The Traveling Masseuse Of DFW


CLIENT INTAKE FORM

*In The State of Texas it is required for a client to fill out name, phone, birth date and medical information. YOU WILL NOT BE CONTACTED UNLESS NOTED ON YOUR FORM.

MEDICAL INFORMATION

MEDICAL/MASSAGE INFORMATION CONTINUED


Please indicate on drawing where tension or pain is located:


PLEASE READ THE FOLLOWING STATEMENT CAREFULLY

*Note contradictions for massage are as follows: Contagious diseases such as Ringworms, Impetigo, Influenza, Lice, Scabies, Mumps, Chicken Pox, Rabies, Fever, Athletes Foot, Mono, MRSA, Tuberculosis (Consumption) and Hepatitis. Skin problems such as severe Acne, High Blood Pressure, Cancer, Blood Clots, Autoimmune Diseases, Migraines and Edema are contradictions as well.

Please consult therapist if you have any of these conditions or any other possible contagious diseases not listed.
The areas that will be massaged will be head, face, neck, back, shoulders, chest, arms, abdomen, buttocks, thighs, legs, and feet. Please note: Massaging the prostrate on males will not be performed and is prohibited by law.

There maybe a small degree of bruising involved for modalities such as Trigger point, Deep Tissue or any technique that requires going into the superficial layers of muscles and tissues.
The session consists of therapeutic, clinical massage that can entail a variety of techniques such as Swedish, Deep Tissue, Medical, Hot Stone, Sports, Trigger point Therapy, etc. Any sexual remarks or advances will terminate the session and immediate and full payment will be required. You are not allowed to touch the therapist for any reason.

If you have any questions, comments, or concerns please feel free at ask them before, during, or after the session. If you experience discomfort or pain during the session, please inform the therapist and she will adjust the technique. Therapist will not be held liable if you do not communicate. If you feel uncomfortable during the session and would like it to cease, please inform therapist and the session will stop immediately. 

Full payment is due before the massage session. Outcall pricing starts out at $125 per hour and office visits are $70 per hour. After hours fee will be assessed for massage performed after 8 PM. The fee will be no more than $10 for in call and no more than $25 for out call. Prices are subject to change without notice Paying by credit card: If credit card is declined you will be required to pay for balance of services immediately by cash payment.

Cancellation Fee: A charge of 100% of service price will be assessed if you do not provide a 24-hour notice or reschedule the session.

*Draping will be used during the session, unless otherwise agreed to by both the client and the licensee.  Sign below if you require no draping.  

Client Signature: _________________________________
Date: ______________________________

Therapist Signature: Suzan D. Walker LMT 104431

Date: ______________________________       

**Massage therapist shall not engage in breast massage for females or groin trigger point therapy for males or females without written consent from the client. Please sign and date if you require breast massage or groin Trigger Point Therapy.

Client Signature: _________________________________
Date: ______________________________

Therapist Signature: Suzan D. Walker LMT 104431

Date: ______________________________     
I hereby acknowledge that all information provided is complete and accurate to the best of my knowledge and that I will notify the therapist of any changes in my physical condition prior to my massage session. I hereby release and understand there shall be no liability whatsoever placed on this establishment or the therapist Susan D. Walker, LMT104431 because of my volunteer election to participate as a client of this establishment/therapist. Massage therapy is not a substitution for medical treatment. Massage therapist cannot diagnose, treat or prevent disease.  Please consult a physician.

Client Signature: _________________________________
Date: ______________________________

Therapist Signature: Suzan D. Walker LMT 104431

Date: ______________________________   




PLEASE CHECK OFF ALL THAT APPLY:





____ High Blood Pressure	____ Blood Clots		____ Hypo or Hyperglycemia	  ____ Chronic Fatigue   ___TMJ�____ Low Blood Pressure	____ Varicose Veins		____ Low Back Pain	   	  ____ Fibromyolgia       ___Sciatica�____ Bursitis		____ Skin Infections 	 	____ Contagious Conditions	  ____Cancer	    ___Swelling�____ Contact Lens 		____ Allergies         		____ Osteoporosis 		  ____AIDS/HIV	    ___ Bruising�____ Diabetes		____ Pregnant		____ Heart Attack / Stroke	  ____ Arthritis	    ___ Other


____ Muscle Sprain / Strain 	____ Arthritis 		____ Headaches/Migraines 	  ____ Athlete’s Foot	


____Circulatory Conditions	____Cardio-vascular Disease	____Dizziness		  ____ Tuberculosis


	


Please explain condition if you checked off allergies, cancer, contagious condition, or other conditions: ______________________________


__________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Please indicate any other conditions or symptoms you are experiencing: _______________________________________________________


__________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Please indicate if you had any previous surgeries, auto accidents, traumas, or chronic illness in the past five years:


___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Are you currently under the care of a physician (doctor/chiropractor)? ___YES   ___NO	Are you on any medication? ___YES ___NO





Indicate any medicines that you are on: ______________________________________________________________________________





 Physician’s Name & Number: ______________________________________________


(Contact will only be made if you have conditions such as cancer or phlebitis.)





FOR WOMEN ONLY:





Please indicate if you are pregnant? ___YES   ___NO   The trimester that are you in? ___________________________________________





Are you having any difficulties that the therapist should know about? _________________________________________________________


_________________________________________________________________________________________________________________


Are you currently menstruating? ___YES   ___NO	PMS? ___YES   ___NO   


Excessive bleeding? ___YES   ___NO

















Last Name: ___________________________________		First Name: _________________________________________________


Address: _________________________________________	City, State, Zip: _____________________________________________


Date of Birth: ________________________			Occupation: ________________________________________________


Home Phone Number: _____________________________	Alternative Phone Number: ____________________________________


Would like to receive newsletters and special offer by email? Email address: __________________________________________________


How did you hear about my services? _________________________ Would you like a follow-up call from your therapist? ____________


	





Primary reason for massage: ___Relaxation   ___Stress Relief    ___Pain Relief


Would you like aromatherapy for your session? ___YES  ___NO  


Please indicate what type of massage you prefer: ___Swedish   ___Reflexology   ___Deep Tissue   ___Shiatsu   ___Trigger Point Therapy


: ___Prenatal   ___Medical   ___Reiki   ___Couples Massage   ___Chair Massage ___Sports ___Hot Stone  ___Other __________________ 


What type of pressure do you prefer?   ___ LIGHT   ___MEDIUM   ___DEEP


Any part of the body that you do not want massaged? _____________________________________________________________________


Please rate your tension level from 1-10 (1 lowest - 10 highest): _________	Pain Level: _________   Stress Level: _________


Please indicate where tension or pain is located on the body on the drawing on the next page. How long? ____________________


Please describe pain: ___Dull   ___Throbbing   ___Pin & Needles   ___Numbness   ___Sharp   ___Aching   ___Burning


Is pain:    ___Constant   ___Intermittent   ___Occasional


What improves or worsens the condition? _______________________________________________________________________________


















