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TUSCAN §SUN

massage & wellness center




Confidential Client History for Massage Services
Name:                          ____ e-mail______________________ 

Would you like to be included in our e-mail newsletter list? Y / N

Address: ____________________________________________ 

City: ______________State: _________Zip: _______________
DOB: ________ Age: __ _____ Phone #: ____________________
Emergency Contact: ____________ Phone: _________________
Have you ever received a professional massage/bodywork session? Y/ N 
Check any areas of difficulty occurring with the last six months:
___ abdominal pain        ___heart attack          __back pain   
___ swelling in throat     ___chest pains           __arthritis    ___tuberculosis               ___AIDS                   __dizziness
___ osteoporosis             ___cancer                 __epilepsy    
___ gall bladder trouble   ___colitis                  ___ thyroid trouble 
___ glasses/contact lens  ___ kidney trouble     __diabetes 
___ chemical sensitivity   ___ pleurisy              __ swollen joints ____scoliosis                  ___ phlebitis              __  high blood pressure

___ heart palpations        ___low blood pressure __ fibromyalgia 

___ headaches                ___ TMJ dysfunction   ___ painful urination        ___chronic fatigue           ___ bladder trouble    __pinched nerve

___ fragrance sensitivity  ____skin irritations      
___ shortness of breath   ____swelling in limbs

Are you currently undergoing treatment for any health condition? Y / N

If yes, please explain: __________________________________________
Please list all medications and/or supplements: ______________________ 

____________________________________________________________

Past surgeries: ____________________________________________________________________________

Car accidents: ________________________________________________________________________________________________________________________ 
(Please turn over to complete form)
Broken bones: __________________________________________________________ 
Are you pregnant?  Y /  N  Trying to become pregnant? Y / N
HABITS        Heavy         Moderate         Light         None
Alcohol         _____         _______         _____         _____
Coffee          _____          _______         _____        _____
Tea              _____          _______         _____        _____    
Tobacco       _____           _______         _____        _____
Exercise       _____          _______          _____        _____
Sugar           _____           _______         _____       _____ 
Water          _____          _______           _____       _____ 
Please list any other health information you would like for me to know: ________________________________________________________________________________________________________________________
Do you give me permission to consult with any of your other healthcare practitioners if necessary? Y /N 

Cancellation Policy
Your appointment is set aside especially for you, please give a minimum of 24-hour notice when canceling or rescheduling an individual appointment so that someone else can be scheduled. Should you fail to do so more than once, you will be liable for payment of the scheduled appointment. 
Informed Consent
I understand that the massage/bodywork I receive is intended to enhance relaxation, reduce pain caused by muscle tension, increase range of motion, improve circulation and offer a positive experience of touch. If I experience any pain or discomfort during this session, I will immediately inform the practitioner, and I understand that I may stop any part of the massage that feels uncomfortable. I further understand that massage/bodywork is a complement to and not a substitute for other forms of therapy and/or medical treatment that I may be receiving and it is recommended that I work concurrently with my health care providers for any mental or physical condition of which I am aware. I understand that massage/bodywork practitioners are not qualified to perform spinal or skeletal manipulations, not are they able to diagnose, prescribe for or treat any physical or mental illness and that nothing said in the course of the session should be construed as such. Because massage/bodywork should not be performed under certain medical conditions, I affirm that I have stated all my known medical conditions and have answered all questions honestly. I agree to keep the practitioner updated as to any changes in my medical profile and understand that there shall be no liability on the practitioner's part should I fail to do so. 

Client Signature _________________ Date ______________
