
Client Information Form 

Name: _____________________________________________  Address: ___________________________________________________

Phone: ________________________   Today’s Date: ______________________   Birthday: _____________________    Age: _______

Occupation: ________________________________________________  Employer: __________________________________________

Explain why you booked this massage and what you hope to achieve: _______________________________________________________

______________________________________________________________________________________________________________________

Areas of complaint or tension: ___________________________________________________________________________________________

Are you presently under the care of a physician? If yes, describe condition: __________________________________________________

______________________________________________________________________________________________________________________

List any medications you are currently using: ______________________________________________________________________________

Have you ever had any serious disease condition? _________________________________________________________________________

Are you pregnant? __________  HIV positive? __________ Epilepsy? __________ Do you wear contact lenses or dentures? __________

Do you have arthritis or osteoporosis or other joint issues? _________________________________________________________________ 

Do you have any skin problems or allergies? ______________________________________________________________________________

Do you have any heart problems? ________________________________________________________________________________________

Do you have any blood pressure problems? _______________________________________________________________________________

Do you have varicose veins, phlebitis or blood clots? ______________________________________________________________________

Have you suffered an acute injury recently? _______________________________________________________________________________

Do you have any spine problems? ________________________________________________________________________________________

(For Thai Massage) Are there any stretches or yoga postures which may be harmful or extremly uncomfortable? ____________________

_______________________________________________________________________________________________________________________

Do you have any other condition that you would like to bring to my attention? _________________________________________________

_______________________________________________________________________________________________________________________

Have you had massage before? _____________  What did you like or dislike about any previous massages? _______________________

_______________________________________________________________________________________________________________________




