Balanced Life Massage
Yasuko Narita, LMT
CONFIDENTIAL CLIENT INTAKE AND HEALTH HISTORY FORM
Name________________________________________________Date____________________________
Address______________________________________________________________________________
Date of Birth______________________Occupation___________________________________________
Telephone (Home)_________________________(Cell)________________________________________
E-Mail Address_____________________________________ Preferred Means of Contact ____________
Emergency Contact (Name/Phone No.)_____________________________________________________
1. Have you had massage therapy before?   Yes  No
2. Are you pregnant?   Yes   No   If yes, How many weeks?_____________________________________
3. Do you have any difficulty lying on your front, back, or side?   Yes   No

    If yes, please explain_________________________________________________________________
4. Do you have allergic reactions to any oils, lotions, food or latex?   Yes   No   

    If yes, please identify and explain_______________________________________________________
5. Do you wear contact lenses ( )  dentures ( )  hearing aid ( )?

6. Do you sit for long periods at a desk, computer, or driving?  Yes   No

    If yes, please explain_________________________________________________________________
7. Do you perform any repetitive movements in your work or hobby?  Yes   No

    If yes, please explain_________________________________________________________________
8. Do you require assistance getting on or off the massage table?  Yes   No

9. Do you experience stress in your work or other aspects of your life?  Yes  No

    If yes, please describe_________________________________________________________________
    Do you believe your stress level is  Low  Medium  High  Very High
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10. Is there a particular area(s) of the body where you experience tension, stiffness, pain, or other discomfort? Yes   No

    If yes, please identify on the picture and explain______________________
______________________________________________________________
______________________________________________________________

______________________________________________________________

______________________________________________________________

Describe what activities or movements cause the pain or make it

worse?________________________________________________________

______________________________________________________________
11. Is there a particular area(s) of the body you would prefer to be avoided?  Yes   No

      If yes, please identify_________________________________________________________________
12. Are you currently under medical supervision?  Yes   No

      If yes, please explain_________________________________________________________________
13. Are you currently taking any prescription or herbal medication?  Yes   No

      If yes, please list_____________________________________________________________________
     Physician’s Name/Phone No.___________________________________________________________
     Permission to contact? (Signature Required)_______________________________________________
14. Describe any surgeries, accidents, injuries and hospitalization you have had

Less than 5 years ago:___________________________________________________________________

_____________________________________________________________________________________

More than 5 years ago:__________________________________________________________________
_____________________________________________________________________________________

What kind of care did you receive for your accidents or injuries?__________________________________
_____________________________________________________________________________________

Do you feel you have recovered from these events?  Yes   No

If no, please explain_____________________________________________________________________
_____________________________________________________________________________________

15. Have you had alcohol or narcotics today? Yes  No
16. Have you taken any pain medication (prescription or over the counter) today?  Yes  No

17.  Please note level and type of your exercise or physical activity: _______________________________
_____________________________________________________________________________________
18. Are you currently experiencing any of the following conditions?

      __Flu or Cold    __Inflammation    __Fever    __Infection    __Contagious disease
19. Please check any condition below that currently affect you or that you have experienced in the last 5 years.
Circulatory system                               Skin condition     

                   Nervous system
__Anemia                                              __Fungal infections    
                   __ALS
__Hemophilia


         __Acne  


                   __Multiple sclerosis
__High blood pressure 

         __Impetigo  


      __Parkinson’s disease
__Low blood pressure

         __Dermatitis/Eczema 

      __Bell’s palsy
__Raynaud’s disease

         __Psoriasis  

                   __Neuritis
__Varicose veins

         __Open wound or sore                       __Spinal cord injury
__Heart condition

         __Rashes

                   __Stroke
__Blood clots/Phlebitis                         __Warts



      __Trigeminal neuralgia
__Diabetes


         __Athletes foot  


      __Seizure

__Swelling


         __Cellulitis


      __Numbness/Tingling/Twitching

__Atherosclerosis                                 __Other___________________
      __Other___________________

__Other___________________
                                                Musculoskeletal system                     Other
Digestive system
                       __Joint replacement                          __Substance abuse
__Ulcers



