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Confidential Client Information Form


Date: ____________

First Name: _______________________ Last: ____________________________ Middle Initial____

Mailing Address: ______________________________City: _________________ State: __________
Zip: ___________ Home Phone:____________________ Cell/Wk Phone : ____________________

Email: ____________________________________________ Date of Birth: ___________________ Gender:  M  
F  
 Occupation: _______________________________ Age: __________________
Emergency Contact: _________________________________ Phone: ________________________
Social Security # (optional): ___-___-______ Marital Status:
  S   M   D   W       Children:#_________
Main complaints/Reason/s for Visit:____________________________________________________ ________________________________________________________________________________  

When/why did this begin: _____________________________     was It: Gradual   Sudden  Old Injury What aggravates: ___________________________Relieves: _______________________________

Referred By: __________________________________ Phone: _____________________________

General & Medical Information
	PAST
	CURRENT
	
	PAST
	CURRENT
	

	
	
	AIDS
	
	
	Pregnancy

	
	
	Sprains/strains
	
	
	Seizures/Epilepsy

	
	
	Arthritis
	
	
	Skin Condition

	
	
	Asthma
	
	
	Spinal Injury

	
	
	Back Pain
	
	
	Stroke

	
	
	Broken Bones
	
	
	Tendonitis

	
	
	Bursitis
	
	
	TMJ Syndrome

	
	
	Cancer
	
	
	Varicose Veins

	
	
	Carpal Tunnel Syn
	
	
	Plastic Surgery

	
	
	Cerebral Palsy
	
	
	STD____________________

	
	
	Cystic Fibrosis
	
	
	Contact Lenses

	
	
	Diabetes
	
	
	Joint Swelling

	
	
	Emotional Stress
	
	
	Surgery_________________

	
	
	Headaches/Migraines
	
	
	

	
	
	Heart Condition
	
	
	Contagious Disease

	
	
	Hemophilia
	
	
	Bruise Easily

	
	
	Hepatitis
	
	
	Numbness/stabbing pain

	
	
	High Blood Pressure
	
	
	Fibromyalgia

	
	
	HIV+
	
	
	Bruises

	
	
	Mental Illness ____________
	
	
	Open Wounds

	
	
	
	
	
	Allergies_________________

	
	
	Multiple Sclerosis
	
	
	

	
	
	Nerve Damage
	
	
	Auto/ Work related Accidents

	
	
	Osteoporosis
	
	
	


List any other Medical conditions not listed above
_________________________________________________________________________________________________
List any Treatments or Medications you have been receiving to address any health conditions you may have currently had (include traditional and alternatives)

__________________________________________________________________________________________________________________________________________________________________________________________________
Physician/s: _____________________________________________Phone: ________________/___________________

Chiropractor/Acupuncturist__________________________________Phone: ________________/___________________

TERMS OF ACCEPTANCE
Please take a moment to carefully read the following information and sign where indicated. If you have a specific medical condition or specific symptoms, massage/bodywork may be contraindicated. A referral from your primary care provider may be required prior to service being provided.

Depending on the type of bodywork you receive you may be asked to stay alert and give verbal feedback regarding depth or pressure, your comfort level, what your visualizing or experiencing during the session. Guiding you along a path or back may be an additional technique that may be administered. It is very important for both your health and safety and that of the practitioner that you come to a bodywork session without the influence of alcohol or recreational drugs so that you may be fully aware of how the massage is affecting your body. Please communicate with your practitioner about your current state of health, including medications and pregnancy, so they may create a session best suited to your body. Knowing if your pregnant is important because there are locations/points on the body that medical documents say may cause miscarriage. 

You may experience a variety of emotions or sensations during your session. Please be aware that any sexual behavior, including comments and gestures, are inappropriate and will not be permitted. You and your practitioner each have a right to terminate the massage at any time if something inappropriate takes place.

I understand that the massage or type of bodywork I receive is provided for the basic purposes that they are intended to reach. Reasons such as relaxation, relief of muscular tension, health benefits, removing blockages in Qi, Blood stasis, energy work, and injury recovery, etc. I further understand that massage or bodywork 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/bodywork practitioners 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. 

