7 Oaks Bodywork and Massage
*CONFIDENTIAL*     CLIENT INTAKE/HEALTH HISTORY  FORM

Name: _________________________________________________Date of birth: ____________________________________
Address: ____________________________________________       City/Zip:         ____________________________________
Email:  _____________________________________________        Phone number:  __________________________________
Would you like to receive email communications? Yes/ No 
[bookmark: _GoBack] Referred By: ___________________________________                    Your Occupation: ___________________________
*Please answer the following questions by circling Y- (Yes), N- (No).*
Y - N Have you ever had a professional massage before? If “yes”, what did you like or dislike? ______________________________________________________________________________________________________
Y - N Are you under Chiropractic care?  If so, name of doctor? ______________________________________________________________________________________________________
[bookmark: _Hlk13058121]Y - N Have you had any type of surgery? If so, please indicate type of surgery & year performed.  ______________________________________________________________________________________________________
Y – N Have you ever been involved in an accident? i.e., car, horse etc.
______________________________________________________________________________________________________
Y - N Do you have any spinal problems? ____________________________________________________________________________________________________
Y - N  Do you have chronic back pain or muscle tension? (Specify areas) ______________________________________________________________________________________________________
Y - N  Do you have arthritis? ________________________________________________________
Y - N Do you experience frequent headaches?  If so, how often? ___________________________
Y - N Do you take any prescribed medication or any vitamins? _____________________________________________________________________________________________________

_____________________________________________________________________________________________________
Y - N Do you have any heart problems? High or low blood pressure? ____________________________________________________________________________________________________
Y - N Do you have varicose veins or any blood clots? ____________________________________________________________________________________________________
Y - N Have you ever had any type of cancer?  ___________________________________________________________________________________________________
Y - N Any allergies or sensitivities, including nuts, creams or lotions_? ___________________________________________________________________________________________________
Y - N Are there any body regions you do not want massaged (i.e., feet, face)? ________________________________________
Y - N Are you pregnant?
Do you have any other conditions I should be aware of?  If so, please specify.

__________________________________________________________________________________________________


[bookmark: _Hlk13057782]The massage treatment I am requesting is for the purpose(s) of relaxation, stress reduction, relief from muscle tension or spasm, to improve range of motion, circulation, or energy, and to receive a positive experience of touch. If I experience any pain or discomfort during the massage session, I will immediately communicate that to the therapist so that treatment can be adjusted accordingly. 

I understand that my therapist will be sure to respect my privacy during the session. The only area of my body that will be uncovered will be the area my therapist is working on at that time.

I understand that my feedback is an essential element in my treatment.  If at any time I become uncomfortable during the massage, I may bring that to the therapist’s attention and request that the session be modified, suspended, or ended.  However, I can ask that a session be discontinued at any time, for any reason, and the therapist will honor that request.

I hereby release Michelle Odegard, PTA,LMT, CPT, CCT from any and all liability for any and all injuries, pain or illness I may experience as a result of the massage therapy or modalities she performs and hold her harmless therefore. I am aware that the massage therapist does not diagnose disease or illness, prescribe medication or perform skeletal manipulations. I have informed the massage therapist of all my known medical conditions and agree to inform her of any changes in my health or prescriptions as they occur. 

I have read and understood this Client Intake and Health History form in its entirety.  If at any time there are changes in the information given, or in my condition, I will notify the therapist and update this form before receiving additional massage. I have stated all my known medical conditions and have answered all questions honestly. By my signature, I consent to receive massage therapy and the treatments performed today.

Signature: __________________________	Date: _______________________________
CANCELLATION POLICY 


Because your treatment is exclusively reserved for you, we ask for 24-hour notice if you need to cancel or reschedule your appointment.

Please keep in mind, "no-shows" and last-minute cancellations greatly inconvenience our clients and therapists. Please plan appropriately. If you are failed to show your appointment, you will be charged for the cost of your missed appointment. If you must cancel your appointment, I require at least a 24 hours' notice (exceptions allowed for weather conditions and illness). This will allow for enough time for me to fill this appointment slot.
						
By my signature, I agree to the cancellation policy. 

Signature: __________________________	Date: _______________________________


