NOLA RAE SMITH MASSAGE THERAPY

CLIENT INTAKE FORM
COMPLETE THIS FORM PRIOR TO YOUR FIRST APPOINTMENT

· Use the Tab key to move from one required field to the next.

· Submit completed form electronically to Nola Rae Smith Massage Therapy at nola49@gmail.com 


	CLIENT INFORMATION

	Name:      

	Address: 
	City: 
	State: 
	Zip:      

	Email address:      

	Home Phone:      
	Cell Phone:      
	Work Phone:      

	Date of Birth:      
	Sex:  FORMCHECKBOX 
 Female      FORMCHECKBOX 
 Male
	Children:      

	Marital Status:  FORMCHECKBOX 
 Single      FORMCHECKBOX 
 Married      FORMCHECKBOX 
 Divorced      FORMCHECKBOX 
 Widow(er)

	Name of Spouse/Significant Other: 

	In case of emergency, please notify:      
	Phone:      

	Employer:      
	Occupation:      

	Family Physician: 

	Address:      
	Phone:      

	Are you now under medical/therapeutic treatment?:  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

If yes, for what conditions?      

	Please list any medications you are taking (including aspirin): 

	Please describe any injuries or accidents: 

	Please check any conditions, symptoms or physical problems listed below that you are currently experiencing or have experienced:

	 FORMCHECKBOX 
 Cardiovascular/Heart

 FORMCHECKBOX 
 High Blood Pressure

 FORMCHECKBOX 
 Low Blood Pressure

 FORMCHECKBOX 
 Respiratory/Lungs

 FORMCHECKBOX 
 Diabetes

 FORMCHECKBOX 
 Allergies

 FORMCHECKBOX 
 Vision/Contacts

 FORMCHECKBOX 
 Hearing

 FORMCHECKBOX 
 Phlebitis

 FORMCHECKBOX 
 Blood Clots

 FORMCHECKBOX 
 Circulation disorders
	 FORMCHECKBOX 
 Arthritis

 FORMCHECKBOX 
 Scoliosis

 FORMCHECKBOX 
 Sciatica

 FORMCHECKBOX 
 Numbness

 FORMCHECKBOX 
 Low Back Pain

 FORMCHECKBOX 
 Weakness

 FORMCHECKBOX 
 TMJ

 FORMCHECKBOX 
 Carpal Tunnel

 FORMCHECKBOX 
 Pregnant

 FORMCHECKBOX 
 Seizures

 FORMCHECKBOX 
 Skin Problems
	 FORMCHECKBOX 
 Headaches

 FORMCHECKBOX 
 Dizziness

 FORMCHECKBOX 
 Indigestion

 FORMCHECKBOX 
 Insomnia

 FORMCHECKBOX 
 Fatigue

 FORMCHECKBOX 
 Poor memory

 FORMCHECKBOX 
 Foot Pain

 FORMCHECKBOX 
 Cancer

 FORMCHECKBOX 
 Contagious Disease

 FORMCHECKBOX 
 Varicose Veins

 FORMCHECKBOX 
 Other

	Describe the above: 

	Have you had a professional massage previously:  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	What are your expectations for this visit?      


	The State of Texas Massage Board now requires the following statements to be read by the client at the initial consultation. Please read and initial below.

	     
	1. The massage therapist uses a variety of massage techniques during the massage session which may include:

	
	Swedish Massage

Myofascial Massage

Reflexology

Reiki

Lymph Drainage Therapy
	Orthopedic Massage & Sports Injury

Pre Natal Massage

Lypossage

Acupressure Massage
	Soft Tissue Release

Trigger Point

Facial Massage

Heated Stone Massage

CranioSacral Therapy

	     
	2. I understand that it is not within the scope of the massage session for the therapist to engage in breast massage of female clients.

	     
	3. I am aware that draping will be used during the massage session.

	     
	4. I understand that my feedback is an essential element in my treatment, therefore if at any time I should become uncomfortable during the massage, I may bring it to my therapist’s attention and request that the session end.


PLEASE READ THE FOLLOWING STATEMENTS, THEN SIGN AT THE BOTTOM OF THE PAGE

· I have read and fully understand this form in its entirety. If at any time there are changes in the information given or in my condition, I will notify my therapist, and update this form before receiving additional massages.

· The massage treatment given here is for the sole purpose of stress reduction, relief from muscle tension or spasm and to increase circulation and energy flow.

· The Massage Therapist does not diagnose or prescribe for medical illness, disease, or any other physical or mental disorder.

· The Massage Therapist does not do spinal manipulations. Massage Therapy is not a substitute for medical examination or diagnosis, and it is recommended that a physician be seen for any ailment that you may have.

· It is the Client’s (your) responsibility to explain and discuss all physical conditions with the Massage Therapist so that she may do her job. Your Massage Therapist is an independent professional and is solely responsible for your treatment

· I will refrain from the use of cologne or perfume immediately prior to my appointment.

	Client Signature:      
	Date:      

	Therapist Signature:      
	Date:      


	If the client is less than 17 years of age, the parent or guardian must sign indicating approval.

	Parent or Guardian Signature: 
	Date: 


PRECAUTIONARY CORONAVIRUS LIABILITY RELEASE FORM

Due to the infectious nature of the Novel Coronaviurs-19, this additional intake form must be completed before each massage therapy session. People with COVID-19 can be asymptomatic and still be contiguous. There is no way to completely protect ourselves from this virus. I am taking extra precautions with the intake of each client as well as improved sanitation and disinfection practices as per CDC guideline to more thoroughly fight the spread of COVID-19 and other communicable conditions. Please complete the following and sign below.

Symptoms of COVID-19 include:

· Fever

· Fatigue

· Dry cough

· Difficulty breathing

· Loss of Taste/ Smell

· Body Aches/Chills

· Nausea

· Pneumonia

	I       agree to the following: (Please read and initial each item below.)

	     
	I understand the above symptoms and affirm that I, as well as all household members, do not currently have, nor have experienced the symptom listed above within the last 14 days.

	
	I affirm that I, as well as all household members, have not been diagnosed with COVID-19 within the last 30 days.

	
	I affirm that I, as well as all household members, have not knowingly been exposed to anyone diagnosed with COVID-19 within the last 30 days.

	
	I affirm that I, as well as all household members, have not traveled outside of the country, or to any city outside of our own that is or has been considered a “HOT SPOT” for COVID-19 infections within the last 30 days.

	
	I understand that Nola Rae Smith, Licensed Massage Therapist CANNOT be held liable for any exposure to the virus or any other contagion caused by misinformation on this form or health history provided by each client.

	By signing below I agree to each above statement and release the massage therapist, Nola Rae Smith, from any and all liability for the unintentional exposure or harm due to COVID-19.

	Signature: 
	Date: 
	Temperature: 


