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Name_______________________________ Date of Birth _____/_____/______ Referred by______________

Mailing Address_____________________________________________________City__________________ 
State___________ Zip____________________              Mobile (________) _________-_________________

Occupational Work Responsiblities____________________________________________________________
Your GOAL for today’s visit: Relaxation □   Specific Area/Condition □  please explain_________________
________________________________________________________________________________________
Is the Specific Area/Condition (in your opinion)   Minor  □       Problematic  □       Major □
Is the Specific Area/Condition (in your opinion)   Recurring □      Getting Worse □      Getting Better □
Please list activities and movement affected or limited by this problem________________________________
________________________________________________________________________________________ 
List all current prescription medications and over-the-counter pain relievers that you currently take.________
________________________________________________________________________________________________________________________________________________________________________________
List all current and recurring health conditions that you have:_______________________________________
________________________________________________________________________________________
List all surgeries, accidents, and major illnesses with appropriate dates/ages.___________________________
________________________________________________________________________________________
List all stress reduction techniques, exercise, and hobbies in which you participate.______________________

________________________________________________________________________________________

Which of these do you participate in 3 times a week?______________________________________________
♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦
▪ Allergies/Sensitivities:      Oils □    Lotions □     Scents □       Detergents □ explain__________________________
▪ If you have any hearing deficiencies that require us to speak up louder when talking?  No □     Yes □
▪ Will you be returning to work after this session?     No □      Yes □ 
▪ Do you have any trouble getting on and/or off the massage table, need extra pillows?   No □     Yes □
Is there anything else I should know to ensure your comfort?______________________________________
_______________________________________________________

 MARK ON FIGURES ALL AREAS OF:
Pain, Tenderness with   O
Numbness, Tingling with  Z
Swelling, Stiffness with  X
Scars, Bruises, Open Wounds with  H
Consent for Care

It is my choice to receive massage therapy. I am aware of the benefits and 
risks of massage and give my consent for massage. I understand that there 
is no guarantee of success or effectiveness of individual techniques or series 
of appointments. I acknowledge that massage therapy is not a substitute for

medical care, medical examination, or diagnosis. 
I have stated all medical conditions that I am aware of and will inform my 
Massage Therapist of any changes in my health status at each visit.                          Front                      Back
Client Signature________________________________________Date_______/________/_________

Hot Stone Massage Contraindications

Hot stone massage is not suitable for everyone. There are risks associated with performing hot stone massage on individuals with the following conditions.
You must inform your Massage Therapist if you have any of the following conditions which may make hot stone massage contraindicated or may require your therapist to alter the massage.
· Pregnancy
· Diabetes
· Inflammatory Skin Conditions
· Open Wounds or Sores
· Hypotension or Hypertension
· Cancer (with or without Treatment)
· Varicose Veins
· Under the Influence of Drugs or Alcohol
· Blood Clot(s)
· Neuropathy
· Autoimmune Condition (MS, Lupus, RA, etc.)
· Peripheral Vascular Disease
· Heat Sensitivity
· Compromised Immune System

· Edema or Lymphedema

· Cardiovascular Disease
Client’s Release

I, ________________________________________, have read and understand the above conditions which make hot stone massage contraindicated. The Massage Therapist has discussed this information with me and provided opportunity for any questions. I have disclosed any and all health risk factors.

Please check the following that applies to you.
□ I understand the information contained on this form and confirm that I do not have any of the above conditions.

□ My condition(s) of ______________________________________________________________________ is/are listed above and therefore make(s) hot stone massage contraindicated. Given this knowledge I hereby give my full consent to receive hot stone massage and take full responsibility of any side effects or harm that may come from my receiving hot stone massage.

I understand that I will be receiving hot stone massage as an adjunct form of healthcare only and that this therapy is not meant to replace appropriate medical care. I release the Massage Therapist and The Garden Day Spa and Salon, LLC of any and all liability for any harm that may unintentionally occur during my treatment(s).

Client Signature________________________________________Date_______/________/_________

The Garden Day Spa and Salon
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