Because Massage/Bodywork should not be performed under certain conditions, I “Affirm” that I have stated all my known medical conditions, and answered all questions honestly. I agree to keep the practitioner updated as to any changes in my medical profile and understand that there shall be no liability on the practitioner’s part should I fail to do so. I also understand that any illicit unwarranted behavior is not permitted. I will be liable for payment of the scheduled appointment if due to inappropriate behavior or I fail to notify the practitioner 24hours prior to a scheduled appointment about a missed appointment. 

I also agree that I will be cleanly for the massage/bodywork. Meaning I will have recently taken a warm/hot shower/bath. This shows an act of respect and also will help to enhance the effects of the massage by having warmed muscles. Please bring a hair tie if you have long hair. Stubble on women’s legs is painful to practitioner and client. Longer hair such as men’s legs just requires more oil to not have the feeling of pulling hairs.

Liniments or patches may be applied with your permission and information will be given depending on what may be applied. Similarly tailoring the massage to your liking, essential oils are available to be added in for specific effect or desired scent.

Privacy Policy

Disclosure of your protected health information without authorization is strictly limited to defined situation that include emergency care, quality assurance activities, public health, research, and law enforcement and legal activities. Any other disclosure for the purposes of treatment, payment, or practice operations will be made only after obtaining your consent.

Client/Guardian Signature: _______________________________________________ Date: _______________________

Minor Signature: _______________________________________________________ Date: _______________________

If you’ve received massage before, was it a positive experience? ___Yes ___No 

When Was your Last Massage?____________________________ 

Do you Receive Massage Regularly?      Y     /     N         If No, Why Not?_______________________________________

What type of Massage/s were they?____________________________________________________________________

What was your reason for massage?___________________________________________________________________

How did your complaint or conditions respond?___________________________________________________________

Pain / Soreness Chart
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Mark on the Picture the specific problems experiencing

	Tightness
	O

	Sore/Pain
	X

	Tingling
	T

	Sharp/stabbing
	S

	Current/past Injuries
	///


LIABILITY RELEASES
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Consent to Treat Minor: By my signature below, I hereby authorize __DAVID POLITTE___


 to administer massage, bodywork, energy work or somatic emotional therapy to my child or dependent as he deems necessary. This consent to treatment is in compliance with all applicable laws for consent of a minor to my knowledge. 





Signature of Parent or Guardian : __________________________________________


Date: ______________________





Consent to Treatment Near or Around Vulnerable and Private Areas: By my signature below, I hereby authorize __DAVID POLITTE___  to administer massage, bodywork, energy work or somatic emotional therapies as deemed necessary but not upon illegal areas, those parts of the body near or close to areas that may make me/or my minor feel uncomfortable, that may be invasive, near sexually private areas and that may result in mental or emotional feelings of being violated, exposed mentally, physically, or sexually during or after such treatment discussed prior to or during therapy. Any area of the body may result in such. At any point during a treatment I understand that any requesting to end a technique or session will result in that.


Signature of Client: __________________________________________


Date: ______________________





Pregnacy Release or Consent: By my signature below, I hereby authorize __DAVID POLITTE___


 to administer massage, bodywork, energy work or somatic emotional therapy knowing the risks/ possibilities of Miscarriage or labor inducement if pregnant and receiving specific types of bodywork on various areas of the body. I desire this treatment/results(Sign)___________________ 


I hereby state that to the best of my knowledge I am pregnant (Intl) _______, I am not Pregnant (Intl)_______. 


Signature: __________________________________________


Date: ______________________





Somatic Emotional Consent: By my signature below, I hereby authorize __DAVID POLITTE_ to administer somatic emotional massage. All massage has the possibility and risks of altered dreams, states, reliving past memories, physical trauma but even more so due to the intention of the specific guided bodywork which has the intent of causing such to cleanse them from affecting my body and health. These effects may last days or weeks. I have been abused Physically ______, Sexually______, Emotionally_______ , Mentally_______


Explain_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Signature: __________________________________________


Date: ______________________








