Client Information Form
Name: __________________________________________________________
Address: _________________________________________________________

City: _____________________ State: _____________ Zip _________________

Email address: ___________________________________________________

Home Phone (      ) _____-__________ Alt. Phone: (       ) _______-__________

Gender:  Male  Female


Date of Birth _____/_____/__________
Do you have insurance? If so, what carrier? _____________________________

Emergency Contact:________________________________________________

Relationship:_________________ Phone: (      )______-_________  H  W  M  

How did you hear about me?_________________________________________
_                                                                                                                             _

List any serious chronic illness, operations, chronic virus infections or traumatic 

accidents you have had: ____________________________________________

_                                                                                                                             _

Are you currently taking any medications?  If so, please list the medication and 
diagnosis:_                                                                                                             _

_                                                                                                                             _

Do you have any allergies?  If so, to what?_                                                         ​​​​_

_                                                                                                                             _

Have you had massage therapy before?  If so, when?_                                        _

_                                                                                                                             _

What is your goal in seeking treatment? _                                                             _
_                                                                                                                             _
I have completed this information to the best of my knowledge. If the information changes during the course of my treatment I will update my therapist.

Signature____________________________________________ Date: _______
4/24/2010