          __Fibromyalgia
                                __Cancer
__Irritable bowel syndrome
          __Spasm/Cramps
                   __Chronic fatigue syndrome
__Colitis



          __Sprains/Strains                               __Herpes/Cold sore outbreak
__Gallstones


          __Osteoporosis

                   __Anxiety/Panic attack
__Hepatitis


          __Postural deviations

       __Bruise
__Crohn’s disease

          __Gout                                                 __Headache
__Diarrhea


          __Osteoarthritis
                                 __Migraine
__Gas/Bloating


          __Rheumatoid arthritis                        __HIV/AIDS
__Indigestion


          __TMJ



       __Lupus
__Bleeding


          __Cysts
                                              __Kidney disease
__Constipation


          __Bursitis                                             __Bladder infection
__Difficulty swallowing

          __Plantar fascitis
                                 __Postoperative situation
__Other___________________
          __Tendonitis                                        __Depression





          __Torticollis

                    __Frequent headache
Respiratory system  

          __Whiplash

                    __Ear/Nose/Throat/Eye infection
__Pneumonia


          __Carpal tunnel syndrome                 __Glaucoma
__Sinusitis


          __Sciatica


       __Vision problems
__Asthma


          __Thoracic outlet syndrome               __Lymphoma
__Trouble breathing

          __Arm/shoulder pain                           __Sleep apnea  
__Dizziness


          __Leg pain


       __Insomnia
__Acute bronchitis                                 __Back pain

                    __Other_____________________
__Tuberculosis                                       __Dislocation

                    
__Other___________________           __Hip pain






          __Fracture

                                                                __Other______________________
20. Are there any health concerns that you would like to discuss today? Yes   No
    If yes, please explain _______________________________________________________________
___________________________________________________________________________________
                                            Massage Therapy Informed Consent_
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. If there is any information not directly requested on this form, which would compromise my ability to safely receive massage, I am responsible for bringing that information to the therapist’s attention.

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.

I understand the massage therapist does not diagnose or prescribe for medical illness, disease, or other disorders and the spinal manipulations are not part of massage therapy. I further understand that massage therapy is not a substitute for medical examination or diagnosis, and that I take responsibility for consulting with my physician for any ailment or condition of concern to me.  
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. If at any time I become uncomfortable or feeling sick during the massage, I may bring that to the therapist’s attention and request that the session be modified, temporarily suspended, or brought to an end.  
I understand that there shall be no liability on the massage therapist’s part should I fail to do so, assuming myself all risk for my health and hold harmless Balanced Life Massage in services performed.
I understand the massage is contraindicated (inadvisable) for some clients. Balanced Life Massage reserves the right to qualify and limit massage techniques when deemed advisable.

I understand to remove all jewelry and other items (watch, glasses etc) before the massage, and Balanced Life Massage is not responsible for lost or misplaced personal items.
I understand the stone warmer for Hot Stone Massage gets hot while it’s on. I will not touch the stone warmer whether I receive Hot Stone Massage or not. Balanced Life Massage (Yasuko Narita, LMT) is not responsible for injury due to the heat from the stone warmer.
I understand that payment is due at the time of the treatment.

Unless in emergency or inclement weather, I acknowledge that if I am unable to keep a scheduled appointment, 24 hours notice is required or I may be charged for the time reserved.

I understand Balanced Life Massage (Yasuko Narita, LMT) has right to refuse, cancel or terminate the treatment at any time for any reason.
I understand any illicit or sexually suggested remarks or advances will result in immediate termination of the treatment, and I will be liable for payment for the full scheduled appointment.

I have reviewed this form, and the information contained in my Client Intake and Health History, with the massage therapist.  By my signature, I consent to receive massage therapy.
__________________________________________________             _________________________

Client’s Signature                                                                                       Date                                  
__________________________________________________             _________________________

Client’s guardian’s signature if client is17 or under                                  Date
__________________________________________________              _________________________
Therapist’s Signature                                                                                  Date

