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HEALTH INFORMATION
Name Phowne (__) DOB
Adldress City/state Zip code
E-matl
Ewployer/Occupation, Phone (___)
How did you hear about us?
tw case of emergency Phone(__)

Please take a moment to carefully read the following information and sign where indicated. tf you have a specific medieal condition or specific
sywmptoms, massage/bodywork maybe contraindicated. A referval from your primary care provider maybe required prior to service provided.

Hf you answer “yes” to any of the following questions, please explain as clearly as possible,

__Yes __No Do You frequently suffer from stress?
__Yes___No Do you have diabetes?

__Y¢ts __No Do you have a thyrold condition?
__Yts __No Do You experience frequent headaches?

__Yés _No AV You pregnant?


http://bluhealingspa.com/

—Yes __No

__Yeés _No
__Yes_No
__Yeés _No
__Yeés _No
__Yes_No
__Yes _No
__Yes __No
__Yes __No
__Yes __No
__Yes __No
__Yés _No
__Yés __No
__Yés __No
__Yes __No

__Yés _No
__Yés _No
—Yéts ___No

Comments

HEALTH INFORMATION

Do You suffer from arthritis?

Are You wearing contaet lenses or dentures?

Do You have cardiac or clreulatory problems?

Do You have high blood pressure and/or take wmedication to manage blood pressure?
Do You suffer from epilepsy or selzures?

Do You suffer from joint swelling?

Do You have varicose veins?

Do You have any contagious diseases?

Do You have osteoporosis?

Do You have any allergies or sensitivities (i.e. nuts, todine, shellfish, flowers, scents)?
Do You brulse easily?

Any broken bones tn the past two years?

Any injurles in the past two years?

Do You suffer from back pain or disk hernintion?

Do You have numbness or staving pains?

Avre You sensitive to touch or pressure in any area?

Have you ever had surgery?

Other medical conditions, or are You taking any medications?




HEALTH INFORMATION

Have You ever experienced a professional massage or bodywork session? Yes No How recent?

What are you goals for today's treatment?

What kind of pressure do You prefer? ___Light __ wedlum ___ flrm

v client Signature Date
v Practitioner Stgnature Date
Consent to Treatvment of Minor: BY my signature below, | hereby authorize to administer massage, bodywork, or

somatie them}:gj tech V\,'Lques to my child or dependent as theg deemt necessary.

Signature of Parent or quardian Date

CONTRACT FOR CARE

{ promise to participate fully as a member of my healtheare team, | will make sound cholees regarding my treatment plan based on the
tnformation provided by my massage therapist and other members of my) healtheare team. t will report on all suggestions for my massage
treatment made by physiclans, physical therapist and chivopractors to BLU HEALING SPA. [ promise to inform my massage thevapist any
time ( feel discomfort or that my well-being is threatened or compromised, ( expect my massage therapist to provide safe and effective
treatment,

CONSENT FOR CARE

it is my cholce to vecelve massage therapy, and ( give my consent to recelve treatment. [ have reported all health conditions that ( am aware of
and will inform my massage therapist of any changes tn my health,

v PRINT NAME DATE
v SIGNATURE




