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Massage Intake Form 

 

Please Circle Your Billing Preference:  

Health Insurance  Motor Vehicle  Insurance  Work/L&I Injury  Out-of-Pocket  

Patient Registration : 

Name:____________________________________________ Date of Birth: _____/_____/_____  

Email:____________________________________________ 

Mailing Address:____________________________ City: _________________ Zip: _________  

Physical Address:____________________________City:__________________Zip: _________  

Phone: H C W  (     ) ________________ Gender:___ Email:_____________________________  

Employer:_____________________________________ Phone: (     ) _____________________  

Address:____________________________________Occupation: ________________________  

Emergency Contact:____________ Relationship: __________________ Phone: (    )__________  

Who can we share your information with:____________________________________________  

Referring Doctor or Provider___________________ Phone: (     ) ________________________ 

 

Insurance information: 

Insurance Company:____________________ID #:_________________ Group #_____________ 

Claim Adjuster:__________________________ Phone number:___________________________ 

 

What pressure level do you prefer? (circle one) soft  medium  deep  

 

Other than treatment related discussion, what conversation level do you prefer? (Please check one)  

o  no conversation   

o  a little conversation     

o  no preference 

 

What are your goals for massage? ______________________________________________ 

_________________________________________________________________________ 

Health Conditions? (Please list:)________________________________________________ 

_________________________________________________________________________  

Are you pregnant? If so, what stage? _________________________________________________________________________  

Recent surgeries? If yes, please describe: _________________________________________________________________________ 

Are you on any medications? If yes, please explain: 

__________________________________________________________________________ 

Is there anything else we need to know? ____________________________________________ 

____________________________________________________________________________ 
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Massage Intake Form 

 

Please answer the following questions:                                  Yes                    No   

Have you ever had a professional massage before?                ____                ____  

Do you have any infectious or contagious disease?                 ____                ____  

Do you have any skin problems or allergies?                            ____                ____  

Do you have varicose veins or blood clots?                              ____                 ____  

Have you had any recent surgeries?                                          ____                 ____  

Are you actively treating for cancer?                                         ____                 ____  

*(If actively treating for cancer, note from physician required) 

Do you have auto-immune conditions/arthritis?                        ____                  ____  

 


