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Massuage Associates, LLC

966 Hungerford Drive, #21A

Rockville MD 20850

301-762-0564

Massage Partnership Intake Form

Date of First Visit: _________

Name: ____________________________

Address: _______________________________

City/ST/Zip: ____________________________

Phones: 
H:_______________
W:________________C:________________

Email:  _________________________

How would you prefer to be contacted? __________________

Birth date: __________________

How did you hear about Massuage Associates? _________________________________

What types of massage or body work have you had that you found helpful? ________________________________________________________

Emergency Contact: (Name and Phone #s) _____________________________________

Brief Medical History:

(The questions are relevant to our safety and success as a team and they are all answered in complete confidence.)

Please underline all of the following conditions you've had – also put an asterisk (*) by it if it is a current or chronic condition:

Allergies


Varicose veins


Migraine headaches

Skin Rashes


Gout



Breathing problems

Broken bones


Heart disease


Pregnancy

Stomach problems

HIV / AIDS


Cancer

Sleeping problems

Arthritis


Diabetes


Tension headaches

TMJ or jaw problems

Sinus headaches

Have you ever had lymph nodes removed? _______ If yes, please tell us where and why:______________________________________________________________

Please list any other conditions that are relevant now: ____________________________

Are you under the care of a doctor or other healthcare professional for these conditions? ___________
Name of professional: _________________________________________

What are you hoping to accomplish with our session ?

_____________________________________________________

Are you currently experiencing pain?: _______  (If not, skip to the medications question)

Where? _______________________________________________________

Why (if you know)? ____________________________________________________

Can you describe it ? (how often, how long it lasts, how extreme it is. Is it pinpoint, shooting or vague?)

What else do you do besides massage to help manage the pain? ________________________________________________________

Other symptoms that might be important:

Numbness (where?)

Swelling (where?)

Other:

Are you on any medications (Name of medication and reason for taking it)

Tell us what you like:

Are you ok with instrumental music during your session or do you prefer quiet? _______

Any allergies to oils or scents that you know of? ________

Any scents you particularly like?______________or dislike?________________

Does your body run hot or cold by nature? _______________

Do you like the room warm or cool? ____________

Any other preferences or special needs regarding the table or the room, the amount of pressure you prefer, draping ?

 Release paragraph:

I have provided all my known medical information. I understand that, by law, Massuage Associates is not allowed to diagnose medical conditions. If I want my massage therapist to discuss my care with another medical professional, prior to or at any time during treatment, I will make that desire known and complete a HIPAA release form. Any questions I have about the general benefits of massage, possible massage contraindications, and the session have been answered for me. I give my consent to receive massage..

Signature: ________________________________________

(a few more on the other side)


