Confidential Client Questionnaire
Client Name:____________________________________________ Date:_____________________
Address:_______________________________________Town:__________________________, CT
Home phone:________________________________ 
Cell phone: _________________________________ Text messages okay?______(to confirm appointments)
e-mail address:____________________________________________________________________
			(to receive appointment notifications, specials & monthly newsletter)
Date of Birth:_____________________ Age:_______ Height:___________ Build:________________
Occupation:_______________________________________________________________________
1. Is there any area where you would like extra time spent?  Is there any area where you have muscle pain/stiffness/tension (shoulder, low back, neck, other)?
2. What is your previous experience with professional massage?
3. Habits:
a. Exercise_____________________________________________
b. Tobacco_____________________________________________
c. Alcohol______________________________________________
d. Drugs or vitamins (OTC) ________________________________
e. Posture assumed most of the day_________________________
f. Caffeine_____________________________________________
g. Sleep_______________________________________________
h. Bowels______________________________________________
4. Medical History – please indicate below any significant medical problems, as such conditions can influence the type and/or depth of work done in any given area.
_____  Skin condition (acne, rash, skin cancer):
_____  Lymphatic condition (swollen glands, lymphoma, lymphedema):
_____  Recent injury or accident (whiplash, sprain, deep bruise):
_____  Circulatory condition (heart disease, varicose veins, phlebitis, arrhythmia, arteriosclerosis):
_____  Neurological condition (sciatica, numbness, tingling, epilepsy):
_____  Joint problems, pain, stiffness (osteoarthritis, rheumatoid arthritis, gout, hyper-mobile joints)
_____  Allergies (nuts, medications, food, seasonal, dust mites)
_____  Bone conditions (osteoporosis, previous fracture, cancer)
_____  Headaches (migraines, PMS, tension, cluster)
_____  Emotional difficulties (depression, anxiety, psychotic episodes, bipolar)
_____  Stress
_____  Previous surgery (types and date)
_____  Implants within the last 9 months? (cheek, chin, breast, pectoral, calf, etc.)
_____  Are you pregnant or trying to conceive?
_____  List any medications you are currently taking:_____________________________________
________________________________________________________________________________
Name of Health Care Provider (doctor):_________________________________________________
Phone:______________________________________
Do we have permission to contact him/her if necessary?     Yes______  No______

Client Agreement
I, _____________________________________, understand that the massage therapy given to me by Paula Jelly, LMT, is for the purposes of stress reduction, pain reduction, relief from muscle tension, increasing circulation, or specific reasons noted here:
I understand that massage therapy does not diagnose illness or disease, or any other disorder, and that the massage therapist does not prescribe medical treatment or pharmaceuticals, nor are spinal manipulations part of massage therapy.
I understand that massage therapy is not a substitute for medical examination or medical care, and that it is recommended that I am concurrently working with my primary care giver for any condition I may have.
I have stated all my known physical conditions, medical conditions, and medications, and I will keep the massage therapist updated on any changes


Client Signature									Date
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