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* % Advanced Wholistic Body Therapy
Client Information Form

MName Phone ( ] DOR

Address City State Zip
E-mail:

Referred by: Phone ( 3

In case of emergency: Phone | )

Occupation A Male ' Female  Physician

Health Insurance Carrier

Please take a moment to carcfully read the following information and sign where indicated. If you have a specific
medical condition or specific symptoms, massage/bodywork may be contraindicated. A referral from your primary
care provider may be required prior to service being provided,

Have yvou ever experienced a professional massage or bodvwork session?  dYes d No  How recently?

What are your massage or bodywork goals?

What kind of pressure do you prefer?  dlight [ mediom  (J firm

If you answer “yes” o any of the follmeing questions, please explain as clearly as possible,

dYes dNo Do you frequently suffer from stress? dYes dNo Do you broise casily?

dYes dNo Do you have diabetes? dYes ANo  Any broken bones in the past two years?

dYes dNo Do youexperience froquent headaches? QYes A No  Any injurics in the past two years?

d¥es dNo  Are you pregnant? d¥es dNo Do vou have tension or soreness in a specific ane?
SYes dNo Do vou suffer from arthrinis? Please specify

dYes dNo  Are you weaning contact lenses?

dYes QNo  Are you wearing dentures? QdYes dNo Do you have cardiac or circulatory problems?
dYes dNo Do you have high blood pressure? dYes dNo Do you suffer from back pain?

dYes dNo  Are you taking high blood pressure medication? dY¥es dNo Do you have numbness or stabbing pains?

dYes dNo Do you suffer from epilepsy or seizures? dYes dNo  Are you sensitive 1o touch or pressure in any anca?
dYes dNo Do you suffer from joint swelling? dY¥es AMNo  Have vou ever had surgery? Explain below,
dYes dNo Do you have varcose veins? dYes ANo  Other medical condition, or are you taking any
d¥es dNo Do you have any contagious discases? medications | should know about?

dYes dNo Do you have osteoporosis? Comments

SYes dNo Do yvou have any allengies?
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Client Sigmature Ikite
Practitioner Sigrature Irate
Consenl to Treatment of Miwor: By my signatune below, | hereby authoriee 1o acdmindster massage, bodhwork, or

somatic therpy technbgques twe my child or dependent as they deem necessany.
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