensitivities   ___Current   ___Past 

___ Heart condition   ___Current   ___Past 

___ High __ or low ___ blood pressure    ___Current   ___Past 

___ Circulatory disorder   ___Current   ___Past 

___ Varicose veins   ___Current   ___Past 

___ Atherosclerosis   ___Current   ___Past 

___ PTSD/Depression/Anxiety   ___Current   ___Past 

 

Please explain any condition that you have marked above: 

 

________________________________________________________________________________________________________________ 

 

Is there anything else about your health history that you think would be useful for your massage practitioner to know to plan a safe and effective 

massage session for you? 

 

________________________________________________________________________________________________________________ 

 

 

 

 

Signature ________________________________________________________    Date _______________________________________ 

 

Name of Signed if Caregiver or Parent _______________________________________________________________________ 
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Please initial by each paragraph acknowledging and adhering to its contents. 

 

_____ 1. There is a strict 24-hour cancelation policy. Please keep in mind that if you do not make your appointment, I do not get paid. A late 

cancel/no-show fee of $40 will be charged to the client’s account. In order to avoid the fee, please give a courteous advanced call in order to keep the 

integrity of the practitioner-client relationship and also to allow other clients to book. Emergencies are understandable and generally waived; 

however, all late cancels and no-shows are tracked and if there is a frequent pattern, the practitioner will discuss the matter with the client in order to 

resolve.  

 

_____ 2. All session charges will be collected prior to the session to ensure security between the client and the practitioner. Forms of payment 

accepted are cash or credit/debit card. No checks. 

 

_____ 3. Communication is vital. If I experience any pain or discomfort during this session, I will immediately inform the therapist so that the pressure 

and/or strokes may be adjusted to my level of comfort. The massage therapist cannot be held liable for any injury, as appropriate communication and 

documentation are conducted by the LMT to ensure the safety and comfort of the client.  

 

_____ 4. Massage is considered a medical therapy and by no means can it be treated as a sexual act or in conjunction with a sexual act. Massage 

Therapy requires its practitioners to be licensed professionals and perform within their scope of practice in a strictly medical-based fashion. Draping 

will be used during the session-only the area being worked on will be uncovered. Furthermore, if inappropriate behavior is initiated by the client, the 

practitioner will give a verbal warning. If the behavior persists, the practitioner has the right to dismiss the session at any point without refund of 

session charges. 

 

_____ 5. I understand that massage should not be construed as a substitute for medical examination, diagnosis, or treatment and that I should see a 

physician, chiropractor or other qualified medical specialist for any mental or physical ailment that I am aware of. I understand that massage 

therapists are not qualified to perform spinal or skeletal adjustments, diagnose, prescribe, or treat any physical or mental illness, and that nothing 

said in the course of the session given should be construed as such.  

 

_____ 6. Because massage should not be performed under certain medical conditions, I affirm that I have stated all my known medical conditions, 

and answered all questions honestly. I agree to keep the therapist updated as to any changes in my medical profile and understand that there shall be 

no liability on the therapist’s part should I fail to do so. 

 

_____ 7. REIKI: I understand that the Reiki therapy I receive is provided for the purpose and intent of relaxation, decreasing stress, relief of 

pain/discomfort, and emotional balance. Reiki should not be construed as a substitute for medical examination, diagnosis, or treatment and that I 

should see a physician or other qualified specialist for any mental or physical ailment that I am aware of. I understand that Reiki practitioners are not 

qualified to diagnose, prescribe, or treat any physical or mental illness, and that nothing said in the course of the session given should be construed 

as such. 

Furthermore, there is a fine line that distinguishes the scope of practice for a Reiki practitioner. the Reiki practitioner may give general insight and 

guidance regarding conditions of the client or results of the session and is not allowed to provide psychological therapy or guidance. The Reiki 

practitioner may however feel it is beneficial for the client to seek further professional help. 

 

_____ 8. Informed written consent must be provided by parent or legal guardian for any client under the age of 18. Furthermore, a parent or 

guardian must be present during the entirety of the session for clients under the age of 18. 

_____ 9. HIPAA Privacy & Rights: My information will be kept private, in secure holding and kept on file for reference. I also know that I can request to 

release or view my session chart notes at any time, with written consent. The exception to the HIPAA confidentiality law is if there is imminent threat 

or danger to client or someone else. 

 

 

Signature ________________________________________________________    Date _______________________________________ 

 

Name of Signed if Caregiver or Parent _______________________________________________________________________ 


