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massage therapy




Name: ______________________________________________ Date of Birth: ____/____/________ Age:_________
Address: ________________________________________ City/State/Zip: __________________________________
Phone: _____________________________   Email: ____________________________________________________

Occupation: __________________________________________    Do you have any children? _____ Yes ______No

Who may we thank for referring you (Or how did you hear about us)?  _______________________________________

Please take a moment to carefully read the following information and sign where indicated. If you have a specific medical condition or specific symptoms, massage therapy may be contraindicated.

Have you ever received a professional massage therapy session?  ______Yes  ____No How recently? _____________
What are your massage therapy goals? _____________________________________________________________________________________
What kind of pressure do you prefer? Please circle.  (LIGHT)   (MEDIUM)    (FIRM)   (UNKNOWN)
 Specify any areas to avoid (Ex: new tattoos, burns, bruises, ticklish feet): _____________________________________
If you answer “YES” to any of the following questions, please explain as clearly as possible.


Turn page over for signatures!
CONSENT:
· I understand that the massage therapy that I receive is provided for the basic purpose of relaxation, pain relief and posture restoration. If I experience any pain or discomfort during the session, I will immediately inform the therapist so that the pressure and/or strokes may be adjusted to my level of comfort. I further understand that massage therapy should not be construed as a substitute for medical examination, diagnosis, or treatment and that I should see a physician, chiropractor, or another qualified medical specialist for any mental or physical ailment of which I am aware. I understand that massage therapists are not qualified to perform spinal or skeletal adjustments, diagnose, prescribe, or treat any physical or mental illness, and that nothing said during the session given should be construed as such. Because massage therapy should not be performed under certain medical conditions, I affirm that I have all my known medical conditions and answered all questions honestly. I agree to keep the therapist updated as to any changes in my medical profile and understand that there shall be no liability on the therapist’s part should I fail to do so. 
Client Signature: ______________________________________
Date: _____________________

· As Respect Massge members, we have a Zero Tolerance Policy.
We are a professional establishment and hold ourselves to the highest standards of an ethical, boundary-driven practice. Respect Massage members have a zero-tolerance policy for sexual solicitations of any kind. Jokes, innuendo, and inappropriate requests are taken seriously and will result in the swift termination of the session, and you will be liable for payment of the scheduled appointment. 
Client Signature: ______________________________________
Date: ______________________

CANCELLATION POLICY & SCHEDULING RULES:

Cancellation Policy: We understand that unanticipated events happen occasionally in everyone’s life. In our desire to be effective and fair to all clients, the following policies are honored:

12-hour advance notice is required when canceling & rescheduling an appointment. This allows the opportunity for someone else to schedule an appointment and will allow us to plan our day accordingly. If you are unable to give us 12-hour advance notice you will be charged 50% of your appointment cost with the card on file. Your card is required to hold your appointment & the cancellation fee must be paid prior to/at your next scheduled appointment. For your convenience, we take cards over the phone or through the website with a requested payment link.
No-shows
Anyone who either forgets or consciously chooses to forgo their appointment for whatever reason will be considered a “no-show.” They will be charged for their “missed” appointment at FULL PRICE of their scheduled appointment type. The card on file will be charged or the fee must be paid with the link provided in text/email prior to next scheduled appointment. Another example of a "no-show": Calling to cancel or reschedule your appointment time right at or after your scheduled appointment time has started. 
Late Arrivals
If you arrive late, your session may be shortened to accommodate others whose appointments follow yours. Depending upon how late you arrive, your therapist will then determine if there is enough time remaining to start a treatment. Regardless of the length of the treatment actually given, you will be responsible for the “full” session you were scheduled for. Out of respect and consideration to your therapist and other customers, please plan accordingly and be on time.
Gift Certificate Appointment Rules
If you schedule and are a 'No Show', your gift certificate is void.  If you cancel/reschedule your appointment with less than 12 hours’ notice, your ability to reschedule is at the therapist's discretion. You may be asked to pay the 50% to receive your full gift certificate amount or your session may be cut by half. 

* You can update your appointment at your convenience online if it’s more than 12 hours. Otherwise, you need to call and/or text the business cell phone: 423-443-2266 and/or email. Try to reach us by all methods to ensure we receive the message. You cannot text the reminders back, it does not get to us. *


Client Signature: ____________________________________________
Date: _____________________



(YES) (NO) Do you have numbness or stabbing pains?


Describe: _______________________________________


(YES) (NO) Do you suffer from epilepsy or seizures?


(YES) (NO) Are you sensitive to touch/pressure in any area? 


Describe: ______________________________________


(YES) (NO) Do you suffer from joint swelling?


Describe: ______________________________________	


(YES) (NO) Have you ever had surgery? 


Describe: ______________________________________


(YES) (NO) Do you have varicose veins?                                      	


(YES) (NO) Do you have any contagious diseases?�Describe: ______________________________________	


(YES) (NO) Do you have osteoporosis?


(YES) (NO) Are you using any topical medications?


(Ex: hormone cream, chemotherapy cream, etc.)


(YES) (NO) Allergies? List: __________________________


________________________________________________


Any other things we should know about: _______________


_______________________________________________


_______________________________________________�








				 








(YES) (NO) Do you frequently suffer from stress?		


(YES) (NO) Do you have diabetes?				


(YES) (NO) Do you bruise easily?	


(YES) (NO) Do you experience frequent headaches?


How often: _____________________________________	


(YES) (NO) Any broken bones in the past two years?�Explain: ________________________________________


(YES) (NO) Are you pregnant?  How many weeks: ______	


(YES) (NO) Any injuries in the past two years?


Explain: ________________________________________


(YES) (NO) Do you suffer from arthritis?	


(YES) (NO) Do you have tension or soreness in a specific area?


Please specify: __________________________________


(YES) (NO) Are you wearing contact lenses?	


(YES) (NO) Are you wearing dentures?				


(YES) (NO) Do you have cardiac or circulatory problems?


(YES) (NO) Do you have high blood pressure?


(YES) (NO) Are you on blood pressure medication?	


(YES) (NO) Do you suffer from back pain?








